
Welcome 

We are pleased to welcome yOll to our pmctice. Please tak<: ;l few Illinufe;:s to fill oU[ 
this form <i'-; completely as you can. If you haye questions we 'U be glad to help rOll. 

\We look forward to working with rou in maintaining rour dental hcahh. 

N"'''__ __-,;;==____ -;;;;=;;;-_____= :;;-_ _ Soc. Sec. f _ _ ______ ___ 
WI ,\ '(/nI~ l i"r-sl ,\tlme ftrll ial 

Adu~_____ _________ _ ______ _ _______________ 

Qty _ _____________ SU!e ___ i'jl' _____ HomePhon"___ _ _____ _ _ _ 

Cell room.' Email ___ _ _ _ ____ ___ _________ ___ 

Sex O M OF I\g(' _____ _ Bil1bdatr _ _ _ _ ___ OSingle o Manioo OWidowl'(] O ,wllar:ued o Dil'Orced 


Patient Employed by _______ _________________ Occupatioo _ _ ___________ _ 


Ousi n c:t~ Address Buslnl'SS l'hol1c___________ _ _ 
Busin l.'S:l lilllail __________________ ________ ___________ ______ 

Whom Dl:t)' we lhank for refcrrill): )on! ___________ _ _ _ ____________ __________ 

NoIil'y in C".I.'>C of C01C rgCrIq' _ ________ _ _ ____ lIome "hone ______ _ _ ______ _____ _ _ 

C.clll'honc FSusin~ Phone ___ _________________ 

Em:tll ____ ________ ________ ___________________ ___ 

I'nmary Im.-ur:tlll-"C 

('coon K\!SjlOlisiblc f()f Acwunt 
lasJ .\ami' f irffMllII1! {I, lIiIIJ 

RcI:uion 10 P:U iCIi I llil1ht!.all' 501:. Sec. 1/ 

Addr~~s (if differem from p:lIicnl) HOnlc I'IHII1(, 

Cill' Stile Zip 

Cdl Pllanl' Email 

I't'f:iOlI RtS)x)Ilsihlc Em]l]o)\:d by Occupatiull 

lIusint"SS Audrl'Ss llusin('SS Phollc 

lIusin~'S Em:lil 

In ,ur,lIIce Company Phone 

Insurauce I:mail 

c.ontract II Grnup ~ SullSCriber , 

Name or olhfr dependenl, under !his pi:1I1 

,Wdllionalln'iUranCl' 

Is patienl cOl'ered hy additional lll ,lI,.mW 0 r~ 0 No 
___ _ _ _ _____ Relation 10 I·J~I'111 _____ _______ J3Jrtll1.l;t", ___ _ _ ___ _Sub:;cri ber Name 


Adu/'e))i (if dilTerent from p:llienl) ___ _______ ______'
_ SOC, Sec. ,,_________________ 

a.,_______________ St.1IC _ _ _ 7jp _____ Uomt Phnnc _ ___ ________ _ 

(".I'll Phone Em:til _________ ______ _ 

Subscriber Employed by BIl~ines> phorle _____ _ _______ 

Bu~lness r,mail _ _ _______ _____ ________ _ _ ______ _ _ _ ___ _ ______ 

lnsnraoceCOmp'dny _ _ _ ___ _ _ _ ______ _ _ ____ _ __ 1'\,,,,, ____ ___ _______ _ 
Insur:tOCeFJn:ti1 _ ___ ________ _____________ _ ______________ _ _ 

COlllf'3Cl~ __________ _ __ Group , ___ ___ ___ SUbscribcr ' _____ ___ ____ _ 

Name of other dependcl\Is under this plan ____________ _ _ _ ________ _ ___ _ _ _ _ ___ _ 

Please compJett bolh Si~, 

http:lll,lI,.mW


Denial Ihstory 

'.l;'hal wowd yOIl like us 10 do lodal'?'_ _____ _ _ ______ Are)oo in denl:ll discomfort lod:.ir?_______ ____ _ 

~ ~fom\erDrnti ___________ ___ _ _ _ .~ ______ ___ ______ _ _ ______ _ ______ 

Denli s("~ I:mail POOne _ _ ______ _ _ ________ _______ _ ___ 

)):UI! 01 1:1$1 deolal care _ _ ________ ____ !}lIe or las! l -rJj"S _____ _____ ___ ________ 

Chrck ( ./ ) yes or 00 ir }'Ou have had problems lIi th allY of the (oUolling: 

Oro NBad hr('l\h 0 r 0 ,'i rood roIlt'l:uon tk"tWt'ClllCtIh o Y:I NPeriodonllli WJlmCl1t o yON Sensitility 10 sweets 


o \' 0 NBleeding gums 0 \' 0/1 Grinding or dmchlngle«h o Y :J NSen5ilili~ 10 cold o ,. 0 N ~ensitili!y when biting 

oro NCIlcklIlg or J)O pp ill~ jaw 0 Y 0 ~' [,Q05e lee!h or broke!! fillings a r :J NScnsililily 10 hot o VON Sor~ Of gn)"lVlhs ill mouth 

I [011' orten do you bnlsh?________ _ _ ______ _ _ _ _ floss? _ __________ _________ _ _ 

[[ Oil" do }'Oll f('C\ abl)\Itthe alll)(':Jf:tnCe of your leeh? _________ _ ______ _ ________________ _ __ 

Have \"(IU Clcr ~x[J eri{"nced all adwTSC rc~cljon during or in conlunctlon lIIith a metl ic:u or demal procedurel 0 r a ~ 


OIhl'r informatiOn about your dl'f)la1 health or prt'YiOIlS Irt'"JlmCm _______________ _ _ _________ ____ _ 


