
                   

 

 

About You 

Today’s Date:                                                     Single       Married      Partnered       Separated       Divorced       Widowed 

Name:                                                                                                                 M      F    Birthdate:            /           /       __     Age:    __          SS#:                                                    x 
                     Last                                                      First                                                   MI 

Home Address:                                                                                                                                                                                                                                                                           x 
                                                                                                                                                                                    CITY                                                                  STATE                                           ZIP 

Home #: (                )                                    Cell #: (                )                                    Work #: (                )                              _       DL#:                                                                            x 

E-mail Address:                                                 __                              __       When are the best times to reach you?                                                                                                      x 

Whom may we thank for referring you?                                                              Other family members seen by us:                                                                                                   x 

Employer:                                                        __                          How long there?                                               Occupation:                                                                                          x 

Employer’s Address:                                                                                                                                                                                                                                                                  x 
                                                                                                                                                                                    CITY                                                                  STATE                                           ZIP 

  

In the event of an emergency, whom should we contact? 

His/Her Name:                                                                                                 Relation:                                                               Home or Cell #: (                )                               ___      x 

 

 

Spouse Information 

His/Her Name:                                                                                                                                                                                  Birthdate:            /           /       _____      x 
                                        Last                                                                   First                                                                         MI 

Employer:                                                                                        _                              Cell #: (                )                                       x 

 

 

Person responsible for account, if other than yourself 

His/Her Name:                                                                                                                Relation:                                                                     SS #:                                                               x 

Employer:                                                                                            _                          Cell #: (                )                                       DL#:                                                                              x 

Home #: (                )                                     Billing Address:                                                                                                                                                                                                    x 
                                                                                                                                                                                                     CITY                                                    STATE                          ZIP 

 

 

Dental Insurance Information 

Insured’s Name:                                                 _                                   Relation:                                   Birthdate:            /           /             ID#:                                                               x 

Insured’s Employer:                                     Employer’s Address:                                                                                                                                                                                         x 
                                                                                                                                                                                    CITY                                                                  STATE                                           ZIP 

Insurance Co. Name:                                                          Ins. Co. Ph #: (                )                                      Group # (Plan, Local, or Policy):                                                              x                                                                                                                                                                                     

Do you have any additional insurance?   Yes      No   If yes, please complete the following: 

Insured’s Name:                                                                                    Relation:                                     Birthdate:            /           /             ID#:                                                               x 

Insured’s Employer:                                     Employer’s Address:                                                                                                                                                                                         x 
                                                                                                                                                                                    CITY                                                                  STATE                                           ZIP 

Insurance Co. Name:                                                          Ins. Co. Ph #: (                )                                      Group # (Plan, Local, or Policy):                                                              x 

                                                                                                                                                                                 
 

 

Preferred Pharmacy Information 

Pharmacy Name:                                                                                              ________________________                           Phone #: (        __        )                               _________  
 
Pharmacy Address:                                                                                                                                                                                                                                                                  __ 
                                                                                                                                                                                    CITY                                                                  STATE                                           ZIP 

 

Please fill out this form completely, it is important for your care. 
 



Patient Dental History 

 
 

What is the reason for your dental visit today?                                                                                                                                                                                                                   x 

Name of Previous Dentist and Location:  _____________________________________________________________________________________________________                                                                                                                                             

Date of Last Exam:  _________________________________________            Date of Last Dental X-Rays: ________________________________________                                     

Are you currently experiencing pain or discomfort?         Yes      No If yes, where?                                                                                                               x 

Are your teeth sensitive to hot or cold foods/liquids?   Yes      No  

Are your teeth sensitive to sweet or sour foods/liquids?  Yes      No 

Do you have any sores, ulcers or lumps in or near your mouth?  Yes      No 

Do you require antibiotics before dental treatment?   Yes      No If yes, for what condition?                                                                                         x 

Do you ever experience dry mouth?    Yes      No If yes, when?                                                                                                                 x 

Have you had any problems with previous dental treatment?  Yes      No If yes, what was the problem? _____________________________________                                                                                                                                         

Have you had any head, neck, or jaw injuries?   Yes      No  

Have you ever experienced any of the following problems in your jaw? 

