
Name   

How do you wish to be addressed?

Home Address

Phone: home    

business

Social Security #                                     

Birthdate 

Marital Status
single  
married  
divorced
widowed

Are any family members patients with us? 

Who?

Whom may thank for referring you?

Employer/Occupation

Sex 
male 
female
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PATIENT INFORMATION

INSURANCE & BILLING INFORMATION

We provide the courtesy of filing your insurance claims on
your behalf. Please provide us with your Insurance ID card
at time of registration.

Person responsible for account

Relation to Patient

Dental Insurance Company

Employer Name

Insurance ID Number           

Group Number

Today’s Date

City State Zip

Last First MI

DENTAL HISTORY

Reason for today's visit Former Dentist

Date of last dental care

PLEASE READ AND INITIAL THE FOLLOWING

____ I authorize the dentist to perform diagnostic procedures and

treatment as may be necessary for proper dental care.

____I understand that a fee may be charged for broken appoint-

ments as well as appointments canceled with less than 24 hour

notice .

____I authorize the release of any information concerning my

healthcare, advice and treatment to another dentist and/or

insurance company to secure payment of benefits.

____I understand that all professional services are charged directly

to the patient and that I am responsible for payment of fees

including all collection/attorney fees.

Responsible party signature                                        Date



Would you like to speak to the doctor privately about any problem? 
Yes 
No

SIGNATURE
The above information is accurate and complete to the best of my knowledge.  I will not hold my dentist or any member
of his/her staff responsible for any errors or omissions that I may have made in completing this form.

Date                           Patient  Signature Date Doctor   Signature
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Physician's Name   

Have you had any serious illnesses or operations?                
Yes, describe with dates  
No

Have you ever had a blood transfusion?
Yes  
No  If yes,approximate date

Check if you have or have had any of the following:

Date of Last Visit

Women:
Are you pregnant? 

Yes
No

Nursing? 
Yes
No  

AIDS
Anemia
Arthritis, Rheumatism
Artificial Heart Valve
Artificial Joints
Asthma
Back Problems
Blood Disease
Cancer
Chemical Dependency
Circulatory Problems

Cortisone Treatments
Cough, Persistent
Cough up Blood
Diabetes
Epilepsy
Fainting
Glaucoma
Headaches
Heart Murmur
Heart Problems

Describe
Hemophilia

Hepatitis  A/  B /other
HIV Positive
Jaw Pain
Kidney Disease
Liver Disease
Mitral Valve Prolapse
Nervous Problems
Pacemaker
Phen/Fen Therapy
Psychiatric Care
Radiation Treatment
Respiratory Disease

Rheumatic Fever
Scarlet Fever
Shortness of Breath
Skin Rash
Stroke
Swelling of Feet/Ankles
Thyroid Problems
Tobacco Habit
Tuberculosis
Ulcer
Venereal Disease

MEDICAL HISTORY (CONFIDENTIAL)

MEDICATIONS

List medications you are currently taking

Is there anything else we should know about your health
that we have not covered on this form?

ALLERGIES 

Do you have any disease, condition or problem not listed?
If so, explain

Aspirin    
Codeine
Penicillin    

Sulfa   
Latex   
Local Anesthetic

Other

Taking Birth control pills?
Yes
No

Today’s Date



DATE DOCTOR SERVICES RENDERED CHARGE

MEDICAL ALERTPatient Name


