
Patient Information 
Today’s Date:  ___________________ 

 

Patient Name: ________________________________________  Preferred Name:  ____________________ 
 

Patient Address:  ______________________________________   Male   Female 

                

City: ____________ State: _______ Zip Code: ___________         Married      Single      Child      Other   

 
__________________________________________________________________________________________________ 

 
 

Patient Date of Birth:  _____/_____/_____ Patient Social Security #:  _______/_______/_______ 

 
Home #:  (_____) ________________   Work #:  (_____) ________________   Pager/Cell: (_____) _____________ 

 
Email address: ______________________________________________ 

Would you like to receive appointment reminders or online only special offers via email?     YES / NO 

 

____________________________________________________________________________________ 

Are you over the age of 18?  YES / NO                     If Yes, are you a full-time Student? Yes / No 

If you are a full-time student, and have dental insurance benefits, please provide a copy of your school 

schedule for insurance purposes. 

____________________________________________________________________________________ 

 

(To protect your privacy, we do not share this information outside of our company.) 

Patient Employer: __________________________________ Occupation:  __________________________ 

Whom may we thank for referring you to our practice?  ________________________________________ 

In case of an emergency, whom shall we call? 

Name:  ______________________________ Relationship: ___________________ Phone #: _________________ 

 

 

 
Health History 

 

Do you have or have you ever had any of the following?  Please check ALL that apply:

□ NONE  

□ AIDS/HIV 

□ Anemia 

□ Arthritis 

□ Artificial Joints 

□ Asthma 

□ Blood Disease 

□ Breast Implants 

□ Cancer 

□ Diabetes 

□ Dizziness 

□ Epilepsy 

□ Excessive Bleeding 

□ Fainting 

□ Glaucoma 

□ Growths 

□ Hay Fever 

□ Head Injury 

□ Heart Disease 

□ Heart Murmur 

□ Hepatitis _________ 

□ High Blood Pressure 

□ Jaundice 

□ Kidney Disease 

□ Liver Disease 

□ Mental Disorders 

□ Mitral Valve Prolapse 

□ Nervous Disorders 

□ Pacemaker 

□ Radiation Treatment 

□ Respiratory Problems 

□ Rheumatic Fever 

□ Sinus Problems 

□ Stomach Problems 

□ Stroke 

□ Tuberculosis 

□ Tumors 

□ Ulcers 

□ Other: 
_________________ 

 

 

Are you allergic to any of the following?

□ NONE 

□ Sulfa 

□ Codeine 

□ Penicillin 

□ Latex 

□ Erythromycin 

□ Anesthetic 

□ Other  ____________
 

WOMEN: Are you pregnant?   YES           NO If yes, expected due date:       ____/____/____ 



 

Dental History 

Date of Last Dental Visit:  ____________________     Reason for today’s visit:  ____________________________ 

Are you happy with your smile?        YES           NO 
If no, what would you like to achieve?  __________________________________________________________________________ 
 

How often do you brush?  _____________________  How often do you floss?  ________________________ 
 

 

Are you interested in straighter teeth?        YES           NO 

Are you interested in cosmetic dentistry?       YES           NO 

Are you interested in teeth whitening?        YES           NO 

Are you concerned about bad breath?        YES           NO 

Are you interested in learning more about dental implants?     YES           NO 

Do you smoke or use chewing tobacco?        YES           NO 

Do you drink a lot of coffee/tea/soda?        YES           NO 

Do your gums bleed while brushing or flossing?       YES           NO 

Do your gums feel tender or swollen?        YES           NO 

Do you clench or grind your teeth during the day or while sleeping?    YES           NO 

Are you interested in replacing your old amalgam fillings with tooth-colored, non-metal fillings? 

            YES           NO 

 

Have you ever had any complications following dental treatment?         YES           NO 

If yes, please explain:  ___________________________________________________________________________________________ 
 
Have you ever taken Fen-Phen or Redux?     YES           NO 
 

Have you been admitted to a hospital or needed emergency care during the past two years?         YES           NO 

If yes, please explain:  ___________________________________________________________________________________________  
 
Are you now under the care of a physician?          YES           NO 

If yes, please explain:  ___________________________________________________________________________________________ 

Name of Physician:  _________________________________ Phone #:  (_____) __________________ 

Do you have any health problems that need further clarification?          YES           NO 

If yes, please explain:  ___________________________________________________________________________________________ 

 
What, if any medications are you taking at this time?  

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________ 

 
 

 
To the best of my knowledge all of the preceding answers and information provided are true and correct.  If I ever have any change in 
my health, I will inform the doctor at the next appointment without fail. 
 
___________________________________________________   _________________________________________________ 
Signature of patient, parent or guardian      Date    Doctor  Signature        Date 


