 Patient Information

Patient Name____________________________________________________   Birth Date:___________________________ Age:____________
Address_______________________________________________________ City____________________        State_____    Zip ______________
Home Phone___________________________           Work Phone_________________________         Cell phone___________________________
Social Security #_____________________________________          Employer___________________________________ Phone______________
Email address_______________________________________________________ 	        Occupation________________________________
How did you hear about us ______________________________________________
Responsible Party

Name___________________________________________________     Birth Date:__________________________   Age:___________________
Address_______________________________________________________________            State _____________    Zip ____________________
Home Phone_____________________________   Work Phone___________________________      Cell Phone____________________________
Social Security #________________________________     Employer_____________________________________      Phone_________________
Insurance Dental Plan

Insured’s Name__________________________________________	Insured’s Social Security #_________________________________
Group Number_________________________ Member Id _________________________________________ Birth Date____________________
Social Security #_____________________________________          Employer___________________________________ Phone______________
Plan Name_________________________________ Address____________________________________________________________________
Phone #___________________________________Employer_____________________________________
Dental History
1 .Reason for visit/Main Concern?  Check up___     Cleaning___    Toothache_____ 
2. When did you last visit a dentist?__________		3. What treatment was performed?________________________
4 .Was the treatment completed?__________________	 5. When were dental x-rays taken?___________________
6. Did you have a cleaning? Yes   No	 7. Have you had gum (periodontal) treatment?  Yes	  NO 
9. Have you had any problems with past dental treatment? Yes  No If yes, please specify_____________________________________________
10. Do you grind your teeth, clinch your jaws, or have symptoms near your ears such as clicking, popping, pain or locking open? Yes  No If yes, please specify ___________________________________
12. Do your gums bleed easily? Yes   NO	13. Do you feel you have bad breath? Yes	 No  
14. Are your teeth sensitive to hot or cold? Yes   No 	15. Would you like your teeth whiter? Yes	 No
16. Are you happy with your smile? Yes	 No If no, please explain:_________________________________________


Medical History 
1 . Are you under a Doctor’s care at this time?      YES         NO	Dr Name:________________________  Phone_________________________
2. Do you have any allergies?     YES     NO     If yes,   Please list	_____________________________________________________
3. Have you traveled out of the country in the past 6 months? _____________________________________________________
4. Are you taking any medications at this time including birth control?  If yes, please list
____________________________________________________________________________________________________________________
                                   ____________________________________________________________________________________________________________________
4. (Women) Are you pregnant at this time?        YES	 NO	 If  yes, specify how many months______________________
5. Are there any other health problems we should be advised of? Please specify:____________________________________________________
6. Do you have osteoporosis?     YES	NO	 If yes, do you take medication for it?________________________________________
7. Do you have, or have you had any of the following?		Please circle
[image: ]

ARTIFICAL HEART VALVE
AIDS/HIV+	
ANEMIA
ANGINA
ASTHMA	
BLEEDING PROBLEMS
CANCER
CHEMO/RADTHERAPY
COSMETIC SURGERY
DIABETES 
DIZZY SPELLS
DRUG ADDICTION
EMPHYSEMA
EPILEPSY
FAINTING
GLAUCOMA
HEART ATTACK
HEART SURGERY
HEART MURMUR
HEART PROBLEMS
HEPATITIS
HIGH BLOOD PRESSURE
JAUNDICE
JOINT REPLACEMENT
KIDNEY DISEASE	
LATEX ALLERGY
LIVER PROBLEMS 
LOW BLOOD PRESSURE
LUNG DISEASE
PACEMAKER
PHEN-FEN
PSYCHIATIRC CARE
RHEUMATIC FEVER
SINUS TROUBLE
SLEEP APNEA
SMOKING TOBACCO
STROKE
THYROID PROBLEMS
TMD OR TMJ
TUBERCULOSIS
VENEREAL DISEASE
[bookmark: _GoBack]
COMMENTS __________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________
To the best of my knowledge I have answered every question completely and accurately. I will inform my dentist of any change in my health and/or medication. I further certify that I consent to taking x-rays and an oral examination.

Patient Signature____________________________________  Date___________________	Doctor Signature______________________


Acknowledgement of Receipt of 
Notice of Privacy Practices
* You May Refuse to Sign This Acknowledgment* 
I,	 have received a copy of this office's 
Notice of Privacy Practices. 



Print Name ____________________________________

Signature _____________________________________

Date __________
	_ 
For Office Use Only 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 
but acknowledgement could not be obtained because: 
o Individual refused to sign 
o Communications barriers prohibited obtaining the acknowledgement 
o An emergency situation prevented us from obtaining acknowledgement 
o Other (Please Specify) 







In our continued commitment to provide the highest quality dental care available to all of our patients and to have those services comfortably affordable, we are pleased to offer you these options for payment. 

	

             PERSONAL CREDIT CARDS
             VISA
             MASTERCARD
             DEBIT CARD
             CASH
             PERSONAL CHECK

	

Care Credit
We are pleased to offer a financing option offered by us by Care Credit.  Ask our administrative staff for details and credit applications.




	We are committed to support you in understanding your dental health, so that you will always be able to make the best choices.
	We will, as a courtesy, process your insurance benefits in our office, which will relieve you of this time consuming and sometimes-complicated task.




I agree that I am fully responsible for the total payment of all procedures performed in this office – this includes any treatment that is not a benefit of any dental insurance that I may have.  I understand that all services are due and payable at the time services are rendered, regardless of whether or not my insurance benefits have been received. 
MISSED APPOINTMENTS 

Appointment times are reserved especially for you.  If you come in late, the Doctor may request that you reschedule the appointment and you may be charged a fee of $35. If for any reason you should need to change your appointment, there will be no charge, provided you give us 48-hour notice.  Please help us serve you better by keeping your scheduled appointments.  We are here to assist you in any way possible. Please make your questions and concerns known to our team. Our goal is to ensure that you have an outstanding experience.






Signature (Responsible Party)				                                     		 Date
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