We are pleased to welcome you to our practice. Please take a few
minutes to fill out the form. If you have any questions, we’ll be glad
to help you. We look forward to working with you in maintaining
your dental health.

Patient Information

First Name: Last Name: Middle Initial:
Address: Preferred Name:

City: State: Zip:

Home Phone: Work Phone: Ext: Cellular:

Marital Status: O Single O Married O Divorced O Separated O Widowed
Sex: O Male O Female

Birth Date: Age: Soc. Sec:

Email: O | would like to receive correspondence via email
Employer: Occupation:

Spouse:

Children’s Names:

Is there anyone we may thank for referring you to our offices?

Primary Dental Insurance Information

Name of Insured: Relationship to Patient: O Self O Spouse O Child O Other
Insured Soc. Sec. Insured Birth Date:

Employer:

Ins. Company: Ins. Phonet:

Ins. Co. Address:

Group #: ID #:

Payment Options

To help keep the cost of dentistry down and to continue to provide quality care to our valued patients, we
now expect payment in full on your first visit. Subsequent visit balances not covered by your insurance can
be paid using the following options:

Please (/) below the option(s) most convenient for you to pay on your account balance.

O Cash

O Check

O Visa, MC, Amex, or Discover

O Easy monthly payment program (see insurance coordinator for application)

Signature of Responsible Party Date



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 have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thank

you for answering the following questions.

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?

Do you use tobacco?

Have you taken Fosamax, Aredia, Actonel, Boniva or

[ Yes Please explain:
[ Yes Please explain:
[ Yes Please explain:
[ Yes
[ Yes

Zometa for osteoporosis or cancer therapy?

Women: Are you [] Pregnant/Trying to get pregnant?

[ Nursing? [J Taking oral contraceptives?

— Are you allergic to any of the following?

[ Other If yes, please explain:

[0 Aspirin [ Penicillin [ Codeine [] Acrylic [] Metal

[0 Latex [J Local Anesthetics [] Jewelry

— Do you have or have you had any of the following?

[ AIDS/HIV Positive [0 Cold Sores/Fever Blisters
O Alzheimer’s Disease [ Convulsions

O Anaphylaxis [ Diabetes

[J Anemia [ Easily Winded

[OJ Angina [0 Emphysema

[ Arthritis/Gout [0 Epilepsy or Seizures

O Artificial Heart Valve [ Fainting Spells/Dizziness
[ Artificial Joint O Glaucoma

[J Asthma [OJ Hay Fever

0 Breathing Problem [0 Heart Attack/Failure

O Cancer [0 Heart Murmur

O Chest Pains [0 Heart Pacemaker

Heart Trouble/Disease Rheumatic Fever

Hepatitis A Stomach/Intestinal Disease
Stroke

Swelling of Limbs

O
O
Hepatitis B or C O
High Blood Pressure [
Kidney Problems [0 Thyroid Disease
Leukemia [0 Tuberculosis
Liver Disease O Ulcers

Low Blood Pressure [ Yellow Jaundice
Miltral Valve Prolapse

Osteoporosis

Radiation Treatments

OO0O0O000OoO0O0oOooOoao

Recent Weight Loss

Have you ever had any serious illness not listed above?

List any medications you are taking (including non prescription medications):

[ Yes

Please explain:

Dental History

Do your gums bleed while brushing or flossing? [ Yes
Are your teeth sensitive to sweets or temperature? [] Yes [] No

Have you experienced pain or difficulty opening/closing your jaw? [] Yes
Are you happy with your smile and the appearance of your teeth? [] Yes

[0 No

O No
[0 No

Do you grind or clench your teeth? [ Yes [J No

When was your last dental visit?

Authorization, Consent and Release

Consent: | give my consent to the doctor and staff to take X-rays, study models,
photographs or any other diagnostic aids deemed appropriate by doctor to make
a thorough diagnosis of the patient’s dental needs. | also authorize doctor to
perform all recommended treatment mutually agreed upon by me and to use

the appropriate medication and therapy indicated for such treatment. |
understand that using anesthetic agents embodies a certain risk.

| certify that | have read and understand the above information to the best of my
knowledge. The above questions have been accurately answered. | understand
that providing incorrect information can be dangerous to my health. It is my
responsibility to inform the dental office of any changes in medical status. |
authorize the dentist to release any information including the diagnosis and

the records of any treatment or examinations rendered to me or my child
during the period of such dental care to third party payors and/or health
practitioners. | authorize and request my insurance company to pay directly
to the dentist or dental group insurance benefits otherwise payable to me. |
understand that my dental insurance carrier may pay less than the actual bill
for services. | agree to be responsible for payment of all services rendered on
my behalf or my dependents.

X Date

Signature of patients (or parent/guardian of minor)