 Clicking      Yes      No 

 Pain      Yes      No 

 Difficulty in opening or closing    Yes      No 

 Difficulty in chewing     Yes      No 

Do you have frequent headaches?    Yes      No 

Do you clench or grind your teeth?    Yes      No 

Have you had any orthodontic treatment?    Yes      No 

Do your gums bleed when brushing or flossing?   Yes      No 

Have you ever been told you have periodontal disease?  Yes      No 

Do you have any mobility in your teeth?    Yes      No 

Have you ever received oral hygiene instructions?   Yes      No 

Do you brush your teeth daily?     Yes      No   

Do you floss your teeth daily?     Yes      No 

Type of bristles on toothbrush:                  Hard           Medium           Soft 

Do you use anything in addition to a toothbrush and floss?    Yes      No If yes, what?                                                                                                                  x 

Do you wear dentures or partials?    Yes      No If yes, date of placement?                                                                                          x 

Would you like whiter teeth?     Yes      No 

Are you happy with the way your smile looks?   Yes      No 

 If not, what would you change?                                                                                                                                                                                                                          x 

 

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my 
(or patient’s) health.  It is my responsibility to inform the dental office of any changes in medical status. 

 

SIGNATURE OF PATIENT, PARENT, OR GUARDIAN                                                                                                                                     DATE                                                               x 
 
 
 

 

Doctor’s Comments:                                                                                                                                                                                                                                                                   x 

                                                                                                                                                                                                                                                                                                       x 

                                                                                                                                                                                                                                                                                                      x 

                                                                                                                                                                                                                                                                                                      x 

______________________________________________________________________________________________________________________________________  
x 
 

 



Patient Medical Health History 

Are you now under the care of a physician?          Y      N 

Physician:                             __________     ___    Office Phone #: (             )                                      Date of Last Exam: __________________________ 

Are you in good health?          Y     N 

Are you currently undergoing any medical treatments?          Y    N If YES, please explain:      _________________________ 

                                                                                                                 ___________________________________________________________________ 

Are you currently taking any medications, pills, or drugs?     Y    N If YES, please list each medication & reason for taking:                                                                                                                                                                                                                                                                                                                                                                 

_______________________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                         

_______________________________________________________________________________________________________________________ 

Are you taking any BLOOD THINNERS (such as Coumadin, Warfarin, Xarelto, Pradaxa, Plavix, Heparin, Aspirin)?                                Y          N 

Do you take or have you ever taken any BIPHOSPHONATES or any medication to treat OSTEOPOROSIS or Paget’s Disease?       Y          N 
Some commonly prescribed drugs include: Alendronate (Fosamax), Risedronate (Actonel), Ibandronate (Boniva), Zolendronate (Reclast), Denosumab (Prolia) 

 
Do you take or are you scheduled to take any IV MEDICATION?             Y          N 
Possible treatment for bone pain, hypercalcemia, skeletal complications from Paget’s disease, multiple myeloma or metastatic cancer  
 
Do you take or have you ever taken Phen-Fen or Redux?                    Y          N 
 
Has a physician or dentist recommended that you take antibiotics before having dental work done?          Y          N       

If YES, for what condition? :____________________________________________________ 

 

Have you ever been hospitalized or had a major operation?  Y   N  If YES, please explain:   ___________________________ 

______                                                                                                                                                                          ___________________________________x 

 

Have you had an orthopedic joint replacement?      Y   N  If YES,  please explain: ___________________________ 

______________________________________________________________________________________________________________________   

                                                                                                                 

Have you ever had a serious head or neck injury?   Y   N  If YES, please explain:  ___________________________ 

                                                                                                             _________________________________________________________________       x 

 
Do you use any tobacco or marijuana products     Y   N  If YES, please explain:  ___________________________ 
(vaping, smoking, snuff, bidis, etc) ?       
               
