
S E C O N D A R Y

Family and Cosmetic  Dentistr y
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P AT I E N T  I N F O R M AT I O N

S P O U S E  I N F O R M AT I O N

I N S U R A N C E  C O V E R A G E

Pat i en t  Name :

Emai l  Address :

Ce l l  Number :

Home Number :

Home Address :

S ing l e

Employer :

Employer ’ s  Address :

Whom may we thank for  re ferr ing  you?

Previous/Presen t  Dent i s t :

Ma le :  Fema le :

Pre ferred Me thod of  Contac t : Tex t Ca l l Ema i l

Age :B i r th  Date : SS# :

Marr i ed

Work Number : Ex t . :

Widdowed

Occupat ion :

Las t  V i s i t  Date :

Work # : Ex t :

D ivorced Separa ted Dr ivers  L icense  # :

(CIRCLE ONE)

Spouse  In format ion  -  H i s/Her  Name :  

Employer :

Work # :

SS# :

DL#:

Contac t  # :

Ex t :

Person Respons ib l e  For  Account :

B i l l i ng  Address :

Re la t ion :

Employer :

Denta l  Coverage :   YES

Insurance  Co .  Address :

In surance  Co .  Phone  # :

Insured ’ s  Name :

Insured B ir thdate :

I n surance  Co .  Name :

Re la t ion :

Insured ’ s  ID# : Insured ’ s  Employer :

Group # (Plan, Local or Policy #) :

NO

P R I M A R Y

Denta l  Coverage :   YES

Insurance  Co .  Address :

In surance  Co .  Phone  # :

Insurance  Co .  Name :

Group # (Plan, Local or Policy #) :

NO

APT/CONDO # CITY/STATE ZIP CODE

SUITE # CITY/STATE ZIP CODE

SUITE # CITY/STATE ZIP CODE



Yes No

I N S U R A N C E  C O V E R A G E

M E D I C A L  H I S T O R Y

I n sured ’ s  Name :

Insured B ir thdate :

Re la t ion :

Insured ’ s  ID# : Insured ’ s  Employer :

S E C O N D A R Y  C O N T.

I n  the  even t  of  an  emergency,  i s  t here  someone  whom we can contac t ?

H i s/Her  Name :

Contac t  # :

Re la t ionsh ip :

Work # :

Do you have  a  persona l  phys i c i an?

Phone  # :

I f  so ,  p l ease  exp la in :

Your  curren t  hea l th  i s :

I f  so ,  p l ease  l i s t  each  one :

Have you ever taken Fosamax, or any other bisphosphonate?        

F O R  W O M E N :  Are you using a prescribed method of birth control?

If you are pregnant, how many weeks?

Phys i c i an ’ s  Name :

Date of Last Visit: Are You Currently Under The Care of a Physician? YES   NO
(CIRCLE ONE)

Good Fa ir Poor YES NO

YES NO YES NO

YES NOYES NO

YES NO

Are you tak ing  any  prescr ip t ion/
over- the-counter  or  herba l  supp lement  drugs?

Have  you ever  taken  Phen-fen?

Are you pregnant?

Are you nursing?

H AV E  Y O U  E V E R  H A D  A N Y  O F  T H E  F O L L O W I N G  D I S E A S E S  O R  M E D I C A L  P R O B L E M S ?

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

YES NO

Abnormal Bleeding
Alcohol / Drug Abuse
Anemia
Arthritis
Arti�cial Bones/Joints/Valves
Asthma
Blood Transfusion
Cancer/Chemotherapy
Colitis
Congenital Heart Defect
Diabetes
Di�culty Breathing
Emphysema
Epilepsy
Fainting Spells
Frequent Headaches
Glaucoma
Hay Fever
Heart Attack
Heart Murmur
Heart Surgery
Hemophilia

Hepatitis
Herpes / Fever Blisters
High Blood Pressure
HIV+ / AIDS
Hospitalized for Any Reason
Kidney Problems
Liver Disease
Low Blood Pressure
Mitral Valve Prolapse
Pacemaker
Psychiatric Problems
Radiation Treatment
Rheumatic / Scarlet Fever Seizures
Shingles
Sickle Cell Disease / Traits
Sinus Problems
Stroke
Thyroid Problems
Tuberculosis (TB)
Ulcers
Venereal Disease

P lease  l i s t  any  ser ious  medica l  condi t ion ( s )  tha t  you have  ever  had :

A R E  Y O U  A L L E R G I C  T O  A N Y  O F  T H E  F O L L O W I N G ?

