
Patient Information Confidential 
(Please print clearly) Date - -----------

Name Preferred name Birth date ----------------------------- ------------------ ----- - ---
Home Phone Cell Phone Work Phone Please circle the best contactli to use. - ---------- - ----------- --------
Add ress _____________________________________________ Sta te __ Zip _ _ _ 

Social Security Number Gender __ Male __ Female 

Email address - ----------------------------------------
Check appropriate line _ _ Minor _ _ Single Married _ _ Divorced Widowed _ _ Separated 

Employer Work phone ext Address ____ _ ____ _ 

If patient is a student name and addressofschool _________________________________________________ _ 

Whom maywethankforreferringyoutoouroffice? _________________________________________ _ 

Person to contact in case of an emergency ________________ Phone ______________ _ _ _ 

If Patient is a Minor 
Name of person responsible for this account. ______________________________ Realtionship _______ _ 
(Who is responsible for the bill) 

Address _ __________________ Home phone _______ Cell Phone _____ _ 

Birth date __________ SS# ________ Employer _____ ________________ _ 

Work phone ext __ 

Is this person currently a patient in our office? __ Yes __ No 

Insurance Information 
In order for your services to be submitted to your insurance company, this section must be completely and accurately filled out. 

Name of Insured Relationship to patient _____________________ _ 

Birth date $$#/Insurance ID# ------------ ------------ -
Name of Employer ___________________________________________ Work phone _ _________________ _ 

Address of Employe r ______________________________________________________ State ___ Zi p __ _ 

lnsuranceCompany _______________________ Group# _________________ _ 

Do you have any additional dental insurance? _ _ Yes __ No If yes, please complete the following 

Name of lnsu red _________________________________ Relatio nsh i p to patient ________________________ _ 

Birth date SS#/Insurance ID# ----- - -----------------------
Name of Employer ________________________ _ _ _____ Work phone ________________ __ 

Address of Employer ___________________________________ State ___ Zip _ _ _ 

lnsuranceCompany ________________ _ _ __________________ Group# ______________ _ 

Signature _________________________________________________ Date ______________ __ 

I certify that I have read and understand the above information. To the best of my knowledge, the above questions have been accurately answered. 



Medical History 
Who is your current physician? ____ -----------

What is the phone number? __ _ 

I lave you ever been hospitali/.cd for any 

surgical operation or seri ous illness? II' yes, 

please explain. ____ _ 

A rc you taking any medication(::;) int:luding 

non-prescription (over-the-counter) meds? _ ___ ______ _ 

I ryes, what meds are you taking? _____________ _ 

Do you usc tobacco products? --- - - - - ------ - -

Do you usc alcohol or other drugs? ___ _ _________ _ 

Are yOll Wt!aring contact lenses? ________ ______ _ 

Are you required to have an antibiotic premedication 

before dental and/ or surgical procedures?? o yes o no 

WOM EN ONLY: 

/\n; you pregnant or think you may be? _ _____ _____ _ _ 

Arr.; you nursing? ___ _ _ _ 

Arc you taking birth control pills? ______ _ ______ _ 

Dental History 
What is the reason for your visit today (chief concern)? 

Who is your previous dentist? 

When was your last dental vis it? _______________ _ 

Do your gums bleed when brushing or flossing? ________ _ 

1\re your teeth sensitive to cold/hot? ____ _________ _ 

Are your teeth sensitive to sweet/sour loods? _________ _ 

Do you feel pain to any or your teeth? _ _____ ------

Do you have any sores/lumps in or ncar your mouth? 

I lave you had any head, neck or jaw injuries? 

Please, explain. ____________ ________ _ 

I lave you ever experienced any or the rollowing 

problems in your jaw? 

oCiicking 

oPain Uoint, ear, side of race) 

oDif'li cully open ing clos ing 

oDifliculty chewing 

Do you have lh:~quelll headaches? _____________ _ 

Do you clench or grind your teeth? _____________ _ 

Do you bite your lips or cheeks rrequently? __________ _ 

I lave you had any extractions (teeth removed)? _________ _ 

I lave you had braces (orthodontic work)? ______ _ 

I lave you ever had prolonged bleeding following ex tractions? ___ _ 

Arc you a llergic to/have had any reactions to 
the fo llowing: (please checl< a ll t hat apply) 

o Pl!nicillin or other antibiotics? o Sulla drugs? 

o Local anesthetic (novacaine)? o 13arbiturates? 

o Sedati ves? o Aspirin? 

o Ibuprofen? o Iod ine? 

o Food/ prest:rvative a! lergit:s? o Otht:r, pkase specil)"? 

o None of these 

Do you have or have you had any of the following? 

o I l igh blood pressure 

o I kart disease 

oCardiac pacemaker 

o Rheumatic tcver 

o Thyroid problem 

o Stroke 

o Angina 

o Fainting/se izures 

oTu bercu los is 

o Anemia 

o Low Blood Pressure 

o Glaucoma 

o Cancer 

o Leukcm ia 

oLiver disease 

o Joint replacement/implant 

o Kidney diseases 

o l leart trouble 

o Sexually Transmitted D zs 

o I lean attack 

o Chest pains 

oEasil y winded 

o lleart murmur 

o Stomach trouble/ulccr 

o Swollen ankles 

o I lay fever/ allergies 

o frequently tired 

o Asthma 

o Radiation Therapy 

o Emphysema 

o Epi lepsy/convulsions 

o Recent weight loss 

o Arthri tis 

o Diabetes 

o I !earl trouble 

o llepatitis/jaundict: 

o /\IDS/ l-IlY 

o llcspiratory probkms 

o Other (anything not listed): ____ _ _ _______ _ 

o None of these 

I certify that I have read and understand the above information. To the 

best of my knowledge, the above questions have been accurately 

answered. I understand that providing incorrect information 

dangerous to my health. 

Signature: -------------------------------------------
Date: -----------------------


