
Getting to Know You As Our Patient

    PATIENT NAME   SOCIALSECURITYNUMBER 

    HOME PHONE Email 
     

Home Address                                                    City                                     State                   Zip                     Birthdate 
                        

Marital Status    ❑Single  ❑Married  ❑Divorced   ❑Separated ❑M ❑F 

Insurance Company Group Subscriber 

How did you hear about our Office?
Who selected this Office?      ❑Self     ❑Spouse     ❑Parent     ❑Employer 

Where did you find the Phone Number to this Office? ❑Referred by a friend     ❑Yellow Pages        ❑Relative         ❑Insurance Plan         
❑Other ❑TV/Radio Ad         ❑Newspaper Ad         ❑Direct Mailing          ❑Sign by Building 

If you were referred, whom may we thank for referring you? 

CONSENT 
I will answer all health questions to the best of my knowledge     Initial 

After  explanation by the doctor, I hereby authorize the performance of dental services upon the above named patients and whatever procedures that 
the judgement of the doctor may decide in order to carry out these procedures. I also authorize and request the administration of any anesthetics and 
x-rays as may be deemed necessary and advisable by the doctor.

Signature Date

Financial Policy
Our goal is that you receive the optimal treatment needed to restore and maintain your dental Health.  Therefore if you have any questions or concerns 
about our financial policies, please do not hesitate to ask one of our office staff.  Payments for services are due at the time services are rendered.  We 
accept personal checks, and for your convenience all credit cards and Care Credit.  We will help you process your insurance claim as long as we have 
complete insurance information before you receive treatment.  

1. Your insurance policy is a contract between you, your employer, and the insurance company.  All charges are your responsibility whether 
your insurance company pays or not.  Not all services are covered benefits in all contracts; some insurance companies arbitrarily select 
certain services they will not cover. They may not make our office aware they do not cover these services at the time of service.  Ultimately, it 
is your responsibility to know and understand your benefit plan.

2. If the insurance company does not pay your balance in full within 30 days, we will ask that you contact your carrier to facilitate payment.
3. Any balance not paid within 60 days becomes your responsibility.  Once we have determined your insurance company will not pay an 

estimated charge a statement will be sent to you.  Balances older than 90 days will be sent to a collection agency.
4. Returned checks will be charged a fee of $39 to cover processing and our bank charges.
5. We to have a 24 hour cancellation policy, you may be charged $39 for missed appointments.  For you convenience we call to confirm 

appointments two days ahead.  Please call as soon as possible to reschedule if you need to reschedule.  

We understand that temporary financial problems may affect timely payment of your balance.  We encourage you to communicate any such problems 
to us so that we can assist you in the management of your account.  

Signature Date



Patients Dental Health

Why have you come in to see us today? 

Previous Dentist Last Visit Date of last cleaning 

Reasons for changing dentists: 

What problems have you had with past dental treatment? 

Are you nervous about seeing a dentist?    ❑Yes!     ❑No  If yes, please tell us why: 

(please circle Y for Yes, N for No) 
Y N   I clench or grind my teeth during the day or while sleeping. Y N   My gums feel tender or swollen 
Y N   My gums bleed while brushing or flossing. Y N   I have problems eating. 
Y N   I like my smile. Y N   I have had orthodontics. 
Y N   I would like to be sedated for dental treatment Y N   I have had a facial or jaw injury. 
Y N   I avoid brushing part of my mouth due to pain. Y N   I want my teeth straight. 
Y N   I want my teeth whiter. 

Patients Medical History

Y  N  Heart Disease Y  N  Liver Disease Y  N  Heart Murmur/Mitral Valve Prolapse Y  N  Jaundice 
Y  N  Stroke Y  N  Hepatitis Type      Y  N  Congenital Heart Lesions Y  N  Diabetes  
Y  N  Rheumatic Fever Y  N  Abnormal BP Y  N  Infectious Mononucleosis /Mono Y  N  Anemia  
Y  N  Herpes Y  N  Prolonged  Bleed Y  N  Arthritis Y  N  HIV 
Y  N  Tuberculosis Y  N  Asthma Y  N  Kidney Disease Y  N  Tumor or Malignancy  
Y  N  Fainting Spells Y  N  Sinus Trouble Y  N  Cancer/Chemotherapy Y  N  Glaucoma 
Y  N  Epilepsy/Seizures Y  N  Radiation TreatmentY  N  Ulcers Y  N  History of Drug Addiction 
Y  N  Emotional/Nervous Disorders Y  N  Implants/Artificial Joints: ❑Hip    ❑Knee    ❑Other Y  N  I smoke or use tobacco.  
Y  N  Are you taking birth control? Y  N  Are you or could you be pregnant or nursing? 
Y  N  I usually take an antibiotic prior to dental treatment. 
Y  N  I have had major surgery: Year Type of operation, please list all 

Do you have any allergies, please list all.  Please list all of the Medications you are Currently Taking.

Medication Condition

Medication Condition

Medication Condition

Medication Condition


