
Welcorne
We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. lf you have questions we'll be glad to help you.

We look fonnrard to working with you in maintaining your dental health.

\ Paflenftnformation
Name Soc. Sec. #

Last Name First Name

Address

City

Cell Phone
Se1 DMtrF 4gg_: Birthdate tr Married tr Widowed O Separa_ted- Q Divorced

State_Zip
Email

Home Phone

B Single
Patient Employed by Occupation

Business PhoneBusiness Address
Business Email
Whom may we thank for referring you?

Notify in case of emergency Home Phone
Cell Phone Business Phone

Primary lnsurance
Person Responsible for Account

Last Name

Relation to Patient Birthdate
Address (if different from patient)

City

Cell Phone

First Name

Soc. Sec. #
Home Phone

State- Zip
Email

Person Responsible Employed by
Business Address

Occu

Business Phone
Business Email
Insurance Company
Insurance Email

Phone

Contract #
Name of other dependents under this plan

Group# Subscfiber #

Addiflonal lnsurance
OYes O No

Relation to Patient Birthdate

ls patient covered by additional insurance?
Subscriber Name
Address (if different from patient)

City

Cell Phone

Soc. Sec. #
State_Zip Home Phone

Email
Subscriber Employed by Business Phone
Business Email
Insurance Company
Insurance Email

Phone

Name of other dependents under this plan

Please complete both sides.

Subscriber #Contract # Group #



\
do today?-

Denfal History
What would you like us to Are you in dental discomfort today?

Former Dentist

Dentist's Email

Date of last dental care Date of last x-rays

Check ( / ) yes or no if you have had problems with any of the following:

O Y O N Bad breath O Y tr N Food colleclim belween beh O Y O N Pedodontial treatmenl O Y tr N Sensitivity to swsotg
OY O N Bl€€ding gums OY O N Gdnding or c-loncfiing t€€th oY tr N Sensitivity to cotd OY O N Sensitivity when biting
O Y O N Clichng or popping jaw OY O N Loo€e leeth or broken fillings O Y D N Sensitivity to hot O Y O N Sores or groMhs in rnouth

How often do you brush? Floss?

How do you feel about the appearance of your teeth?

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? tr Y B N

Other infomation about your dontal h€allh or previous treatmenf

tVledical History
Physician's name

Date of last visit Have you had any serious illnesses or operations? n Y tr N

lf yes, describe

Are you currently under physician care? tr Y B N

Have you ever had a blood transfusion? O Y B N
Have you ever taken Fen-Phen/Redux? D Y tr N

lf yes, give approximate dates

lf yes, describe

Women:Areyoupregnant?  t rY  DN Nurs ing? t rY  nN

Check ( / ) yes or no whether you have had any of the following:

Taking birth control pills? D Y tr N

O Y n N  J a w p a i n
t rYDN K idneyd iseaseor

malfunction
DYON L iverd isease
D Y tr N Material allergies

(latex, wool, metal,
chemicals)

tr Y tr N Arthritis, Rheumatism DY tr N Epilepsy
trYAN Art i f ic ia l  heartvalves t rYtrN Faint ing

OYtrN AIDS/HIVPosi t ive
OY trN Anaphylaxis
A Y t r N  A n e m i a

t rYDN Ar t i f ic ia l jo in ts
A Y A N  A s t h m a

OYAN Backp rob lems
DYON B loodd i sease
OY tr N Cancer

t rYAN Chemotherapy

t rYON Cough,persistent
t rY t rN Coughupb lood
BYON Diabetes

nYt rN Fooda l le rg ies
nYt rN Glaucoma

t rYDN Hea r tmurmur
DYAN Hear tp rob lems
Describe

Abnormal bleeding
D Y t r N  H e r p e s

n Y tr N Atopic (allergy prone) A Y O N Headaches DYtrN Nervousproblems
trYtrN Pacemaker/

Heaft surgery
trYtrN Psychiatr icbare

Q Y D N Rheumatic/Scarletfever

Does patient have drug allergies? lf yes,

D Y t r N  S h i n g l e s
D Y A N Shortness of breath
t r Y O N  S k i n r a s h
D Y D N  S p i n a B i f i d a
DYt rN St roke
DYt rN Surg ica l  imp lan t

or ankles
t rYDN Thy ro idd i seaseo r

malfunction
eYDN Tobaccohab i t
DYON Tons i l l i t i s

D y D N Mitral valve prolapse tr Y tr N Swelling of feet

o Y tr N Chemicat dependency tr Y a N l:ryqlllifl tr Y B N Rapid weight gain or loss tr y D N Tubercutosis
trY D N Radiation treatment try D N urcer/coritis-:i-:li*5*gg*5---'-i,;;#" ----::9$IPq+d!'g9ry- -i*lii-*"-*'**"-

trY B N cortisonetreatments 
i" o * High brood pressure

ls patient currently taking any medications? lf yes, list all:

b

Aqthorization
I have review€d the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this intormalion
will be used by th€ dentist to help delermine appropriate and healthlul dental treatment. lf there is any change in my medical status,
I will intorm the dentist.
I authorizo ths insuranco company indicat€d on this form to pay to the dentist all insurance benefits oth€nfliso payabls to ms for
services render€d. I aulhorize ths use of this signature on all insuran@ submissions.
I authorize tho dsntisi to rolsase all information nocessary to a6cuf€ the payment ot benefits. I undorstand that I am flnancially
responsible for all charges whether or not paid by insurance.

Signature Date

@smartpracticerM 
Payment is due in full at time of treatment, unless prior arrangements have been approved.
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