
Patient Information

Patient Name: _________________________________________________________ Date:
_____________________
                                  Last                                                         First                                               MI

                     [image: image1.wmf] Male   [image: image2.wmf] Female    [image: image3.wmf] Married   [image: image4.wmf] Single                                            Pharmacy:________​​​​_________
Birth Date: ________________ Social Security #: ____________________ Driver’s License #:____________________
Phone (Home)______________________(Work)_____________________ Ext:______(Mobile)___________________
Address:
________________________________________________________________________________________

                            Street                                                                                                                                     Apartment #

  
________________________________________________________________________________________
                            City                                                                                  State                                                 Zip Code

Email Address____________________​​​​_______________________________Can we contact you by:  [image: image5.wmf] Text   [image: image6.wmf] E-Mail      

Name and Phone Number of a Relative Not Living with you:_________________________________________________

Health Information
Have you ever had any of the following?  Please check those that apply:

	[image: image7.wmf] AIDS

	[image: image8.wmf] Allergies __________

	                  __________
· Codeine Allergy

· Penicillin Allergy

· Keflex Allergy

· Vicodin Allergy



	[image: image9.wmf] Anemia  

	[image: image10.wmf] Arthritis

	[image: image11.wmf] Artificial Joints
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	[image: image13.wmf] Blood Disease
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	[image: image17.wmf] Epilepsy

	[image: image18.wmf] Excessive Bleeding
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	[image: image25.wmf] Heart Murmur

	[image: image26.wmf] Hepatitis

	[image: image27.wmf] High Blood Pressure
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	[image: image29.wmf] Kidney Disease

	[image: image30.wmf] Liver Disease

	[image: image31.wmf] Mental Disorders

	[image: image32.wmf] Nervous Disorders

	[image: image33.wmf] Pacemaker

	[image: image34.wmf] Mitral-Valve

	           Prolapse

	[image: image35.wmf] Radiation Treatment

	[image: image36.wmf] Respiratory Problems

	[image: image37.wmf] Rheumatic Fever

	

	[image: image38.wmf] Sinus Problems

	[image: image39.wmf] Stomach Problems

	[image: image40.wmf] Stroke
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	OTHER PROBLEMS

	     DR SHOULD KNOW

	[image: image43.wmf] _______________

	

	Are you currently

	    Pregnant? _______


☻Have you ever had any complications following dental treatment?                                                                 [image: image44.wmf] Yes  [image: image45.wmf] No

     If yes, please explain:_____________________________________________________________________________

☻Name and number of Physician:____________________________________________________________________
☻Do you have any health problems that need further clarification?                                                                   [image: image46.wmf] Yes  [image: image47.wmf] No

If yes, please explain:_____________________________________________________________________________ 

☻ Do you take aspirin or blood thinners on a daily basis?                                                                                  [image: image48.wmf] Yes  [image: image49.wmf] No
     If yes, name of medication:​​​​​​​​​​​​​​​​​​​​_________________________________________________________________________     
☻Please list medications you are currently taking: ________________________________________________________
                                 _______________________________________________________________________________________________________________________
For patients/guarantors that DO NOT carry dental insurance, payment is expected in full at the time of the visit.  For patients/guarantors that DO carry dental insurance, we will help prepare the insurance forms, assist in making collections from insurance companies, and will credit any such collections to the patient's account.  The patient understands that all dental services furnished can be charged directly to the INSURANCE COMPANY, but the patient is responsible for payment of all dental services NOT COVERED by the insurance company.  This dental office cannot render services on the assumption that all charges will be paid by an insurance company.  
We accept cash, check, and credit cards.  Financing is available through CareCredit.  I grant my permission to telephone me at home or at my work to discuss matters related to this form. I have read and agree to their content.

                                         Signature____________________________________________
                                  (patient, parent or guardian and/or guarantor of payment/ responsible party)
I acknowledge I have seen a copy of the HIPPA POLICY.  A copy will be provided if requested

                                         Signature____________________________________________

Spouse or Responsible Party Information
The following is for:   [image: image50.wmf] the patient's spouse    [image: image51.wmf] the person responsible for payment

Name:_________________________________________ Driver’s License #:____________________________

Social Security #: ________________________________ Birth Date: __________________________________
Phone (Home): ________________ (Work): ________________ Ext: _____ (Mobile): _____________________
Address: 
__________________________________________________________________________________
                Street                                                                                                          Apartment #


__________________________________________________________________________________
                City                                                    State                                                 Zip Code

 Employment Information
The following is for:   [image: image52.wmf] the patient                    [image: image53.wmf] the person responsible for payment

Employer Name: _______________________________________ Employer Phone: ______________________

Occupation: ________________________________________________________________________________
Dental Insurance Information
PRIMARY DENTAL INSURANCE

Name of Policy Holder: ___________________________________________ Is policy holder a patient?  [image: image54.wmf] Yes   [image: image55.wmf] No
                                                           Last                                                          First                                                     MI

Policy Holder’s Birth Date: _________________ ID #: _____________________ Group #:

Policy Holder’s Employer: _____________________________________________________________________
Patient's relationship to insured:  [image: image56.wmf] Self   [image: image57.wmf] Spouse   [image: image58.wmf] Child   [image: image59.wmf] Other_________________________________
Insurance Policy Name:________________________________ Insurance Policy Phone #: _________________

I authorize release of information related to any claims and payment of benefits to the dental office:

Signature________________________________________________________Date:______________________
____________________________________________________
SECONDARY DENTAL INSURANCE
Insurance Policy Name:________________________________ Insurance Policy Phone #: _________________


I authorize release of information related to any claims and payment of benefits to the dental office:
Signature_________________________________________________________Date:______________________
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