General Information 








Date____________________________
Patient’s Name______________________________________Date of Birth___________________
Patient’s Employer______________________________SS#________________________________
Marital Status:________Gender, circle one: M    F  Spouse’s Name_________________________
Mailing Address__________________________City_____________State________Zip__________
Home Phone________________Cell phone____________________Work_____________________
Your E-Mail_____________________Physician’s Name_________________Phone#____________
Dental Insurance Information 

Insurance Co. name__________________________Phone #________________________________
Address of Ins. Co._________________________Group#__________________________________
Name of insured if diff. from pt.___________________Insured Employer____________________
SS# of insured_____________________DOB of insured___________________________________
Health Questionnaire(all information is confidential)

If you have EVER HAD or PRESENTLY HAVE any of the following please circle. 

Hemophilia



Anemia


Ulcers 



Radiation or Chemotherapy 
Anorexia/Bulemia

Diabetes 
Sexually Transmitted Disease
AIDS or HIV


Emphysema
Sinus problems


Asthma 


Epilepsy 

Stroke




Allergies/Hives

Fever Blisters 
Tuberculosis



Alcohol/Drug Addiction
Hepatitis (A 



TMJ disorder



Arthritis 


B or C) 
High Blood Pressure 

Blood Transfusion

Bruise Easily 
Rheumatic Fever 


Bronchitis 
Special Concerns 
Coronary Disease 


Pacemaker 


Heart Attack
Artificial Heart Valves

History of infective 

Congenital Heart condition

Cardiac transplant 


endocarditis 


Artificial Joints 

Recent surgery (last 2 years) please explain____________________________________________
Do you have any condition or disease not listed? Y or N__________________________________
If yes to anything under special concerns, have you been told you need to be PREMEDICATED WITH ANTIBIOTICS BEFORE DENTAL PROCEDURES:Y OR N 

If so, list any antibiotics you might be allergic to or can’t take: _____________________________

Who may we thank for referring you?__________________________________________________
PAYMENT IS EXPECTED AT THE TIME OF THE VISIT: CIRCLE METHOD OF PAYMENT:

CASH 

CHECK 

CREDIT CARD
Has there been any change in your general health within the past year?   Y or N 
What medications are you currently taking?____________________________________________

Are you allergic to any medications or latex, if so please list:_______________________________

Do you take blood thinning medicine, like Coumadin, Plavix or daily aspirin? (please list)_______________________________________________________________________________

Do you currently or have taken in the past: Bisphosphonates such as: Fosamax, Boniva, Actonel Aredia IV or Zometa IV : Y or N: (please list)___________________________________________

WOMEN : ARE YOU PREGNANT: Y or N. If yes , due date________ Are you taking Birth control pills? Y or N 
Please describe any other medical information you feel we should know:_____________________

DENTAL QUESTIONNAIRE 

Is there anything you would like to change about your smile?______________________________

Has it been over a year since your last check-up & cleaning? Y or N   How long?______________
Are you in pain or discomfort at this time?  Y or N (if yes please explain)____________________

Do you use any form of tobacco? Y or N (if yes please explain) _____________________________

Do your gums bleed while brushing or flossing? Y or N 

Have you ever been told you have periodontal or gum disease? Y or N 

Have you ever had perio surgery or gum treatment? Y or N 

Do you grind or clinch your teeth? Y or N 

Does your jaw pop, click, lock open or cause pain? Y or N Which one?______________________
Do you wear any removable dental appliance such as partials, retainers, or dentures? Y or N (which one)________________________________________________________________________
Please describe any other dental information you feel we should know. __________________________________________________________________________________

This information is correct to the best of my knowledge. (please sign) _______________________

