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Patient Information

Patient’s Name___________________________Home number______________Cell______________
Preferred Name________________________Email address__________________________________
Home Address___________________________City_____________State______ZipCode__________
Occupation________________________Work Phone______________________________________
Physician’s Name_____________________Date of last Physical______________________________
Date of Birth______________________ __Male __Female__Single__Married__Divorced__Widowed
SSN_________________________________Referred by____________________________________

Responsible Party/Insurance Information

Person responsible for account__________________________ Relationship______________________
Date of Birth____________________SSN____________________Occupation_____________________
Home Phone______________________________Cell Phone___________________________________
Dental Insurance____________________________Subscriber Number___________________________
Group Number______________________________ Employer Name_____________________________

Dental History
1. When did you have your last dental exam?__________________________
2. Was restorative treatment recommended:  Yes____________No________
3. How often do you brush your teeth:_______________________________
4. Do you floss?   Yes____________No_______________________________
5. Do you wear an appliance?  Yes____________No____________________

General Health Questionnaire

Are you being treated by a physician at this time?  Yes______No__________Reason__________________
Any drug allergies? Yes________No___________List:___________________________________________
Do you have or ever had any of the following? (circle all that apply)
Heart Disease	Tuberculosis		Radiation Therapy	Kidney Disease
Heart Murmur	Diabetes	Chemotherapy	Mitral Valve Prolapse	Psychiatric Treatment
Asthma		Epilepsy	Sinusitis		Venereal Disease		Liver Disease
Pacemaker	Hepatitis		Glaucoma		High Blood Pressure
Anemia		GI Ulcer	Hepatitis	Bleeding Problems	Severe Pain
AIDS		Glaucoma		Arthritis			Rheumatic Fever
Cancer		Low Blood Pressure	
Prosthetic Joints__________________		Other________________________	
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