
Patient Information

Health Information

Have your ever had any of the following?  Please check those that apply:

Referral Information

Patient Name: _________________________________________________________  Date: _______________
                                  Last                                                         First                                               MI

      Male    Female                                                Married    Single    Child    Other _____________

Social Security #: ________________________________  Birth Date: _________________________________

Phone (Home): ____________________ (Work): ______________________     (cell) ________________________

Preferred appointment times:   Morning    Afternoon    Evening    Any Time    M  T  W  T  F  S

Address: _________________________________________     email address:_____________________________
                            Street                                                                                                                                    

__________________________________________________________________________________
                            City                                                                                  State                                                 Zip Code

Date of Last Dental Visit: __________________  Reason for this visit: ___________________________________

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: ______________________________________________

 AIDS
 Allergies __________

                  __________
 Anemia  
 Arthritis
 Artificial Joints
 Asthma
 Blood Disease
 Cancer
 Diabetes
 Dizziness
 Epilepsy
 Excessive Bleeding

 Fainting
 Glaucoma
 Growths
 Hay Fever
 Head Injuries
 Heart Disease
 Heart Murmur
 Hepatitis
 High Blood Pressure
 Jaundice
 Kidney Disease
 Liver Disease
 Mental Disorders

 Mitral Valve Prolapse
 Nervous Disorders
 Pacemaker

    Due date:_________
 Radiation Treatment
 Respiratory Problems
 Rheumatic Fever
 Rheumatism
 Sinus Problems
 Stomach Problems
 Stroke
 Tuberculosis

 Tumors
 Ulcers
 Codeine Allergy
 Penicillin Allergy
Smoke     #. yrs._______
 Bone Strengtheners
Vitamins/Supplements

____________________
_
____________________
_

 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: 

 Are you taking any Medications, Prescription Drugs, or anything else we should be aware of?     Yes   No
     If yes, please explain: 

Do you snore loudly?     Yes   No         Has anyone ever told you that you stop breathing at night?     Yes   No 

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 doctor at the next appointment.

_________________________________________________________________  Date: 
   Signature of patient, parent or guardian

Pregnancy

•

•

•

•

•

•



Spouse or Responsible Party Information

Employment Information

Insurance Information
Primary

Secondary

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

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

Employer Name: ____________________________________  Occupation: _____________________________

Address: __________________________________________________________________________________
                                  Street                                                                                                           City                                                                    State                      Zip C de

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: ____________________________________________________________

_____________________________________________________________

_____________________________________________________________

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: ____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Consent for Services
A s  a  co n d itio n  o f y o u r treatmen t b y  th is  o ffice , fin an cia l arran g emen ts  mu s t b e  mad e in  ad v an ce.  Th e p ractice  d ep en d s  u p o n  re imb u rs emen t fro m th e p atien ts  fo r th e  co s ts  in cu rred  in  th eir care  an d  

fin an cia l res p o n s ib ility  o n  th e  p art o f each  p atien t mu s t b e  d etermin ed  b efo re  treatmen t.

A ll emerg en cy  d en tal s erv ices , o r an y  d en tal s erv ices  p erfo rmed  with o u t p rev io u s  fin an cia l arran g emen ts , mu s t b e  p aid  fo r in  cas h  a t th e  time s erv ices  are  p erfo rmed .

Patien ts  wh o  carry  d en tal in s u ran ce u n d ers tan d  th at a ll d en ta l s erv ices  fu rn is h ed  are  ch arg ed  d irectly  to  th e  p atien t an d  th at h e  o r s h e is  p ers o n ally  res p o n s ib  e  fo r p ay men t o f a ll d en ta l s erv ices .  

Th is  o ffice  will h elp  p rep are  th e  p atien ts  in s u ran ce fo rms  o r as s is t  in  makin g  co llectio n s  fro m in s u ran ce co mp an ies  an d  will cred it  an y  s u ch  co llectio n s  to  th e   a tien t 's  acco u n t.  Ho wev er, th is  d en tal 

o ffice  can n o t ren d er s erv ices  o n  th e  as s u mp tio n  th at o u r ch arg es  will b e  p aid  b y  an  in s u ran ce co mp an y .

I u n d ers tan d  th at th e  fee  es timate  lis ted  fo r th is  d en tal care  can  o n ly  b e  exten d ed  fo r a  p erio d  o f s ix mo n th s  fro m th e d ate  o f th e  p atien t examin atio n .

I g ran t my  p ermis s io n  to  y o u  o r y o u r as s ig n ee, to  te lep h o n e me at h o me o r a t my  wo rk to  d is cu s s  matters  re la ted  to  th is  fo rm.

I have read the above conditions of treatment and agree to  their content.

____________________________________________________  Date: _____________  Relationship to  Patient: 
Signature of patient, parent or guardian



DENTAL CONCERNS
WHAT CAN WE DO TO MAKE YOU FEEL MORE AT HOME?

WHAT DID YOU  LIKE ABOUT PREVIOUS DENTAL APPOINTMENTS?

WHAT ARE YOUR FEELINGS ABOUT THE FOLLOWING:
Front Te e th

Back Te e th

Gums

Mis s ing Te e th

WHAT IS THE VERY FIRST THING YOU WOULD LIKE US TO DO TO HELP 
YOU?

? Would you like to be reminded of your appointments?
?   By Phone           ?   By e-mail          ?    By both

? Would you like fresh coffee when you arrive?
? Would you like a personal walkman or CD player to listen to?
? Will you need blankets to help with the temperature?
? Will you need a pillow to support your neck?
? Would you like sunglasses to wear during your appointment?
? Can you suggest any other amenities which would make your dental appointment more

comfortable? ___________________________________________________________________

? Was the treatment itself uncomfortable?  Please explain: _________________________________
_________________________________________________________________________________

? Was the staff unfriendly?  Please explain: ______________________________________________
_________________________________________________________________________________

? Were there financial issues that were not properly explained?

Are you happy with the color?  ?   Yes       ?   No
Are you happy with the length?   ?   Yes       ?   No
Are they crowded or crooked?   ?   Yes       ?   No     Are braces an option for you?  ?   Yes      ?   No
Are you happy with their overall appearance?   ?   Yes       ?   No
Can you tell us what, if anything, you would like to change about them? ___________________________

Are they sensitive to hot or cold foods/drinks?  ?   Yes       ?   No
Does food get trapped between them when you eat?  ?   Yes       ?   No
Is there anything about them you would like to change?  ________________________________________

Do they ever bleed?   ?   Yes       ?   No   Are they sensitive?   ?   Yes       ?   No
Are you seeing a Periodontist?  ?   Yes       ?   No   If yes, who?  ___________________________________
Do you think you have bad breath?  ?   Yes       ?   No
Is there anything about them you would like to change? _________________________________________

Do you have any missing teeth?   ?   Yes       ?   No
Are you wearing a replacement?  (denture/partial/crown/bridge)  ?   Yes       ?   No
Is your denture or partial comfortable?   ?   Yes       ?   No
Have you ever been told about implants and how they can work for you?  ?   Yes       ?   No

________________________________________________________________________________________
________________________________________________________________________________________

NOT



RECORDS RELEASE FORM

To Dr. ___________________________
_________________________________
_________________________________ 

I hereby authorize release of  Dental records for _________________________________
to be sent to: [please print name]

 John F. Midlige, D.M.D.
60 Midvale Road
Mountain Lakes, N.J. 07046

    Signature:_______________________________
Date:_______________________________
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