Aspirin
Codeine
Dental Anesthetics

YES NO
YES NO
YES NO

YES NO
YES NO
YES NO

YES NO
YES NO
YES NO

Erythromycin
Jewelry
Latex

Metals
Penicillin
Tetracycline

P l ease  l i s t  any  o ther  drugs/mater ia l s  tha t  you are  a l l e rg i c  to :



D E N TA L  H I S T O R Y

Please  check a l l  t ha t  app ly :

Toothache

Broken � l l i ng  or  too th

C lench  or  gr ind tee th

Food ca t ches

Loose  tee th

F loss  breaks  eas i l y  or  hur t s

B i te  or  tee th  have  sh i f t ed

Of ten  b i te  cheek

Frequent  dry  mouth

Concerned about  brea th

Bad previous  den ta l  work

Gums b l eed

Gums tender

Jaw t i r e s  eas i l y

Hold  th ings  be tween tee th

(p ipe ,  penc i l ,  na i l s ,  p ins )

B i te  �ngerna i l s

Unusua l  hab i t s  wi th  tee th

Wore  braces

Previous  gum t rea tment

Previous  b i te  t r ea tment

Sens i t i v i t y  to :

Cold

Hot

Swee t s

Chewing

Growths ,  Sores

Cold  Sores ,  f ever  b l i s te r s

Cracked chapped l ips

Bad tas te  i n  mouth

S inus  prob lems

Mouth  brea th  -  D i�cul t

brea th ing  through nose

Dry or  s t ra ined eyes

Shoulder,  neck or  headaches

C lench  or  gr ind tee th

Jaw jo in t  pa in

C l i ck ing  or  popp ing  of  j aw

Unab le  to  open mouth  wide

Do you requi re  an t ib io t i c s  be fore  den ta l  t r ea tment ?

Have you ever had a serious / di�cult problem associated with any previous dental work?

Do you now or have you ever experienced pain / discomfort in your jaw joint (TMJ / TMD)?

Your current dental health is:

Would you like whiter teeth?

How many times a week do you �oss?

Type of bristles?

Do you smoke or use tobacco in any other form?

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NOAre you curren t l y  in  pa in?

Good Fa ir Poor

Sof t Medium Hard

Fresher Breath?

A day do you brush?

I s  there  any th ing  tha t  bothers  you (even  jus t  a  l i t t l e )  about  the  appearance  of  your  tee th  or  smi l e ?

P l ease  ra te  1 - 10  how anx ious  you are  about  den ta l  t r ea tment  ( 1  =  to ta l l y  re laxed)

Have  you ever  had a  bad exper i ence  a t  the  den t i s t ?  (Trea tment ?  S ta�?  B i l l i ng? )

How did  you hear  about  our  o�ce?

A P P O I N T M E N T  G U I D E L I N E S
We believe in the value of clear communication, as well as mutual understanding and 
respect prior to treatment rendered. It is our desire to provide high-quality dental care and 
individual attention for you in a timely manner. Your appointment time has been reserved 
especially for you and we make every e�ort to remind patients of their appointment as a 
courtesy. Therefore, if you break an appointment without 24 hours’ notice, we do not have 
su�cient amount of time to rebook another patient in need of treatment. With this in mind, 
a $50.00 fee may be subject to the second missed appointment or cancellation less than 24 
hours from you scheduled time. This fee must be paid in full prior to any further 
appointment(s) scheduled.

INITIALS



I understand that the information that I have given today is correct to the best of my 

knowledge. I also understand that this information will be held in the strictest con�dence 

and it is my responsibility to inform this o�ce of any changes in my medical status.

I authorize the dental sta� to perform any necessary dental services that I may need during 

diagnosis and treatment with my informed consent.

If this o�ce accepts insurance, I understand that I am responsible for payment of services 

rendered and also responsible for paying any co- payment and deductibles that my 

insurance does not cover.

Signature Date

Signature Date

P a y m e n t  i s  d u e  i n  f u l l  a t  t h e  t i m e  o f  t r e a t m e n t  u n l e s s  p r i o r
a r r a n g e m e n t s  h a v e  b e e n  a p p r o v e d .

O u r  o f f i c e  i s  H I P A A  C o m p l i a n t  a n d  c o m m i t t e d  t o  m e e t i n g  o r  e x c e e d i n g  t h e  
s t a n d a r d s  o f  i n f e c t i o n  c o n t r o l  m a n d a t e d  b y  O S H A ,  t h e  C D C  a n d  t h e  A D A .
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O F F I C E  U S E  O N L Y

I verbally reviewed the medical / dental information above with the patient named herein.

Doctor’s Comments: 

Initials: Date:

Medica l  H i s tory  Update

Date : Comment s : S ignature :

Date : Comment s : S ignature :

Date : Comment s : S ignature :
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