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PATIENT INFORMATION

First Name: Last Name: Middle Initial:
Address:

City, State, Zip:

Home Phone: Work Phone: Ext: Cell Phone:

Sex: O Male () Female Marital Status: (O Married O Single O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec. #: Drivers Lic.:

E-mail: Whom may we thank for referring you?

SPOUSE/RESPONSIBLE PARTY

First Name: Last Name: Middle Initial:
Address:
City, State, Zip:

Home Phone: Work Phone: Ext: Cell Phone:

Birth Date: Age: Soc. Sec. #: Drivers Lic.:

E-mail:

O Responsible Party is also a Policy Holder for Patient () Primary Insurance Policy Holder (O Secondary Insurance Policy Holder

In the event of an emergency, is there someone who lives near PARENT NOT LISTED AS RESPONSIBLE PARTY
you that we should contact? () Mother O Father O Guardian
His/Her Name: Name:
Relation: Address:
Home Phone: City, State, Zip:
Work Phone: Phone:
Cell Phone: DOB: S.S#
Employer Name:
Employer Phone:

PRIMARY INSURANCE INFORMATION
Relationship to Insured: O Self O Spouse ) Child () Other

Name of Insured: Insured Birth Date:
Insured Soc. Sec. #: Ins. Company:
Insured 1.D. #: Employer Name:
Employee Group #: Employer Phone:

SECONDARY INSURANCE INFORMATION
Relationship to Insured: (O Self O Spouse O Child O Other

Name of Insured:

Insured Soc. Sec. #:

Insured L.D. #:

Employee Group #:

Insured Birth Date:

Ins. Company:

Employer Name:

Employer Phone:
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MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may

that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Personal Physician Name:

Are you under a physician’s care now?

Have you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Do you require antibiotics before dental treatment?

Are you pregnant/trying to get pregnant?

Do you use controlled substances?

Do you use tobacco?

O Yes () No
O Yes O No
(O Yes O No
O Yes ONo
OYes ONo
O Yes ONo
O Yes O No
O Yes ONo
OYes ONo

If yes, please explain
If yes, please explain
If yes, please explain

If yes, please list

Phone #:

have, or medication

Taking oral contraceptives? () Yes (O No Nursing? O Yes (O No

Are you allergic to any of the following? (O Aspirin O Penicillin (O Codeine O Acrylic O Metal O Latex ( Local Anesthesia

O Other If yes, please explain:
Do you have any of the following?
AIDS/HIV Positive OYes O No Cortisone Medicine O Yes O No Hemophilia O Yes ONo Renal Dialysis OYes ONo
Alzheimer’s Discase OYes ONo Diabetes O Yes O No Hepatitis A O Yes ONo Rheumatic Fever O Yes ONo
Anaphylaxis QO Yes O No Drug Addiction O Yes O No Hepatitis B or C O Yes ONo Rheumatism O Yes ONo
Anemia O Yes O No Easily Winded OYes ONo Herpes O Yes ONo Scarlet Fever O Yes ONo
Angina O Yes O No Emphysema OYes ONo High Blood Pressure O Yes O No Shingles OYes ONo
Arthritis/Gout O Yes ONo Epilepsy or Seizures QO Yes ONo Hives or Rash O Yes ONo Sickle Cell Disease O Yes ONo
Artificial Heart Valve QO Yes ONo Excessive Bleeding QO Yes ONo Hypoglycemia QO Yes O No Sinus Trouble OYes ONo
Artificial Joint O Yes O No Excessive Thirsting O Yes ONo Irregular Heartbeat O Yes ONo Spina Bifida QO Yes ONo
Asthma QO Yes ONo Fainting Spells/Dizziness O Yes O No Kidney Problems O Yes O No Stomach/Intestinal Disease O Yes O No
Blood Disease O Yes ONo Frequent Cough O Yes ONo Leukemia O Yes O No Stroke O Yes O No
Blood Transfusion O Yes O No Frequent Diarrhea OYes ONo Liver Disease O Yes O No Swelling of Limbs O Yes ONo
Breathing Problem O Yes O No Frequent Headaches OYes ONo Low Blood Pressure O Yes ONo Thyroid Disease O Yes ONo
Bruise Easily O Yes O No Genital Herpes O Yes ONo Lung Disease O Yes O No Tonsilitis O Yes O No
Cancer QO Yes ONo Glaucoma O Yes ONo Mitral Valve Prolapse OYes ONo Tuberculosis O Yes O No
Chemotherapy O Yes O No Hay Fever OYes ONo Pain in Jaw Joints OYes ONo Tumors or Growths OYes O No
Chest Pains QO Yes ONo Heart Attack/Failure O Yes ONo Parathyroid Disease O Yes O No Ulcers OYes ONo
Cold Sores/Fever Blisters (O Yes O No Heart Murmur QO Yes O No Psychiatric Care OYes ONo Venereal Disease QO Yes ONo
Congenital Heart Disorder O Yes O No Heart Pacemaker O Yes ONo Radiation Treatments OYes ONo Yellow Jaundice QO Yes ONo
Convulsions O Yes O No Heart Trouble/Disease O Yes ONo Recent Weight Loss O Yes ONo
Have you ever had any serious illness not listed above? (O Yes (O No If yes, please explain:
Why have you come to the dentist today?
Are you currently in pain? OYes ONo
Have you ever had a serious/difficult problem associated with any previous dental work? O Yes ONo
Do you now or have you ever experienced pain/discomfort in your jaw joint (TMJ/TMD)? OYes ONo
Do you like your smile? OYes ONo
Have you ever had or are thinking about having BOTOX or Dermal Fillers? QO Yes ONo
Have you ever had periodontal disease? OYes ONo

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my

(or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent, or Guardian:

Date:
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FINANCIAL POLICY

We realize that every person’s financial situation is different. For this reason, we have developed
a variety of payment options to help you receive the dental care needed to enjoy a healthy and

confident smile with respect to your family budget.

Dental Insurance - Marketplace * ObamaCare * Medicaid

We are happy to file the forms necessary to see that you receive the full benefits of your
coverage; however, we cannot guarantee any estimated coverage. Because the insurance policy is
an agreement between you and the insurance company, we ask that all the patients be directly
responsible for all charges. In most cases your insurance will not pay the total amount submitted.
You will be responsible for what your insurance does not pay. Please know that we will do
everything possible to see that you receive the full benefits of your policy. I hereby authorize the
dentist to release all information necessary to secure the payment of benefits. I authorize the use of
this signature on all my insurance submissions, whether manual or electronic. I also state that I
read and write in English. If for some reason your insurance company has not paid their por-
tion within 60 days, you are responsible for payment at that time. Your estimated portion is

due at the time of service.

SS#:

Patient Name: DOB:

Signature of Patient and/or Parent/Guardian:

Date:

PATIENTS WITHOUT DENTAL INSURANCE

If you do not have dental insurance, payment is expected in full at the time of service unless
prior financial arrangements have been made. Please note that treatment cost given by the phone
may be subject to change. I also state that I read and write in English. Our office gladly accepts

cash, checks, Discover, Visa, and MasterCard.

SS#:

Patient Name: DOB:

Signature of Patient and/or Parent/Guardian:

Date:

Our office also can provide you with information on Third Party Payment Plans. If you need
more information, please ask our staff members to provide you with brochures on these plans.
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