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Welcome to our practice. We thank you for your trust in us. The more we learn about you, the better care we are able to provide.  We look forward working with you to maintain a healthy, happy smile
Personal Information
:






Date: ___________________



Name: ____________________________________________________________________    Soc.Sec #______________________



Last name


First Name

Initial
Address: ____________________________________________________City: ____________State __________Zip______________

 FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female   Age _______Birth date___________  FORMCHECKBOX 
Single      FORMCHECKBOX 
Married      FORMCHECKBOX 
Divorced       FORMCHECKBOX 
Widowed       FORMCHECKBOX 
Separated                  
Telephone # Home ___________________
Work: _____________________Cell: ________________________________________
Patient Employed by:______________________________________  Occupation : ________________________________________

Business Address: ___________________________________ Business Phone:___________________________________________
Emergency Contact:   Name: ______________________________Contact #: _____________________________________________

Your e-mail address ____________________________________Who may we thank for referring you?________________________ 
Primary Insurance:
 Accurate Dental Insurance Information helps us to ensure proper filing of your claims. Please be advised that it is your responsibility to notify us of any changes to your insurance to avoid delays in payment of your benefits. 
Subscriber’s Name: ___________________________________________________________________________________________



Last Name 

First Name 

Initial

       e-mail address
Relation to Patient ____________________________Birth-date _____________________ Soc. Sec. __________________________

Address if different from above: _________________________________________ City____________ State ______Zip__________
Person Responsible employed by ________________________________________Business Phone #___________________________

Insurance Company___________________________________________________Contract # _______________________________

Group # ________________________________________ Subscriber # _________________________________________________

Names of other dependents covered under this plan__________________________________________________________________
Secondary / Additional Insurance:
Is the patient covered by additional Insurance:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No?
Subscriber’s Name: ___________________________________________________________________________________________




Last Name 


First Name 

Initial

Relation to Patient ____________________________Birth-date ____________________ Soc. Sec. #__________________________

Address if different from above: _________________________________________ City______________ State _____ Zip_________

Person Responsible employed by ______________________________________Business Phone #____________________________
Insurance Company __________________________________Telephone # ________________Contract # ______________________

Group # ________________________________________ Subscriber # _________________________________________________

Names of other dependents covered under this plan__________________________________________________________________

Financial Authorization: 

I understand that the payment is due at the time of service. The office shall provide the complimentary filing of my benefit claims.
The information is accurate and true to the best of my knowledge.  I understand that I am responsible to pay for services rendered, incurring reasonable attorney fees and costs of collection in the event of default. 
Method of Payment
 FORMCHECKBOX 
 Check     FORMCHECKBOX 
Cash     FORMCHECKBOX 
 Credit Card #_____________________________ FORMCHECKBOX 
  Expiration Date _______ FORMCHECKBOX 
Security code_________ 

 FORMCHECKBOX 
Care Credit   Account # ______________________________________________________________________________________
I understand that the payment of services is my responsibility. I authorize the office to charge any unpaid balance after my Insurance has paid to my credit card on file. There will be a finance charge of $ 75.00 for all balances past 61 days. 
· Signature: __________________________________________________Date _______________________
Appointment Policy
I understand that my appointments are reserved according to my convenience and there maybe a $100 charge for any missed appointments or cancellations within 48 hours of the appointment. 

· Signature : _________________________________________________Date ________________________
Dental History:
Reason for today’s visit______________________________________________________________________________________
Former Dentist_____________________________________________________________________________________________
Reason for leaving__________________________________________________________________________________________
Address__________________________________________________Telephone #_______________________________________
Date of last Dental Care __________________________Date of Last X-Rays____________________________________________
Check all that apply

 FORMCHECKBOX 
Bad Breath

 FORMCHECKBOX 
Grinding Teeth

 FORMCHECKBOX 
Sensitivity to hot

 FORMCHECKBOX 
Bleeding Gums


 FORMCHECKBOX 
Loose teeth

 FORMCHECKBOX 
Broken fillings


 FORMCHECKBOX 
Sensitivity to sweets
             
 FORMCHECKBOX 
Clicking or popping jaw 

 FORMCHECKBOX 
Stained teeth

 FORMCHECKBOX 
Broken teeth


 FORMCHECKBOX 
 Sensitivity when biting

 FORMCHECKBOX 
Food collection between teeth
            FORMCHECKBOX 
Missing teeth

 FORMCHECKBOX 
 Unattractive smile

 FORMCHECKBOX 
 Sensitivity to cold

 FORMCHECKBOX 
Crowded teeth
 FORMCHECKBOX 
 Sores or growth in your mouth 
 FORMCHECKBOX 
 TMJ problems


