Patient Information Online Form
Patient Name:   
      Date:   __________________
                                 Last,                   First        MI     (Preferred Name)

Email:   
   Employer:    


Social Security #:   
   Birth Date:    


Phone #: Cell:   
   Home:    


               Work:    
   Other:    


Address:  _____                                                                 

                         Street                                                                                                       City                            State                   Zip Code

WHO DO WE CONTACT IN CASE OF AN EMERGENCY? ______________________________ PHONE # (_____) ________________
Whom may we thank for referring you to our practice?    [image: image1.wmf]Another patient         Name _________________________  

   [image: image2.wmf] Website/Internet        [image: image3.wmf] Yellow Pages        [image: image4.wmf] Sign/driving by        [image: image5.wmf] Insurance     [image: image6.wmf] Other __________________

Health History
Date of Last Dental Visit:  
                       Reason for this visit:  _________________________________  

Have you ever had any of the following?  Please check those that apply:

	[image: image7.wmf] AIDS/HIV

	[image: image8.wmf] Allergies __________

	___________________

[image: image9.wmf] Pre-Med for appointment  

	[image: image10.wmf] Anemia  

	[image: image11.wmf] Arthritis

	[image: image12.wmf] Artificial Joints

	[image: image13.wmf] Artificial Heart Valve

	[image: image14.wmf] Asthma

	[image: image15.wmf] Blood Disease

	[image: image16.wmf] Cancer

[image: image17.wmf] Chemical Dependency

	[image: image18.wmf] Codeine Allergy
[image: image19.wmf] Diabetes 

[image: image20.wmf] Epilepsy

	[image: image21.wmf] Excessive Bleeding

[image: image22.wmf] Fainting/Dizziness

	[image: image23.wmf] Hay Fever

	[image: image24.wmf] Head Injuries

	[image: image25.wmf] Heart Disease

	[image: image26.wmf] Heart Murmur

	[image: image27.wmf] Hepatitis  Type _____

	[image: image28.wmf] High Blood Pressure

	[image: image29.wmf] Kidney Disease

[image: image30.wmf] Knee Replacement

	[image: image31.wmf] Latex Allergy

	[image: image32.wmf] Liver Disease

[image: image33.wmf] Anesthetic Allergy                                  
[image: image34.wmf] Mental Disorders

	[image: image35.wmf] Mitral Valve Prolapse

	[image: image36.wmf] Nervous Disorders

	[image: image37.wmf] Pacemaker

	[image: image38.wmf] Penicillin Allergy

	[image: image39.wmf] Currently Pregnant 

   Due date: __________

	[image: image40.wmf] Radiation Treatment

	[image: image41.wmf] Respiratory Problems

	[image: image42.wmf] Rheumatic Fever

	[image: image43.wmf] Rheumatism  

	[image: image44.wmf] Scarlet Fever

	[image: image45.wmf] Sinus Problems

	[image: image46.wmf] Stomach Problems

	[image: image47.wmf] Stroke

	[image: image48.wmf] Thyroid Disorder

	[image: image49.wmf] Tuberculosis

	[image: image50.wmf] Ulcers

	[image: image51.wmf] Venereal Disease

OTHER:

	

	

	[image: image52.wmf] _________________

	[image: image53.wmf] _________________

	[image: image54.wmf] _________________

	

	

	

	


[image: image55.wmf] Yes  [image: image56.wmf] No   Have you ever had complications following dental treatment?  If yes, please explain: ________________

[image: image57.wmf] Yes  [image: image58.wmf] No   Do you take any medications on a regular basis?    If yes, please list: ________________________
[image: image59.wmf] Yes  [image: image60.wmf] No   Have you been admitted to a hospital or needed emergency care during the past two years?    

[image: image61.wmf] Yes  [image: image62.wmf] No   Are you now under the care of a physician?        If yes, please explain: ____________________

( Name of Physician: _______________________________________________  Phone #: ________________________
[image: image63.wmf] Yes  [image: image64.wmf] No   Do you have any health problems that need further clarification?    

Dental History
[image: image65.wmf] Bad Breath


[image: image66.wmf] Grinding teeth


[image: image67.wmf] Sensitivity to heat

[image: image68.wmf] Bleeding gums


[image: image69.wmf] Gums swollen or tender

[image: image70.wmf] Sensitivity to sweets



[image: image71.wmf] Blisters on lips or mouth


[image: image72.wmf] Jaw pain or tiredness


[image: image73.wmf] Sensitivity when biting

[image: image74.wmf] Broken fillings


[image: image75.wmf] Loose teeth



[image: image76.wmf] Sores or growths in mouth

[image: image77.wmf] Cigarette, pipe or cigar smoking
[image: image78.wmf] Orthodontic treatment

[image: image79.wmf] Other: ____________________


[image: image80.wmf] Dry mouth


[image: image81.wmf] Pain around ear


How often do you brush: ___________

[image: image82.wmf] Fingernail biting


[image: image83.wmf] Periodontal treatment

How often do you floss:   ___________


[image: image84.wmf] Food collection between teeth
[image: image85.wmf] Sensitivity to cold

                      Rate Your Smile:       (Love It)    10    9    8    7    6    5    4    3    2    1    (I don’t like it at all)        

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 doctors at the next appointment without fail.
                                                                                                                                      Date: _________________________
   Signature of patient, parent or guardian

Spouse or Responsible Party Information
The following is for:   [image: image86.wmf] the patient's spouse    [image: image87.wmf] the person responsible for payment

Name:       

                    [image: image88.wmf] Male   [image: image89.wmf] Female                               [image: image90.wmf] Married   [image: image91.wmf] Single   [image: image92.wmf] Child   [image: image93.wmf] Other 

SS #:                            Birth Date:                       Phone (Home):                      (Work):                        Ext: 
  

Address 


                                  Street                                    Apartment #                                                                                                              City                             State                    Zip Code

Employment Information
The following is for:   [image: image94.wmf] the patient                  [image: image95.wmf] the person responsible for payment

Employer Name:   
  Occupation: 

Address:
  




                                 Street                                                                                                                                                      City,           State    Zip Code                            Phone

Insurance Information
Primary
Name of Insured:                                                                                       Insured’s Birth Date 

Insurance Plan Name and Address:
                    

ID #                               Group #                      Patient's relation to insured:  [image: image96.wmf] Self   [image: image97.wmf] Spouse   [image: image98.wmf] Child   [image: image99.wmf] Other 

Insured's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Secondary
Name of Insured:                                                                                           Insured’s Birth Date 

Insurance Plan Name and Address:
                    

ID #                              Group #                       Patient's relation to insured:  [image: image100.wmf] Self   [image: image101.wmf] Spouse   [image: image102.wmf] Child   [image: image103.wmf] Other 

Insured's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

[image: image104.wmf]
