
Welcome to 
Dover Dental Group 

PATIENT INFORMATION 

Date 111 

-----Name. __________________ Home Phone 
Address Cell Phone ---------____,;~---

City Work Phone._· ____________ _ 

State and Zip code Email _______________ _ 

Birth Date SSN #" _______________ _ 

Circle: Male Female 

DENTAL HISTORY 
FormerDentist. ________________ Phone 

Address ·-----------

Approximate date of last dental appointment ·--------------------
Please check(✓) if you have had any problems with the following: 

D Bad breath o Bleeding gums 

D Grinding teeth o Loose teeth 
IJ Clicking or popping of jaw 
o Lost filling or crown 

o Sensitivity to hot or cold o Sores or growth in mouth 

Have you ever had excessive or prolonged bleeding following a tooth extraction or other injury? Yes □ 

No □ 
Have you ever had trouble associated with previous dental treatment? 

Have you ever experienced dizziness, fainting, or reaction to the Novocaine? 

Are you wearing a removable dental appliance? 
If yes, how old is appliance? _____________ _ 

MEDICAL HISTORY 

Yes,-, 
Yes □ 
Yes n 

No D 
No u 
No IJ 

Physician's Name. ___________ ---""._--:':':""_Phone Number _______ _ 

Date of last visit Have you had any serious illness or operations? Yes o No o 

If yes, please specify _________ ~-----:-:-~---------

Are you currently taking any medications? Yes D No □ 
If yes, please list all medications: ___________________ _ 

Yes D No D 
Do you have any allergies to medicine? 

If yes, please list all allergies: ____________________ _ 

No D 
Women: Are you pregnant? Yes D 

If yes, how many months? __________________ _ 

Nursing? Yes u No LI 

Taking birth control pills? Yes D No Cl 

Please check (✓) if you have had any of the following: 

□Aids/HIV Positive • □Thyroid Disease 

□Artificial Heart Valve/Joints fJ Herpes 
□Cancer o Stroke 
□Diabetes UHeart Trouble 
□Chemical Dependent llHigh Blood Pressure 

o Latex Allergy o Mitra I Valve Prolapse 

□Arthritis [] Hepatitis 

□Tobacco Habit u Bleeding Disorders 

How did you hear about us? Please specify 

D Rheumatic Fever 
□Epilepsy 

IJ Pace Maker 
□Venereal Disease 
Cl Persistent Cough 
D Low Blood Pressure 
□Heart Murmur 
llSyphilis 

rJTuberculosis 
□Anemia 
nAsthma 
□Sinus Problems 
□Psychiatric Treatment 
□Other ----~ 

The information given above is accurate to the best of my k~owledge. 1 un~erstand t~is information will be used b th . 

to help determine the appropriate dental treatment. If there 1s any change in my medical information, I will inform /h e de_nt1st 

. . . e dentist. 

Patient Signature (Parent or Guardian 1f mmor) ________________ Date ---
Doctor's signature1 __________________________ Date 



Dover Dental Group 
Jeffrey L. Wilden D.D.S. and Associates 

3281 N High St. 
Columbus, Oh 43202 

(614) 263-1212 

INSURANCE INFORMA'"fION 

Date --------
Patient Name -------------------------S SN# ______________ Date of Birth _______ _ 
Sex: Male_ Female 
Marital Status: Single Married 
Student: Yes No 

If yes, where do you attend school? --------------
Do you have physical or mental disabilities? Yes No 

Insurance Company ----------------------
Policyholder Name _____________ Date of Birth ____ _ 
Policyholder Social Security Number ----------------
Policyholder Employer ---------------------
Employer Address -----------------------
Employer Phone Number ____________________ _ 
Employn1ent Status: Part time Full time 
Relationship to policyholder: Self Spouse_ Child 

Other_ please specify ----------
Emergency Contact (Not living with you): 
Name ---------------------------
Relation ---------------------------
Phone Number ------------------------

As a courtesy to you, our office will bill your insurance company for services rendered. 
The patient is responsible for any deductible or co pay that applies. The deductible or co 
pay is due at the time services are rendered. Patient is also responsible for any portion 
that is not paid by the insurance company. Returned checks will be subject to an 
additional $30.00 fee, and patient is responsible for all costs including cost of collection 
and attorney fees for any unpaid amount. 

I understand that ultimately I am responsible for making sure that my bill is paid within 
45 ·days from the time of service, regardless of insurance coverage. 

Signature of responsible party ____________ Date ___ _ 

TM 



Consent for Use and Disclosure. of 
·_Personal Health lnfonnatlon 

' 
' Thil bm uhallla Ill ID 1111 Ind dllcklll JQ11' pc•clld hetlt lnfanna1lon (PHI) tortt,e purpo111 of 

h1111han operllkl11. trlllnllltllld Pl'lffilllllJCtlvllll. 

B1m llgnlng. pll•1 rad OIi' Nolol dPrtvacy Polclll lo pin ■ cllll' undnlllndlng of how M may 

1119 and dl1cla11 yra PHI. 
. '" • 

Far qu111cM1 aancem1ng OIi' Noticed Privacy Palkll11, plllMI conllct Tom Sllwnl. Your may fllch -~ • 
Ptruice tlarne: Jeffie, L Wllllri, D.D.8., Inc. 
·T1'11RN tunber: (814) 3&1-05&& 
Md,111: 1531W11t81md8beet 

Cly. Stale. Zip: Counbul. Ohio Gm-1043 

P1111at'8Co1111• 

Nara:----------­
Addi------------. 
Cly: -------------mne; 1,.( __ ... ) _____ _ 

Accolrit _________ _ 

Sta19- __ _ Zip:.-----

E-malt-----------

Soclal 8ecuflty t. ___ ------

I, , have 1111d your Notice af Privacy PoklN and I 

cartllnt 1D yow' UN af my PHI far .. lUIJQ •• of helllhclnl opli ..... tr111rnent and payment ..,., •. 
If 1111 cana1nt II liglllld by a personal ......... on behalf dlle patllnt. C01caplel91he following: 

, 
.,.... ntp,1111:talMia Name: _____________ _ 
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