
INTRODUCTIONS
Patient's Name Preferred Name

Social Security Number Email

Phone           (H) (W) Marital Status

Birth Date Employer

Address

GETTING TO KNOW YOU
Whom can we thank for referring you?

How long since your last dental visit? What was done?

If you could wave a magic wand and change anything about your teeth or smile what would it be?

If your teeth could be whitened easily, would you be interested?

Are you interested in avoid bad breath?

What dental services have you had? Please indicate with an X
Cleanings Fillings Extractions    Braces

Root Canals Caps or Crowns Bleaching    TMJ

Implants Cosmetic Bonding Treatment of Gum Disease

Have you had problems or undesirable experiences with previous dental treatments? (If yes, please explain)

What can we do to make you most comfortable?

Is there anything else you would like us to be aware of?

PERSONAL HEALTHCARE ISSUES
Do you us any tobacco products?     (YES)   (NO) What / How much per day? How long?

Please describe any regular exercise that you do:

How often do you use your toothbrush? Type: Floss?

Toothpaste? Brand? Toothpick? Other?

Are you on a special diet? If yes, please describe:

Are you aware of any medical problems?

Are you under the care of a healthcare provider?    May we consult with them?

Name & phone # of provider: (Women)  Are you Pregnant?

How far long? Nursing? Taking birth control pills?

Please list any medications or supplements you are currently taking:

ACCOUNT INFORMATION
Insurance Co. Name: Phone # 

Insurance Co. Address: Group #

Are your benefits through another person's employer?  Insurance Holder Name:

Relationship to paitent Birth Date:          Social Security #:

Address, if different than the pateint:



PLEASE CHECK ANY OF THE FOLLOWING WHICH YOU HAVE HAD OR PRESENTLY HAVE: 

Heart Disease Artificial Heart Valve Heart Murmur Chronic Cough

Rheumatic Fever High Blood Pressure Pacemaker Tuberculosis

Stroke Bleeding Disorders Anemia Cosmetic Surgery

Angina Artificial Joints Arthritis Numbness or Tingling

Jaundice Cortisone Therapy Kidney Disease Hay fever/Allergies

Ulcers Hepatitis A,B or C Jaw Joint Pain Diabetes in Family

Diabetes Thyroid Disease Asthma Chemotherapy

Epilepsy Radiation Therapy Sinus Trouble Fainting of Dizziness

Glaucoma HIV/AIDS Cold Sores

Allergies To: Aspirin Codeine Local Anesthetics Penicillin

Erythromycin Tetracycline Sulfa Other:

Notes:

ACKNOWLEDGEMENT AND RELEASE

To the best of my knowledge the above information is correct. I will inform this office of any changes.

I Consent to the taking of photographs and X-rays before, during and after treatment and to the use of same by the doctor 

in scientific presentations or demonstrations.

Please be advised an interest charge of 1.5% per month (18% annual percentage rate) will begin to accrue on any remaining 

balances after thirty days.

Insurance: We provide services for our patients with the understanding that they are responsible for payment in accordance 

with our financial policy. We will prepare and submit forms and reports to assist you in obtaining maximum benefits available, 

but in no case are treatment recommendations or fees affected by the presence or absence of insurance benefits.

Collections: In the event the balance becomes more than 60 days overdue, billing may be turned over to an outside collection

agency. The responsible party listed above agrees to pay interest, collection and other legal expenses related to collection fees

owed. Waiver of any breach of any time or condition shall not constitute a waiver of any further term or condition.

Signature Date

(parent or guardian if patient is a minor)

UPDATES For Office Use

Changes Date Initials

Changes Date Initials

Changes Date Initials

Changes Date Initials

Changes Date Initials

Changes Date Initials

Changes Date Initials


