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Welcome to our office!

A referral is the highest compliment we can receive
Please tell us who can we thank for referring you__________________________________
Patient Information  (please print)

Today’s Date:  ___________/_________/__________



    MM                            DD                      YYYY

Name_____________________________________________   Sex:     M       F       Date of Birth:  _______/_______/_________


          First
                       Last
               Middle      


                                                      MM                  DD                      YYYY

Social Security Number:  ______________________________     
Home Address____________________________________________________  Email Address:____________________________


                                                         City
        State
              Zip

Home Phone #: (____)_______-________  Cell Phone #: (_____)_______-________   Work Phone #:  (_____)_______-_________

Employer:  _____________________________   Occupation:  ________________________   How long?  ________________

Marital Status:  M    S     D    W                Spouse’s Name (if applicable):  ________________________   

Spouse’s Home Address (if different from above):  ___________________________________________________  

                                                                                                                                   City
               State                        Zip

Spouse’s Email Address:__________________________        Spouse’s Home Phone #: (________)__________-___________   

Spouse’s Cell Phone #: (_______)__________-____________ Spouse’s Work Phone #:  (________)__________-___________

Name(s) and Date(s) of birth of children at home:  ______________________________________________________________

General Dentist:_____________________________   Do you anticipate a move or transfer in the near future?        (    Yes     (   No

Insurance Information  (please print)

Do you have dual insurance coverage?    (    Yes     (   No     (If yes, please fill out both sections)
PRIMARY

Insurance Company: ________________________  Insurance Claims Address:_________________________________________

Insurance Company Phone #:_______________________                          
                                              City                 State             Zip

Subscriber’s Name: ___________________________________  Relationship to patient:___________________________

Subscriber ID#/ SS#: ________________________  Group #:__________________  Subscriber DOB:_______/________/_______

Subscriber Employer:_______________________________

SECONDARY

Insurance Company: ___________________________  Insurance Claims Address:___________________________________

Insurance Company Phone #:______________________                          
                                                  City                 State             Zip

Subscriber’s Name: ___________________________________  Relationship to patient:___________________________

Subscriber ID#/ SS#: ________________________  Group #:__________________  Subscriber DOB:_______/________/_______

Subscriber Employer:______________________________
Emergency Contact  (please print)

Name of nearest relative not living with you:  ___________________________  Relationship:  _________________

Address/ Phone:  _____________________________________________________

Medical History

Are you in good health? _________________________________________________________________________

At present, are you under medical care? ____________________________________________________________

Do you have, or have you ever been treated for any of the following?  (Please check all that apply)

	Anemia
	( Yes
	( No
	          Rheumatic Fever
	( Yes
	( No

	Arthritis or joint disease
	( Yes
	( No
	          Tuberculosis
	( Yes
	( No

	Asthma
	( Yes
	( No
	          Venereal disease
	( Yes
	( No

	Bone Disorders
	( Yes
	( No
	          Herpes II, HIV, etc
	( Yes
	( No

	Cancer
	( Yes
	( No
	          Prosthetic implants
	( Yes
	( No

	Dizziness
	( Yes
	( No
	Endocrine Problems
	 
	 

	Epilepsy
	( Yes
	( No
	          Thyroid
	( Yes
	( No

	Fainting
	( Yes
	( No
	          Diabetes
	( Yes
	( No

	Head and/or neck pain
	( Yes
	( No
	          Other 
	( Yes
	( No

	Heart Disease
	( Yes
	( No
	Drug Sensitivities
	 
	 

	Kidney Involvement
	( Yes
	( No
	          Novocain
	( Yes
	( No

	Liver Disease
	( Yes
	( No
	          Penicillin
	( Yes
	( No

	Nervousness
	( Yes
	( No
	          Aspirin
	( Yes
	( No

	Prolonged bleeding
	( Yes
	( No
	          Codeine
	( Yes
	( No

	Respiratory disorders
	( Yes
	( No
	          Other
	( Yes
	( No


Do you have any other diseases we should be aware of?  __________________________________________________

List any drugs or medications now being taken and list reasons:  _____________________________________________

List any drug allergies or sensitivities: ___________________________________________________________________

Has anyone in your family had diabetes?  _______________________________________________________________

Women:  Are you pregnant?   ( Yes     ( No

Dental History

Date of Last Visit to the Dentist: _______________________   Reason: _______________________________________

Are you missing any permanent teeth?  ……………………………………………………………………………….
( Yes     ( No

Have you ever had? 


Orthodontic treatment? ………………………………………………………………………………………...
( Yes     ( No


Oral surgery?…………………………………………………………………………………………………….
( Yes     ( No


Periodontal treatment?………………………………………………………………………………………….
( Yes     ( No


Your teeth ground or bite adjusted (equilibration)?…………………………………………………………..
( Yes     ( No


Worn a bite plate or other appliance?…………………………………………………………………………
( Yes     ( No

Problems of the Jaw


Have you ever experienced:


Clicking of the jaw?……………………………………………………………………………………………. 
( Yes     ( No


Pain (joint, ear, side of face)?…………………………………………………………………………………
( Yes     ( No


Difficulty in opening and closing?…………………………………………………………………………….

( Yes     ( No


Difficulty in chewing?…………………………………………………………………………………………..

( Yes     ( No

Habits



Do you:  


Bite your fingernails?…………………………………………………………………………………………..
.
( Yes     ( No


Clench or grind your teeth while awake or asleep?…………………………………………………………
( Yes     ( No


Bite your lips or cheeks regularly?…………………………………………………………………………….
( Yes     ( No


Hold foreign objects with your teeth? (such as pens, pencils, etc) ……………………………………….
( Yes     ( No

Do you have headaches?        ( Yes     ( No
Frequency _________________
Location  ___________________________

Chief Concern (Specifically, why are you here today?):  ______________________________________________________________
___________________________________________________

________________

                Patient / Responsible Party Signature


                      
         Date







