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I prefer to be colled: I Mole tr Femole
lirst Mi Mr Mrs Ms Dr

tr Single 3 Morried J Divorced tr Widowed i1 Seporoted

Home Phone #: (-l- C"ll *' (-l- Work Phone #: (-)
Where & when ore besi times to reoch you? Whom moy we Thonk for referring you?

Other fomily members seen by us:

skeet/Po Box Cily Stole Zip

Neighbor or Relotive not living urith you

Work Phone #: (_)_ Home Phone #: l_)_

Person Responsible for Accounl if other thon yourself

Home Phone #: I l

Work Phone #: 1-l_ Exl: _ Drivers License #:

His / Her Nome: Birthdote: 

-/ -/ - 
Sociol Security #:

Work Phone #: (_)_ Exl: _ Drivers License #:

Primory lnsuronce Dentol Coveroge? [.] Yes tr No Medicol Coveroge? tr Yes a No Orthodontic Coveroge? tr Yes tr No

Group # (Plon, Locol or Policy #):

lnsuronce Co. Address:

lnsured! Nome: lnsured's Sociol Security #:

Secondory lnsuronce Denlol Coveroge? tr Yes tr No Medicol Coveroge? tr Yes E No Orthodontic Coveroge? tr Yes Q No

Group # (Plon, Locol or Policy #):

5k@t/ ru Box C it'/ Stote

lnsured's Sociol Security #: lnsured's Birthdote: 

-/ 
J 

- 
Relotion:



Why hove you come to the dentist todoy? Do your gums ever bleed?

Hove you ever hod periodontol diseose?

Do you hove mobility in your teeth?

f, No Ever ltch? f, Yes Il No

trYes 3No

UYes trNoAre you currently in poin?

Do you require ontibiotics before dentol lreolment?

Hove you experienced problems ossocioted with
ony previous dentol work?

Do you now or hore you ever experienced poin / discomfo*
in your low ioint (TM.j / TMD)?

Your current dentol heolth is

Do you floss doily? il Yes tr No

Type of bristles on your toothbrush?

Are your teelh sensitive to heot, cold, or onything else?

Do you still hove wisdom teeth?

Why did you leove your previous denlist?

Whot did you like most & leost obout ony denlist you hove seen?

.l Yes rl No

ll Foir 3 Poor

al Yes U No

-l Medium D Soft

How long do you use o toothbrush before replocing it?.

Do you use onything in oddition to your brush ond floss? Are you hoppy with lhe woy your smile looks?

l[ not, whot would you chonge?

Would you like fresher breoth? tr Yes tr No

Do you hove o personol physicion? *l Yes tr No

Your current physicol heolth is:

Are you currently under the core o[ o physicion?

Do you smoke or use iobocco in ony other form?

Hove you been told thot you snore or hold your breoth *hile
slebping or woke up gosping for breoth?

Hove you ever token Fosomox, or ony other Bisphosphonote?

Are you ollergic to ony of the following?
Y N Asnirin
Y N Bo'rbiturotes

Y N Codeine
Y N Denlol Anesthetics

Pleose list odditionol drugs/moteriols thot couse ollergic reoctions:

YN
YN
YN
YN

il Yes tl No

UYes trNo
rJ Yes tr No

tor Women: Are you loking bi*h control pills?

Are you pregnont?

Week #:

BYes trNo
l-l Unsure tl Yes Ll No

UYes UNo

YN
YN
YN
YN

YN
YN
YN
YN

Y N lnsulin/Diobetes Drugs

Y N Nitroglycerin
Y N Recreotionol Drugs

Y N Steroids/Cortisone

Are you loking ony prescription, over-the-counter drugs, herbol remedies, vilomins or minerols not listed obove? tr Yes tr No I[ yes, pleose list eoch one:

Do you or hoye you experienced the following?

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

Pleose list ony serious medicol condition{s) thol you hove experienced:

I offirm thot the informotion I hove given is correct to the best of my
knowledge. lt will be held in the strictest confidence ond it is my
responsibility lo inform this office of ony chonges in my medicol stotus.
I outhorize the dentol stoff to perform the necessory dentol services
I moy need. My method of poyment *ill be _.

PAYMENT IS DUE AT TIME OF SERVICE
Our olfice is HIPAA compliont ond 's committed to meeiinq or exceedinq the
stondords o[ inrection conkol mondoied by OSHA, the CbC ond rhe a'Ol.

I certify thot I om covered by
Co. ond I ossign directly to Dr.

insuronce benefits, otherwise poyoble io me. I understond thot I om
responsible for poyment of services rendered ond olso responsible for
poying ony co-poyment ond deductible ihot my insuronce does not
cover. I hereby outhorize the dentist to releose qll informotion necessory
to secure the poyment of benefits. I outhorize the use o[ ihis signoture
on oll my insuronce submissions, whether monuol or electronic.
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