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PATIENT INFORMATION: 
 
Date: ________________________ 
 
Patient Name: _______________________________________________________  Preferred Name: _______________  
Address:  ______________________________________  City:  _________________________  State: ____  Zip: _____ 
Home Phone: ______________________ Work Phone: _____________________ Cell Phone: ____________________ 
Email address: ____________________________________________________________________________________ 
Birthdate: ________________________________  Social Security Number:  ___________________________________ 
 
 
Spouse (or other person responsible for payment): ________________________________________________________ 
Social Security Number:___________________________________  Birthdate: _________________________________ 
Marital Status (please circle one):  

! Single   ! Married  ! Divorced ! Separated ! Widowed 
 
Employment Status (please circle one):  

! Employed  ! Student  ! Homemaker ! Retired 
 
 
In case of emergency: 
Name: ________________________________________________  Relationship to you:  _________________________ 
Home Phone: ______________________ Work Phone: _____________________ Cell Phone: ____________________ 
 
 
Who may we thank for referring you here today? 
! Another patient: - Who? ___________________   !  Phone book   
! Dental office Ð Which office? _______________   !  Insurance Company  
! S taff member Ð Who?  ____________________   !  Website  
!  Other: _________________________________________________________________________________________  
 
 
 
PRIMARY INSURANCE INFORMATION 
 
Name of Insured (if different from patient): _______________________________________________________________ 
PatientÕs relationship to insured: (please circle one)        Spouse       Child         Other 
Insurance Company: ______________________________________________ Group Number: ____________________ 
InsuredÕs Birth Date: _________________   SSN: _______________________   ID#: __________________________ 
InsuredÕs Employer: ________________________________________________________________________________ 
 
 
 
SECONDARY INSURANCE INFORMATION 
 
Name of Insured (if different from patient): _______________________________________________________________ 
PatientÕs relationship to insured: (please circle one)        Spouse       Child         Other 
Insurance Company: ______________________________________________ Group Number: ____________________ 
InsuredÕs Birth Date: _________________   SSN: _______________________   ID#: __________________________ 
InsuredÕs Employer: ________________________________________________________________________________ 
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MEDICAL HISTORY 
 
Please mark any of the following to indicate Yes in response to the question: 
 

!  Have you ever had complications following dental treatment? 
!  Are you currently under the care of a physician due to a specific condition? 
!  Have you been hospitalized within the last 5 years for any reason? 
!  Are you currently taking any prescription or non-prescription medications? 
 
If any of the previous questions are marked, please explain and/or list your medications: 

 
________________________________________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
WOMEN ONLY: Are you pregnant? (please circle one)       Yes       No        If yes, when is your due date? ____________ 

 
 

Please indicate if you have experienced any of the following: 
 
Pre-Medication  Allergies  Anemia  Heart Problems  

Any Surgeries  Arthritis  Artificial Joints  Asthma  

Back problems  Blood Disease  Cancer  Diabetes  

Chest Pain  Circulatory Problems  Codeine Allergy  Excessive Bleeding  

Dizziness  Epilepsy  Epinephrine Allergy  Hay Fever  

Fainting  Glaucoma  Growths  Heart Murmur  

Head Injuries  Headaches  Heart Disease  High Blood Pressure  

Hemophilia  Hepatitis  Herpes  Kidney Disease  

HIV/Aids  Jaundice  Jaws pop  Mental Disorders  

Latex Allergy  Liver Disease  Low blood pressure  Pacemaker  

MVP  Nervous Disorders  Other  Radiation Treatment  

Penicillin Allergy  Pregnancy  Psychiatric Care  Sinus Problems  

Respiratory Problems  Rheumatic Fever  Rheumatism  Stroke  

Smoking  Sores in mouth  Stomach problems  Tuberculosis  

Sulfa Allergy  Tetracycline Allergy  Thyroid issues    

Tumors  Ulcers  Venereal disease    
 
If Yes to any of the above, please explain: 
 
________________________________________________________________________________________________  
________________________________________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
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!  To the best of my knowledge, all of the preceding information is true and correct. If I ever have a change in my 

health, I will inform the office at my next dental appointment without fail. 
 
 
AUTHORIZATIONS AND FINANCIAL AGREEMENTS 
 
Would you like to receive information via email (i.e. Appointment reminders)?            Yes           No 
 
 
I hereby certify that I have read and understand the previous information and that it is accurate and true to the best of my 
knowledge. I acknowledge that providing incorrect and/or  inaccurate information has the potential of being hazardous to 
my health. 
 
I authorize the diagnosis of my dental health by means of radiographs, study models, photographs or other diagnostic 
aids deemed appropriate. 
 
I authorize the dentist to release any information including the diagnosis and records of treatment or examination for 
myself and my dependent(s) to third-party insurance carriers, payers and/or healthcare practitioners. I authorize my 
insurance carrier to submit payment directly to the dentist or dental practice and for it to be applied directly to any 
outstanding balance on my account.  
 
I understand that I am financially responsible for any outstanding balance for services provided that are not fully covered 
by insurance and I may be billed for this remaining balance. I consent and agree to be financially responsible for payment 
of all services rendered on my behalf or on behalf of my dependents (if any). In the event that I fail to pay these charges, I 
will be responsible for reasonable collections costs and attorney fees associated with the cost of resolving my account. 
 
I understand that I am financially responsible for a $25 service charge for any appointment I cancel without 24 hours 
notice. I also understand that if I arrive late for my scheduled appointment, I may be asked to reschedule. 


