DATE:________________________________
PATIENT INFORMATION
PATIENT’S NAME_______________________________________________________________________
			First				Middle				Last
WHOM MAY WE THANK FOR REFERRING YOU?_______________________________________________
TITLE:	Mr.	Mrs.	Miss.	Ms.	NAME PATIENT PREFERS TO BE CALLED:____________________
PATIENT’S ADDRESS:____________________________________________________________________
			Street or P.O. Box		City			State		Zip
IF P.O. BOX, GIVE STREET OR ROUTE ADDRESS:_______________________________________________
PATIENT’S DATE OF BIRTH:___________________ SOCIAL SECURITY NUMBER:_____________________
SEX:	MALE	FEMALE	MARITAL STATUS:	MARRIED  SINGLE  DIVORCED  WIDOW
PATIENT’S CELL PHONE:________________________ PATIENT’S WORK PHONE:____________________
PATIENT’S EMPLOYER:___________________________________________________________________
PATIENT’S EMAIL ______________________________________________________________________
PERSON TO CALL IN CASE OF EMERGENCY:__________________________________________________
RELATION TO PATIENT:__________________________ PHONE:_________________________________
DOES DENTAL INSURANCE COVER THE PATIENT?    YES/NO (We do not accept Medicaid)
PERSON RESPONSIBLE FOR BILL:
NAME:_______________________________________________________________________________
		First					Middle				Last
ADDRESS:_____________________________________________________________________________
		Street or P.O. Box			City			State		Zip
SOCIAL SECURITY NUMBER:___________________ DATE OF BIRTH:______________________________
RELATION TO PATIENT:______________________HOME PHONE:________________________________
EMPLOYER:_______________________________WORK PHONE:________________________________
METHOD OF PAYMENT:		CASH     CHECK    CREDIT CARD

ALL DEDUCTIBLES AND CO-PAYMENTS ARE DUE ON THE DATE SERVICE IS RENDERED. 
I authorize release of any information relating to my insurance claims. I understand that I am responsible for all costs of dental treatment and that an 1.8% fee per month will be added to my account if I or my insurance company have not paid the reimbursement balance within a reasonable length of time. I will also be responsible for all collection fees, court costs, attorney fees, and any other charges incurred in the collection of the balance due. 
____________________________________________________________________________________________________________________
Signed (Patient or Parent if a minor)						Date
_____________________________________________________________________________________
Signed (Insured Person)								Date
																																									

DENTAL HEALTH HISTORY
(Confidential)
Reason for Today’s Visit____________________  Former Dentist________________________________
Date of last dental care____________________	  Date of last X-rays______________________________
Check if you have had problems with any of the following:
	Bad Breath			  Grinding Teeth			 	 Sensitivity to Hot
	Bleeding Gums			  Loose Teeth or broken fillings	    	Sensitivity to Sweets
	Clicking or Popping Jaw		   Periodontal treatment			Sensitivity to biting
	Food collection between teeth	  Sores or growths in your mouth		Sensitivity to cold
How often do you floss?____________________How often do you brush?_________________________
MEDICAL HISTORY
Physician’s Name___________________________Date of last visit_______________________________
Have you had any serious illnesses or operations?_________ If yes, describe_______________________
Have you ever had a blood transfusion? 	YES  	NO  	          If yes, give approximate date___________
(WOMEN)  Are you pregnant? ____________	Nursing?___________Taking birth control pills?_______
Check if you have or have had any of the following:
	Aids			Cortisone Treatments	Hepatitis			Rheumatic Fever
	Anemia			Cough, Persistent		High Blood Pressure	Scarlet Fever
	Arthritis Rheumatism	Cough up blood		HIV Positive		Shortness of breath	
	Artificial Heart Valves	Diabetes			Jaw Pain			Skin Rash
Asthma			Epilepsy			Kidney Disease		Stroke
Back Problems		Fainting			Liver Disease		Swelling of feet/ankles
Blood Disease		Glaucoma		Mitral Valve Prolapse	Thyroid Problems
Cancer			Headaches		Nervous Problems		Tobacco Habit
Chemical Dependency	Heart Murmur		Pacemaker		Tonsillitis	
Chemotherapy		Heart Problems		Psychiatric Care		Tuberculosis
Circulatory problems	Hemophilia		Radiation Treatment	Ulcer
						Respiratory Disease	Venereal Disease

MEDICATIONS:							ALLERGIES:
List medications you are currently taking:				 Aspirin			 Penicillin
_______________________________________				 Barbiturates		 Sulfa
_______________________________________				 Codeine			 Other:
Pharmacy Name_________________________				 Local Anesthetic
Phone_________________________________							
The above information is accurate and complete to the best of my knowledge. I will not hold my dentist or any member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form.

Signature:_____________________________________________________________________________________






