
Patient Information 

Patient Name: ______________________________________________________________________________________Date: _______________________
                                    Last                                            First                                    MI                                          Preferred name 

   Male      Female     Married    Single    Child    Other_____________________ 

Birth Date:  ______________________________________________ Social Security #: _______________________________________________________

Address:  ________________________________________________________________________________________________________
      Street                                                                                                                                                                                    Apartment # 

  ________________________________________________________________________________________________________
      City                                                                                                                                      State                                                                                    Zip Code 
Phone (Home): _______________________________(Work): _______________________Ext: ________Best time to call:__________________________

Pager:  _____________________________________Cell Phone: ______________________________Email Address: ___________________________

Health Information 

Date of Last Dental Visit: _____________________________________  Reason for this visit: ____________________________________ 
       

Pregnant/Trying to be pregnant?   Yes    No  Taking oral contraceptives?    Yes    No  Nursing?    Yes    No 
       

 Aspirin    Penicillin    Codeine    Acrylic    Metal    Latex    Local Anesthetics 

Other If yes, please explain: _________________________________________________________________________________________ 
       

       

AIDS/HIV Positive   Yes    No 
Alzheimer’s Disease   Yes    No 
Anaphylaxis   Yes    No 
Anemia   Yes    No 
Angina   Yes    No 
Arthritis/Gout   Yes    No 
Artificial Heart Valve   Yes    No 
Artificial Joint   Yes    No 
Asthma   Yes    No 
Blood Disease   Yes    No 
Blood Transfusion   Yes    No 
Breathing Problem   Yes    No 
Bruise Easily   Yes    No 
Cancer   Yes    No 
Chemotherapy   Yes    No 
Chest Pains   Yes    No 
Cold Sores/Fever Blisters   Yes    No 
Congenital Heart Disorder   Yes    No 
Convulsions   Yes    No 

Cortisone Medicine   Yes    No 
Diabetes   Yes    No 
Drug Addiction   Yes    No 
Easily Wounded   Yes    No 
Emphysema   Yes    No 
Epilepsy or Seizures   Yes    No 
Excessive Bleeding   Yes    No 
Excessive Thirst   Yes    No 
Fainting Spells/Dizziness   Yes    No 
Frequent Cough   Yes    No 
Frequent Diarrhea   Yes    No 
Frequent Headaches   Yes    No 
Genital Herpes   Yes    No 
Glaucoma   Yes    No 
Hay Fever   Yes    No 
Heart Attack Failure   Yes    No 
Heart Murmur   Yes    No 
Heart Pace Maker   Yes    No 
Heart Trouble/Disease   Yes    No 

Hemophilia   Yes    No 
Hepatitis A   Yes    No 
Hepatitis B or C   Yes    No 
Herpes   Yes    No 
High Blood Pressure   Yes    No 
Hives or Rash   Yes    No 
Hypoglycemia   Yes    No 
Irregular Heartbeat   Yes    No 
Kidney Problems   Yes    No 
Leukemia   Yes    No 
Liver Disease   Yes    No 
Low Blood Pressure   Yes    No 
Lung Disease   Yes    No 
Mitral Valve Prolapse   Yes    No 
Pain in Jaw Joints   Yes    No 
Parathyroid Disease   Yes    No 
Psychiatric Care   Yes    No 
Radiation Treatments   Yes    No 
Recent Weight Loss   Yes    No 

Renal Dialysis   Yes    No 
Rheumatic Fever   Yes    No 
Rheumatism   Yes    No 
Scarlet Fever   Yes    No 
Shingles   Yes    No 
Sickle Cell Disease   Yes    No 
Sinus Trouble   Yes    No 
Spina Bifida   Yes    No 
Stomach Intestinal/Disease   Yes    No 
Stroke   Yes    No 
Swelling of Limbs   Yes    No 
Thyroid Disease   Yes    No 
Tonsillitis   Yes    No 
Tuberculosis   Yes    No 
Tumors or Growths   Yes    No 
Ulcers   Yes    No 
Venereal Disease   Yes    No 
Yellow Jaundice   Yes    No 

