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Patient Name________________________________________________________________________________Birthdate________________    Male         Female

Street_________________________________________________________________City________________________________________State_____Zip__________

Phone_______________________________________ Other Phone _______________________________SSN or driver’s license#____________________________

[bookmark: _GoBack]Employer____________________________________Position___________________________How did you hear about us?___________________________________


Dental Insurance_____________________________________ Name of Insured_____________________________________________Birthdate__________________

Address of Insured if different from above_____________________________________________________________________________________________________
				Street					City			State	Zip

Phone (if different from above)____________________________ID/SSN #_______________Employer/Group #______________________Position________________

2nd Insurance if any _________________________________________Name of insured_______________________________________ Birthdate_________________

Employer/Group #____________________________________________________ID/SSN#_____________________________________________________________

 Bringing in a minor-the adult accompanying the minor becomes the responsible party. If there are any outstanding balances-we do not get involved with parent separation/divorce agreements (only fill out if different from above)
Name of accompanying adult_______________________________________________________________________Birthdate____________________   Male   Female

Address_______________________________________________________________________City__________________________State_______Zip_______________

Phone ______________________________________Other Phone ____________________________________Driver’s license or SS#_________________________

Who is your medical doctor? _________________________________________________________________________________Type__________________________
Have you been hospitalized within the last 2 years? (when/why________________________________________________________)		yes	no
Are you on any medication? (List_________________________________________________________________________________)		yes	no
Are you allergic to any medication? (List___________________________________________________________________________)		yes	no
Women: Are you __pregnant __possibly pregnant __nursing __taking an oral contraceptive? (check all that apply)                		yes	no

EMERGENCY CONTACT PERSON_______________________________address______________________________phone__________

Medical Information: Do you have or have you had any of the following?  Please circle each item with a yes or no.
AIDS/HIV Infection	yes/no	Alcohol		yes/no	Anemia		yes/no	Anesthetic Reaction	yes/no	Antibiotic Reaction	yes/no
Ankles Swell		yes/no	Anorexia/Bulimia	yes/no	Arthritis		yes/no	Asthma/Hay Fever	yes/no	Blood Clotting Problems	yes/no
Blood Transfusion	yes/no	Bronchitis		yes/no	Cancer/Tumor	yes/no	Cardiac Pacemaker	yes/no	Chemo/Radiation 	yes/no
Diabetes		yes/no	Dizziness/Fainting Spells	yes/no	Emphysema		yes/no	Environmental Allergies	yes/no	Epilepsy/seizure	yes/no
Gall Bladder Trouble	yes/no	Glaucoma		yes/no	Headaches-frequent/severe   yes/no	Heart Attack		yes/no	Heart Disease/Angina	yes/no
Heart Lesions/congenital	yes/no	Heart Murmur	yes/no	Heart Prosthetic/Bypass	yes/no	Hepatitis/Jaundice	yes/no	High Blood Pressure	yes/no
Hives/Skin Rash	yes/no	Joint/Hip replacement	yes/no	Kidney Disease	yes/no	Latex Allergy	yes/no	Liver Disease	yes/no
Low Blood Pressure	yes/no	Lung Disease	yes/no	Mitral Valve Prolapse	yes/no	Psychiatric Care	yes/no	Rheumatic Fever	yes/no
Sexually Transmitted Disease 	yes/no	Sinus Trouble	yes/no	Stroke		yes/no	Stomach Ulcer	yes/no	Thyroid Disease	yes/no Tobacco Use (any)	yes/no	Tuberculosis		yes/no	Ulcer/Colitis		yes/no	Urinate Frequently	yes/no	Other________________	

Dental Information: Do you have or have you had any of the following?  Please circle each item yes or no.
Bleeding Gums	yes/no	Bad Breath/Halitosis	yes/no	Bleaching/Whitening	yes/no	Dry Mouth		yes/no	Difficulty Eating	yes/no
Injury to teeth or jaws	yes/no	Orthodontics (braces)	yes/no	Periodontal (gum) disease     yes/no	Root Canal Treatment	yes/no	Surgery of Mouth	yes/no
TMJ (jaw joint) problem	yes/no	Toothaches/Sensitivity	yes/no	Tooth Grinding / Clenching     yes/no	Wisdom teeth removed	yes/no	Extreme Dental Nervousness yes/no
Do you have any specific dental problems? Describe. _______________________________________________________  yes  no
When was your last dental visit? and what was it for? _____________________________________________________________
Previous Dentist: Dr. __________________________________reason for leaving________________________________________

Due to previous injuries, only patients being treated are permitted in the treatment room.  If your child/children are with you they must remain in the waiting area.  Siblings are not permitted to watch each other.  If your child is six (6) or under or the patient has mental or physical challenges they may be accompanied by a parent/guardian.
To the best of my knowledge all my answers are correct.  I consent to all treatment as explained.  I have read and agree to all policies and abide by them.  All patient financial responsibility will be discussed prior to treatment.  All unpaid balances will be the responsibility of the patient or parent/guardian if under 18 years old.

Patient/guardian________________________________________________________________Dr._______________________________________date____________
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