Practice Name
Dentist Name




Name: Last___________________________First_____________________________Middle______________________
Address: ________________________________ City & State______________________________Zip_______________
Phone: Home__________________________Work______________________Cell______________________________
Social Security #________________________Date of Birth__________________ Sex:   M or F other_______________
Email: ______________________________________   Status:  Single / Married / Divorced / Widowed
Best way to contact you: Email/Home/Cell/Work             Is it okay to leave voice mail on #’s provided?  Y / N
If Child, Parent’s or Legal Guardian’s Name_____________________________________________________________
Persons Responsible for this account _____________________________________________D.O.B.________________
Social Security # (if different from above) _____________________ Relationship to Patient: ______________________
In case of emergency who should we notify? __________________________________Phone_____________________
How did you hear about our office? Mailer / Website / Referral from friend/family (name)________________________
HEALTH HISTORY
Name of your Physician__________________________Phone__________________Date of last physical_____________
Please check any of the following that apply:
	Heart
	Blood
	Respiratory
	Intestinal
	Bone/Joint
	Other

	__Chest pain
__Shortness of breath
__High Blood pressure
__Low Blood pressure
__Congenital Heart       disease
__Heart murmur
__Heart valve problem
__Heart Medication
__Rheumatic Fever
__Pacemaker
__Artificial Heart
__Heart attack
	__Easy Bruising
__Frequent nose bleeds
__Abnormal bleeding
__Anemia
__HIV/AIDS
__Hepatitis
__Diabetes
     Type I
     Type II
__Anticoagulants
List:________________
__Other:____________
	__Asthma
    List meds__________
__Tuberculosis
__Allergies
     What_____________
___________________
___________________
___________________
__Skin rash
__Sinus Problems
	__Liver Disease
__Ulcers
__Colitis
__Weight Gain/Loss
__Constipation
__Jaundice
__Kidney disease
__Other:
	__Joint replacement
     DATE:___________
__Arthritis
__Bisphosphonates/ osteoporosis/bone meds
     ORAL/ IV (circle)
    Med:_____________
    Date:_____________
__Back/Neck pain
__Pins/Metal rods

	__Stroke
__PTSD
__ADD/ADHD
__Seizure/Epilepsy
__Fainting
__Lightheaded
__Glaucoma
__Depression
__Thyroid Disease
__Cancer
Type:_______________
Radiation Y  /  N
__ Contraceptive use
__ Medical Weight Loss Medication



Please list all Prescription medications___________________________________________________________________
Please list all Over the counter/Herbal supplements_______________________________________________________
Any allergies to medications /LATEX?   YES / NO If yes, please list with reaction ________________________________  _________________________________________________________________________________________________
Do you use tobacco? YES / NO If YES, what kind? __________________________________________________________
Do you use Marijuana or other recreational drugs YES / NO 
LIST ANY OTHER MEDICAL CONCERNS NOT LISTED ABOVE: __________________________________________________
WOMEN ONLY
Is there a possibility you could be pregnant? Y / N   If yes, how many weeks? ________
Are you nursing Y/N
Do you use oral contraceptives Y / N list______________________________________
DENTAL HISTORY & SMILE GOALS
What qualities are you looking for in a dental home? _______________________________________________________
Are you happy with the appearance of your teeth Y/N______________________________________________________
Are you happy with the functioning of your teeth? Y/N_____________________________________________________
What are your long-term goals for your SMILE? __________________________________________________________
Reservation Agreement
You are such an important part of our family and it deeply saddens us when you miss or cancel an appointment at the last second. So that we may try to serve others, all we ask is for a 48- hour advanced notice (or Thursday if your appointment is on a Monday). Our last-minute cancellation/ no show fee is $75/hour that you were scheduled.  We understand life gets busy sometimes, which is why you can contact us through any of these methods:
Email:						       Call or Text 
I have read and agree to the above reservation statement. 					Initial: __________
General Consent/Dental Benefit & Insurance release
The information I have given today is correct to the best of my knowledge. 			Initial: ___________	
I have been advised of the HIPAA Privacy protection by this office. 				Initial: ___________
I will hereby advise the office of any and all medical changes (including medications) at each appointment. 														Initial: ___________
I understand that payment is due at the time of service and my dental benefits will be reimbursed to me directly. I authorize _______________Dental Group to submit necessary documentation to my dental insurance company for processing my dental claims and repayment directly to me. 					 Initial: ___________
I am financially responsible for all charges, regardless of my insurance coverage. I also realize that it is my responsibility to be familiar with my insurance policy. Payment is due AT TIME OF SERVICE in full. In accordance with the Federal Truth-In-Lending-Act, I realize that any balance over 60 days may be subject to a billing charge of $5 or 21%APR. I understand my insurance will reimburse me directly.						Initial: ____________
IF I REFUSE TO PROVIDE MY SOCIAL SECURITY NUMBER, I understand this could delay my reimbursement from my insurance company if they are unable to locate my policy by my member ID.			 Initials: ____________
General Consent: I grant authority to the dentists and auxiliaries in charge of the care of the patient whose name appears on this form to perform dental and surgical procedures and treatments, including the administration of medicines and local anesthetics, that are deemed necessary and advisable for me as the patient. Patient and or legal guardian/parent will be informed before any treatment is performed. 				Initials: _____________
I hereby certify the above to be true and correct to the best of my knowledge.
Authorized Signature______________________________________________Date______________________________