Have you ever had any serious illness not listed above?        Yes       No    If yes, please explain: _______________________________________________  

Please list any medications you are currently taking ____________________________________________________________________________________  

• Have you ever had any complications following dental treatment?       Yes       No 
    If yes, please explain: ________________________________________________________________________________________________________  
• Have you been admitted to a hospital or needed emergency care during the past two years?       Yes       No 
    If yes, please explain: ________________________________________________________________________________________________________  
•  Are you now under the care of a physician?        Yes       No 
    If yes, please explain: ________________________________________________________________________________________________________  
• Name of Physician: ______________________________________________________________ Phone: _______________________________________  
• Do you have any health problems that need further clarification?        Yes       No 
    If yes, please explain: ________________________________________________________________________________________________________  

To the best of my knowledge, all of the preceding answers and  information provided are true and correct.  If  I ever have any change  in my health,  I will 
inform  the doctors at  the next appointment without  fail.  I will not hold my dentist, or any other member of his/her staff,  responsible  for any errors or 
omissions that I may have made in the completion of this form. 
 

_____________________________________________________________________________________Date: ___________________________________  
Signature of patient, parent or guardian 

Referral Information 
Whom may we thank for referring you to our practice?             Another patient, friend       Another patient, relative 

            Dental Office          Yellow Pages           Newspaper            School             Work               Other__________________ 

Name of person or office referring you to our practice: _________________________________________________________________________________ 
 

Women are you? 

Are you allergic to any of the following? 

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



Spouse or Responsible Party Information 
The following is for:    the patient's spouse     the person responsible for payment  
Name: ____________________________________________________________________________________________________

 Male    Female  Married     Single     Child     Other _____________________

Social Security #: ___________________________________________ Birth Date:________________________________________

Phone (Home):_______________________  (Work________________ Ext: __________  Best time to call: ____________________

Address: __________________________________________________________________________________________________
Street Apartment #   

 __________________________________________________________________________________________________
 City State Zip Code 

 

Employment Information 
The following is for:    the patient     the person responsible for payment  

Employer Name: __________________________________________________ Occupation: _______________________________

Address: __________________________________________________________________________________________________
Street City State Zip Code  

If you are a student, name of school/college: ______________________________________________________________________

 

Insurance Information 
Primary  
Name of Insured: _________________________________________________________ Is insured a patient?    Yes    No  
 Last First MI  

Insured's Birth Date:__________________________________ID #:_____________________ Group #: _______________________

Insured's Address: __________________________________________________________________________________________
Street City State Zip Code  

Insured's Employer Name: ____________________________________________________________________________________

Address: __________________________________________________________________________________________
Street City State Zip Code  

Patient's relationship to insured:     Self     Spouse     Child     Other __________________________________________

Insurance Plan Name and Address: _____________________________________________________________________________
_____________________________________________________________________________

Secondary  
Name of Insured: _____________________________________________________________  Is insured a patient?    Yes     No  
 Last First MI  

Insured's Birth Date:__________________________________ID #:_____________________ Group #: _______________________

Insured's Address: __________________________________________________________________________________________
Street City State Zip Code  

Insured's Employer Name: ____________________________________________________________________________________

Address: __________________________________________________________________________________________
Street City State Zip Code  

Patient's relationship to insured:     Self     Spouse     Child     Other __________________________________________

Insurance Plan Name and Address: _____________________________________________________________________________
____________________________________________________________________________

 

Assignment of Insurance Benefits and Release of Information 
I, the undersigned, certify that I (or my dependants) have dental insurance coverage with ___________________________________

Name of Insurance Company  
and assign directly to Mark N. Dye, DMD, LLC all benefits, if any otherwise payable to me for services rendered. I understand that I 
am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information 
necessary to secure the payment of benefits. I authorize the use of this signature on all my insurance whether manual or electronic.  
 
Responsible Party Signature _______________________________________________________ Date_______________________

 
 


