[image: image1.png]CAMPBELLSPORT

FAMILY DENTISTRY



 


            SEQ CHAPTER \h \r 1
*First Name __________________ *Last ___________________ M.I. ____ Male  Female  *Date of Birth ​​​________

*Address _______________________________________ City _______________________State _____ Zip ______

*Home Phone __________________*Cell __________________________ Work ____________________________

Employer ____________________ Occupation ___________________ *Drv’s License #: ______________________

Employer Address _____________________________________________________________________________ 

Spouse’s Name _____________________________ Employer _________________ Occupation _______________

Employer Phone: _____________ Who referred you to our office? _______________________________________

*Person responsible for dental_____________________________ Email: _________________________________
Insurance
Name of Primary Insurance Company ______________________________________________________________

Whose _______________________________ *SS Number _______________ Member Number _______________ 

Name of Secondary Insurance Company ___________________________________________________________

Whose ________________________________SS Number _______________ Member Number _______________ 

*Medical History













      Yes   No

Are you currently under a primary or specialist physicians care- Name? ___________________________________               
Reason/Routine: ____________________________________ Date of your last check-up: ________________

Any significant findings? _____________________________________________________________________

Are you on any medications?  (Prescription, OTC and Supplements)





            
Please list:  ​_______________________________________________________________________________

________________________________________________________________________________________

Have you had surgery or hospitalizations in the last five years?






            
Please list:  _______________________________________________________________________________

To the best of your knowledge do you or have you ever had:






Yes   No


Need pre-medication for dental appointments 
      
Heart condition: _________________________
      
Diabetes




      
Rheumatic Fever



      
Epilepsy





      
High / Low blood pressure (circle one)

      
Respiratory Disease



      
Hepatitis




      
Aids / HIV




      
Blood disorder or prolonged bleeding

      
Stroke





      







             Yes   No

Healing complications



      
Sinus conditions




      
Arthritis __________________________________
      
Cancer __________________________________
      
Asthma





      
Allergy to any drug, anesthetic or latex

      
 _______________________________________ 

Are you pregnant?



      
Do you use tobacco products? _______________
      
________________________________________

Have you had bisphosphonate therapy?  

      
Other __________________________________________

I hereby authorize release of any information, including the diagnosis and records or treatment or examinations rendered, to my insurance company or companies.  I authorize payment directly to the doctor, of insurance benefits to which I am entitled.  

Signature ________________________________________________________ Date __________________________________

By clicking 'Submit', you agree to Campbellsport Family Dentistry's Terms of Use and Privacy Policy. You consent to receive phone calls and SMS messages from Campbellsport Family Dentistry to provide updates and information in regards to your business with Campbellsport Family Dentistry. Message frequency may vary. Message & data rates may apply. Reply STOP to opt-out of further messaging. Reply HELP for more information. See our Privacy Policy.

Campbellsport Family Dentistry] is committed to safeguarding the privacy of our users. We want to assure you that we do not share your personal information with third parties. This privacy policy outlines how we collect, use, and protect the information you provide to us. 

Information Collection: 

We collect only the information necessary to provide and improve our services. This may include name, email address, etc. We do not sell, rent, or share this information with any third parties. 

How We Use Your Information: 

No personal information, mobile number, or messaging consent information will be shared with third parties or affiliates for marketing or promotional purposes.

Your Choices: 

You have the right to access, correct, or delete your information. If you have any concerns or questions about your data, please contact us at [contact information or link]. 

Policy Changes: 

We may update our privacy policy from time to time. Any changes will be communicated to you, and your continued use of our services implies your acceptance of the updated policy. By using our services, you agree to the terms outlined in this privacy policy. 

Last updated: 10/8/2025
Campbellsport Family Dentistry


130 N. Fond du Lac Ave


P.O. Box 107


Campbellsport, WI 53010











