WELCOME

We are pleased to welcome you and/or your child to our practice. Please take a few minutes to fill out this form as
completely as you can. 1f you have any questions, we'll be glad to help you. We look forward to working with

you in maintaining your dental health.

PATIENT INFORMATION

SS# Date P
Patient Name — Birthdate Home Phone
Address City State. Zip__
Sex:

Q  Male Q Married 0 Widowed Q  Single

QO Female Q Separated 0 Divorced Q  Minor
Employer/School e __Employer Phone =
Employer Address City State 7Zp_
Spouse or Parent’s Name i Birthdate SS#
Spouse or Parent’s Employer Work Phone
Person to contact in case of emergency Phone

Who is responsible for this account (not insurance company)

INSURANCE INFORMATION

Payvment is due at the time services are rendered including all co-pavments and deductibles.

Name of Insured
Relationship

Is patient covered by secondary insurance?
Name of Insured

Birthdate SSi Relationship
Employer Birthdate SS#
Address Employer
Insurance Company Address h
Group# Work # = Insurance Company
Group # Work #

Reasons for today’s visit
Former Dentist

DENTAL HISTORY

Date of last dental care
Date of last X-rays.

Address_

Phone Number

Please check if you have had any of the following:

Q Bad breath QO Sensitivity to hot O Clicking or popping jaw
a  Bleeding gums O Sensitivity to sweets Q  Food collection between teeth
d teeth Q  Sensitivity when biting 2 Tumors/Sores or growths in mouth/head
Q  Periodontal treatment O  Loose teeth 9 Jaw pain or tenderness
3 Sensitivity to cold O Broken fillings a  Gums swollen or tender
Physician Name Date of last visit
Phone Number Pharmacy B Pharmacy Phone
Have you had any serious illness or operations?  [f yes, describe ~
Have you ever had a blood transfusion? If yes, list dates







