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            New Patient Information                              

Thank you for selecting our practice to serve your dental needs. We are looking forward to meeting you. 
Please complete the information below so that we can be ready and prepared for your arrival. Once 

completed, please mail to PO Box 1319, Florence, AZ 85132, deliver to 495 N Pinal Prkwy #101 Florence,

 email to florencedental@q.com, or fax to 520-868-1200. Thank you. 
Name: _________________________________
Preferred name:__________________________
Gender:   Male    Female  ⁭Age: ______
Mailing Address__________________________
_______________________________________ 
City__________________State____Zip_______

Hm # _____________Cell # ________________

Wk # _____________ Birth date____/____/____

S.S.#:____________________

E-mail Address __________________________

Employer _______________________________

Employer Address ________________________

_______________________________________
Occupation:_____________________________
Whom may we thank for referring you?

_______________________________________
Previous / Present Dentist:__________________

Ph#__________________

Date of last visit: ____/____/____ 
Were x-rays taken?   Y /  N

In case of emergency, please notify:
Name:__________________________________

Relation:________________________________

Wk#:___________________________________

Hm#:___________________________________
Why have you come to the dentist today?
_______________________________________
How do you feel about the appearance of your teeth?   _______________________________

Primary Dental Insurance

Insurance Co. Name:______________________

Insurance Co. Phone #:____________________

Group # (plan, Local or Policy#):____________

Insured’s Name:__________________________

Relation ________________________________

Insured’s Birth date ____/____/____

Insured’s S.S.# __________________________

Secondary Insurance Name:_______________

Insurance Co. Phone #:____________________

Insured’s Name:__________________________

Relation_______ S.S.#:__________BD__/__/__
Notice/Authorization-

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered. I authorize the use of this signature on all insurance submissions. 

I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist to help determine appropriate dental treatment. If there is any change in my medical status, I will notify the dentist. 

I authorize the dentist to release all information necessary to secure the payment of benefits. We will do our best to calculate what your insurance plan will cover, but these are only estimates. We are happy to file claims with your insurance on your behalf but you are financially responsible for all charges regardless of whether or not they are paid by your insurance. 

Appointment Cancellation Policy-
If you are unable to keep your appointment we request at least 24 hour notice. Appointments not cancelled within this time frame may incur a $25 fee.

Physicians Name ________________________________ Phone #__________________
Date of last visit _________________ Have you had any serious illness or operations? Please explain__________________________________________________________

Are you pregnant?  Y  N   Nursing?   Y  N   Taking birth control pills? Y  N

Have you had any previous illness or adverse reactions to dental treatment?  Y  N If yes, please explain____________________________________________________________

Do you have any of the following:

Y
N 
BAD BREATH        Y   N  BLEEDING GUMS     Y   N   CLICKING OR POPPING JAW                                                                                          Y    N     FOOD COLLECTION BETWEEN TEETH           Y   N   GRINDING OR CLENCHING TEETH
Y    N     LOOSE TEETH/BROKEN FILLINGS                   Y   N   SENSITIVITY TO HOT/COLD

Y    N     SENSITIVITY TO SWEETS/BITING                    Y   N   GROWTHS OR SORES IN MOUTH

Do you have/Have you had any of the following? 

Y
N 
ARTHRITIS


Y
N 
RHEUMATIC FEVER


Y
N
HEART PROBLEMS


Y
N
HIGH BLOOD PRESSURE


Y 
N
LIVER DISEASE

Y
N
ANEMIA

Y 
N
EPILEPSY, SEIZURES


Y
N
CHEMICAL DEPENDENCY


Y
N
HEPATITIS A or B or C


Y
N
ULCERS


Y 
N
KIDNEY DISORDER


Y
N
TUBERCULOSIS


Y
N
ANOREXIA, BULIMA


Y
N
ARTIFICIAL HEART VALVES
Y 
N
HEMOPHILIA, BLEEDING OR BLOOD DISORDER

Y
N
THYROID CONDITION


Y
N
VENEREAL DISEASE


Y
N
PACEMAKER 


Y 
N
HIP OR JOINT REPLACEMENT


Y
N
FAINTING SPELLS


Y
N
DIABETES


Y
N
RADIATION THERAPY


Y
N
EAR INFECTION


Y
N
CHONIC SINUS INFECTION


Y
N
ASTHMA


Y
N
AIDS/HIV

Y
N
HEART MURMUR


Y
N 
MITRAL VALVE PROLAPSE

Allergies (e.g. Penicillin, Latex, Sulfa, Codeine, etc):__________________________________________
______________________________________________________________________________________

Medications that you are currently taking: ____________________________________________________
Signature _________________________________________________    Date ______________________

Note: Payment is due in full at time of treatment unless prior arrangements have been approved.

________________________________________________________________________

________________________________________________________________________
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