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Patient Information

First _____________________________ Middle ________________ Last ___________________________________
Street _____________________________  City ________________  State _____  Zip _________  Country ________
Preferred Phone Number: _____________________________  Is this a mobile number? ☐ Yes ☐ No  
Email Address: ______________________ Date of Birth: _______________   Sex:  ☐ Male  ☐ Female  ☐ Unspecified
Emergency Contact & Phone Number: ______________________________ Relationship: _____________________


Responsible Party

First ______________________________  Middle __________________  Last _______________________________
Street _______________________________  City _______________  State _____  Zip _______  Country _________
Date of Birth: ___________________   Sex:  ☐ Male  ☐ Female  ☐ Unspecified


Preferred Pharmacy

Name: __________________________________________  Phone Number: ________________________________
Street ___________________________________________  City __________________  State ______  Zip ________


Primary Dental Insurance

Is the subscriber the same as the patient?  ☐ Yes  ☐ No
Subscriber Information:
First _______________________________  Middle __________________  Last ______________________________
Employer Name:  ______________ Insurance Company:  ____________ Insurance Phone Number:  _____________
Subscriber ID / Policy Number:  ________________________   Group / Contact Number: ______________________   Date of Birth:  ____________________ Subscriber Social Security Number:  _________________________________
Patient Relationship to Subscriber:   ☐ Self  ☐ Child  ☐ Disabled Dependent  ☐ Husband  ☐ Wife  ☐ Other


Secondary Dental Insurance

Is the subscriber the same as the patient?  ☐ Yes  ☐ No
Subscriber Information:
First _______________________________  Middle ________________  Last ________________________________
Employer Name:  ______________ Insurance Company:  ____________ Insurance Phone Number:  _____________
Subscriber ID / Policy Number:  _________________________   Group / Contact Number: _____________________   Date of Birth:  ____________________ Subscriber Social Security Number:  _________________________________
Patient Relationship to Subscriber:   ☐ Self  ☐ Child  ☐ Disabled Dependent  ☐ Husband  ☐ Wife  ☐ Other

Dental History

Reason for today’s visit:  __________________________________________________________
Previous dentist’s name: ______________________ Date of last dental visit:  ___________________
Have you experienced any of the following? (check all that apply):
☐ Tooth pain   ☐ Bleeding gums   ☐ Sensitive teeth   ☐ Jaw pain/clicking   ☐ Headaches   
☐ Grinding/clenching   ☐ Loose teeth   ☐ Bad breath
Have you ever had periodontal (gum) treatment?  ☐ Yes  ☐ No
Are you currently wearing removable appliances (dentures, partials, retainers)?  ☐ Yes  ☐ No
Do you use tobacco products?  ☐ Yes  ☐ No   ☐ Former user
Are you satisfied with the appearance of your smile?  ☐ Yes  ☐ No
Would you like information about cosmetic or orthodontic options?  ☐ Yes  ☐ No

Medical History – General Health Please check one, provide explanations where applicable)

1. Are you currently under a physician’s care?  ☐ Yes  ☐ No
If yes, please explain: ___________________________________________________________
2. Have you ever been hospitalized or had a major operation?  ☐ Yes  ☐ No
If yes, please explain: ___________________________________________________________
3. Have you ever had a serious head or neck injury?  ☐ Yes  ☐ No
If yes, please explain: ___________________________________________________________
4. Have you ever taken Fosamax, Boniva, Actonel, or any other bisphosphonate medications?    ☐ Yes  ☐ No
5. Do you use tobacco / are you a smoker?  ☐ Yes  ☐ No
6. Do you use controlled substances?  ☐ Yes  ☐ No

Women: Are you…
Pregnant / trying to get pregnant?  ☐ Yes  ☐ No
Taking oral contraceptives?  ☐ Yes  ☐ No
Nursing?  ☐ Yes  ☐ No

Allergies (check all that apply):
☐ Aspirin    ☐ Penicillin    ☐ Sulfa drugs    ☐ Codeine    ☐ Local anesthetic    ☐ Acrylic    ☐ Metal        ☐ Latex    ☐ Other (please specify): ______________________________________
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