How Often do you
 1. Floss? _______ 2.  Brush? ________________ 3. Clean your tongue? ___________________________
What would you liked changed about your smile/ teeth? ____________________________________________________________
Medical History: 

Physician’s Name _____________________________Telephone # ____________________Date of last visit____________________

Have you had any serious Surgeries/ Hospitalizations?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No If Yes Please Explain: ________________________________
1.  Date: _______________________________ Nature of illness/ Hospitalization__________________________________________

What was done? ______________________________________________________________________________________________
2. Date: _______________________________ Nature of illness/ Hospitalization___________________________________________

What was done? ______________________________________________________________________________________________

Have you had any Blood transfusions?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                       If Yes, Please give approximate dates_______________________ 
(Ladies) Are you Pregnant?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No If Yes, due date ______Nursing  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

 Are you taking Birth Control Pills?             FORMCHECKBOX 
 Yes  FORMCHECKBOX 
  No
Please check ALL that apply
 FORMCHECKBOX 
AIDS/ HIV

  FORMCHECKBOX 
Cortisone Treatments

 FORMCHECKBOX 
Hepatitis

 FORMCHECKBOX 
Rheumatic Fever
 FORMCHECKBOX 
 Asthma


 FORMCHECKBOX 
 Anemia

  FORMCHECKBOX 
 Persistent Cough

 FORMCHECKBOX 
High Blood Pressure      FORMCHECKBOX 
Scarlet Fever

Inhaler ________
 FORMCHECKBOX 
Arthritis, Rheumatism     FORMCHECKBOX 
 Cough up Blood

 FORMCHECKBOX 
Shortness of Breath
 FORMCHECKBOX 
Artificial Heart Valves
 FORMCHECKBOX 
 Stroke
 FORMCHECKBOX 
 Heart Murmur                FORMCHECKBOX 
Heart Surgery

               FORMCHECKBOX 
Artificial Joints 
 FORMCHECKBOX 
 Kidney Disease
 FORMCHECKBOX 
Alcoholic
 FORMCHECKBOX 
 Liver Disease  
  FORMCHECKBOX 
Drug dependency

 FORMCHECKBOX 
Epilepsy 

 FORMCHECKBOX 
Fainting

 FORMCHECKBOX 
Back Problems
  FORMCHECKBOX 
Blood Disease
              
 FORMCHECKBOX 
Headaches
 
 FORMCHECKBOX 
Hemophilia
 FORMCHECKBOX 
Pacemaker

  FORMCHECKBOX 
Thyroid Problems

 FORMCHECKBOX 
Cancer of___________  FORMCHECKBOX 
Oral Cancer


 FORMCHECKBOX 
Swelling of feet 
  FORMCHECKBOX 
Tuberculosis


 FORMCHECKBOX 
Ulcers

 FORMCHECKBOX 
Respiratory Disease

 FORMCHECKBOX 
Chemotherapy  
  FORMCHECKBOX 
Venereal Disease

 FORMCHECKBOX 
Tobacco Habit 
 FORMCHECKBOX 
Skin Rash


 FORMCHECKBOX 
Radiation Treatment
  FORMCHECKBOX 
Glaucoma


 FORMCHECKBOX 
Mitral Valve Prolapse    FORMCHECKBOX 
 Psychiatric Care
 FORMCHECKBOX 
Diabetes                            FORMCHECKBOX 
Insulin  FORMCHECKBOX 
 Oral Medication ____________________________________________________________  
 FORMCHECKBOX 
Heart Problems, Please Explain_______________________________________________________________________________
Any problems with Dental Anesthetics?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Do you require pre-medication before seeing a dentist?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Any Allergies:
1. __________________________
2. ___________________________ 3. ________________________________________
Medications:  Please List ALL your Medications. (If you need more space, please let us know) 
1. _______________________________Reason_____________________________________________________________________
2. _______________________________Reason_____________________________________________________________________
3. _______________________________Reason_____________________________________________________________________
4. _______________________________Reason_____________________________________________________________________
5. _______________________________Reason_____________________________________________________________________
Please List any over- the-counter medications or Herbal Supplements.

1. _____________________Reason_______________________2. __________________Reason______________________________
Anything that we should know regarding your medical history not previously mentioned? ___________________________________
I understand that I need to notify us of any changes in my medical history or medications to my dentist. 
· Signature Patient: ____________________________________________   Date     _____________________
· Doctor reviewed Med-Hx ______________________________________  Date    ______________________
· Hygienist Reviewed Med-Hx. ___________________________________  Date    ______________________
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