Do you drink alcoholic beverages?     Y   N  If YES, how many drinks per week:  _________________ 

 

Do you use any controlled substances (drugs)?    Y   N  If YES, please explain:  ___________________________ 

 

WOMEN:  Are you pregnant/trying to get pregnant?     Y   N    
   If pregnant, Week #:                      Taking oral contraceptives?   Y   N             Nursing?       Y   N 
 
Are you ALLERGIC to any of the following? 
         NO ALLERGIES              
         Aspirin            Penicillin               Codeine         Local Anesthetics            Acrylic             Metals              Latex                 Sulfa drugs 
         Other :    _____________________________               

     If yes, please explain:                                                                                                                                                                                                                     x 

 



Psychiatric Care 

Radiation Treatment 

Recent Weight Loss 

Recurrent Infection 

Renal Dialysis 

Rheumatic Fever 

Rheumatism 

SexuallyTransmittedDisease 

Shingles 

Sickle Cell Disease 

Sinus Trouble 

Sleep Disorder 

Spina Bifida 

Stomach/Intestinal Disease 

Stroke 

Thyroid Problems 

Tonsilitis 

Tuberculosis 

Tumors or Growths 

Ulcers 

 

 

Y  N 

Y  N       

Y  N       

Y N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N 

       

       

Chronic Pain 

Congenital Heart Disorder 

Congestive Heart Failure 

Cortisone Medication 

Damaged Heart Valves 

Diabetes 

Drug Addiction 

Emphysema 

Epilepsy or Seizures 

Fainting Spells/Dizziness 

Fibromyalgia 

Frequent Cough 

Frequent Headaches 

G.E. Reflux / Heartburn 

Glaucoma 

Hay Fever 

Heart Attack/Failure 

Heart Murmur 

Heart Pacemaker 

Heart Trouble/Disease 

 

Y  N 

Y  N       

Y  N       

Y N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N 

Y  N       

       

       

ADD / ADHD 

AIDS/HIV Positive 

Alzheimer’s Disease 

Anemia 

Angina 

Anxiety 

Arteriosclerosis 

Arthritis/Gout 

Artificial Heart Valve 

Asthma  

Autoimmune Disease 

Blood Disease 

Blood Transfusion 

Breathing Problems 

Bronchitis 

Bruise Easily 

Cancer 

Cardiovascular Disease 

Chemotherapy 

Chest Pains 

 

Y  N 

Y  N       

Y  N       

Y N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N 

Y  N    

       

       

       

Hemophilia 

Hepatitis A 

Hepatitis B or C 

Herpes 

High Blood Pressure 

High Cholesterol 

Hives or Rash 

Hypoglycemia 

Irregular Heartbeat 

Kidney Problems 

Leukemia 

Low Blood Pressure 

Lung Disease 

Lupus 

Mental Health Disorders 

Mitral Valve Prolapse 

Neurological Disorders 

Osteoporosis 

Parathyroid Disease 

Y  N 

Y  N       

Y  N       

Y N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N       

Y  N 

       

       

  

 

 

Do you have, or have you had, any of the following? Please individually select Y or N 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

If you answered YES to any of the above, please explain:   ______________________________________________________________________ 

______________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________ 

 

Have you ever had any serious illness or condition not listed above?          Y   N   If YES, please explain:  _____________________________                                                                                                                      

________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________ 

 

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous to my (or patient’s) health.  It 
is my responsibility to inform the dental office of any changes in medical status. I will not hold my dentist or any other member of his/her staff responsible for any action they take or do not 
take because of errors or omissions that I may have made in the completion of this form. 

 

SIGNATURE OF PATIENT, PARENT, OR GUARDIAN                                                                                                        DATE   _________________________                                                          
 
 

 

Doctor’s Comments:                                                                                                                                                                                                                                                                   

x 

                                                                                                                                                                                                                                                                                                       x 

                                                                                                                                                                                                                                                                                                      x 

                                                                                                                                                                                                                                                                                                      x 

______________________________________________________________________________________________________________________________________  

 

Initial: 

License #: 

Office Use Only 
BASELINE BP: 