;\h:di<:.t1 Hbtory 

Pll)'Sidan·s n:Htlc _________________________ Phone __________________ _ 

Dme of las! \isj( __________ __ llall' you hlld any serious iIInes.o;es or o(X'r:u.ions? Q Y 0 ~ 


If j\-:;, ____________________________________________
tll~ri he 

Alc )'OU l:tlfrenll)· under ph)");ici :1II Clre 0 Y ON lr )"l'~, Ut'SClibe ______________________________ 


H:11It) ~I)II ever h:td a blood Ir: Ulsfushm? ':I Y .J ~ [f ~\'S. gi\·e approxim.1lc d:Ut':S _________________________ 


lIaw )(lU l '\\'1" lakCJ1 fcn- I'ht n/J.k~l u x? 0 y 0 ~ 


WUIllt:n: I\n.' yuu prl'gll<l nl? O r ON lI ur,;illj:? Or O N T:lkinJ; birth control piJJ~? or ON 


Check ( ./ ) )"~ or no IIhl'ther you have hau an)' of Ihe follolli ng: 

OV as 
Or O il' 

AI Us/II/y I'%iliw 
,\n;,ph~· I :L\is 

Or Oil 
O r :u. 

CouW!. pc~i"wnl 

CoU~1 up 111000 

DV08 
O r':l ~ 

J :I\I paln 
tJdnev dls<.".lSt: (If 

0 \' ":)1' 

O r ON 
Sh ingJC5 
S!II ~rtn\~ of breadl 

Or O il' NK.lII~J O r O N 1),~bcll"1> malfuOCtiOll o r O N Skin r:I:Ih 
O Y ON ArthrilL~, R hl~II\1:'lis'n O \' O N Epil..,p.'\)· Or ON [jl"('r dise;~ O V ON Sflll1~ Wild:! 
U r ON 
orO II' 
U r ON 
OV ON 
Ur ON 
0 \' ON 
Or O N 
LJ Y ON 

O r O N 
Or ON 

0 " O N 

Artif,ci;ti heart I",uw.; 
Minda! joln l~ 

A'-'llI m:! 
,\Inplc (~!I ergy prone) 
I):(ck proll[t1l1s 
lIIood di"l."".L'>C 

Cancer 
Olelnlal tleprntl('[J("y 

Chcmotbmlp), 
GreulaIO!)· prollll'ms 

COni wut IrdIJnetlL' 

Or O il' F:1lntlng 
0 \' ON Food alkrgirs 
a \' ON Gbll(1)fl.IJ 
0\' ON 1I('".tti:lt-h<'S 

0\' 0 " 1i t"J.rt ruunnur 
or (H I I Il-~rt problt'ms 
I)(>scrtbi: 

e" ON H(1110p[UUv 
,\bnoml:d b1ffif!ng 

Or O~ III!1lIel' 
o r O N 1Iep:uim: 
OY O N HJgh bJood (l~1I re 

or O N M2It,;:!l allergic'S 
( t:I1 C~. wool. metll. 
ch'1niC2!s) 

or a s Milr.d l"ll... probpse 
Dr as I\l!fIOOS problems 
Or Q;'i P-.l«ml"erl 

He::Irt su.,;e~ 
0\01'0 ~"Chialric C'~re 

Or O~ IbpkI "-ew« g;DJI tr" m 
':Ir ON R:!tll~llon tll"JnnC1U 
U \' ON Respir:l\o~· dUc:tSt" 
0\' ON Rhl:ul1I:uk/Sr:U"lH fe.-er 

o r all' 
O r ON 
o r .I N 

U\· O N 

or O N 
O r ON 
Or O N 
DV O ~ 

Dr ON 

Strokl' 
SurgiCJJ IrIl l' l:!IIt 
S\\ e!!!nll of fl'l'1 
or ~lIkl es 

Th)TOld djjl.'"~ or 
nlalfllnl"lion 
Tubn"to h3bil 
Tonsillitis 
TlIbcITlilosb 
Uker/U)Utis 
vencrC2lcti~ 

Is p"Jllenl cll fT('ntly laking ~ tl)' [I1edi l':lli04I.'? If yes, Ih1 :ill: 00t'S p:1tiertlltn·c drug aIIergiE'S? If ycs, 1i.<,I all: 

AUt.llllrtZal1OJl 

1have revil'w~ lbe iJlfol1D:ltion on this lI u('Slioonairc, lfId i1 is nccur:ue 10 the bc.-51of ru ~ · IrnOIl"Jedgi'. J understand that ibis infrnmalion \\;11 he used by the dent!SI 
10 help determine 3pJIropriaie and he-3.1thful dcnU\ lrrannenl. If there is any cl/:I1lge In m) mcdic:tl Slams, I will infomt tlte dCIlIi~. 

[ authorize tbe Insur;tnCt, cortlp:iny indicated on thiS foml to ply to the dentist 311 jn~llf'lnCe bt'nefilS otherwise payable to me for services rendered. 
I ,lIIlhori7£ Ihe use of Ih i$ signarure on all insllmnc(' suhmi;.s.iollS. 

1 aUlnoriz(' lhe dentist 10 relca..~ aU informalion nt(es~a1)· to secure the paym(111 of bencfi ls. I unders!:UId lhall am fi n~ ncilll!' respoll5ible for:ill cbarges 
wftelher or not paid br insurance. 

Signamre Daie _____ _____ _ _ 

]'-a}'IIlenl is due in full at time of ltf"Jlment. ullle:;:; prior :urangt'tnents hal'!' been l pproved. 

http:h:di<:.t1

