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 Welcome to our Office  Thank you for selecting our dental healthcare team!  To assist us in serving
  you,  please complete the following form.  If you have any questions, don’t hesitate to ask.

PATIENT INFORMATION                                                                               


Full Name: ______________________________________ Birthdate:_________________ Sex: ______ SS#:_________________ 
Address: __________________________________________________ City:_________________ State:_______ Zip:__________
Home Phone: __________________ Cell: ___________________ E-mail Address:____________________________________
Check where appropriate:    ____ Minor ____ Single ____ Married          Emergency phone #: ___________________
If student, name of school/college: ________________________________ City: ______________________ State: _______ 
Employer/Occupation (self): ______________________________________________ Business Phone: _________________
Spouse or Parent’s Name:__________________________ Employer:_________________________ Work Phone:__________
How did you learn about our office?________________________________________________________________________
If referred, by someone, whom may we thank?______________________________________________________________
RESPONSIBLE PARTY                                                                               


Who is responsible for this Account: ______________________________________ Relationship to Patient: ____________________
Address: ________________________________________________________ Phone: _____________ Birthdate: ___________
Driver’s License #: ___________________________  Is this person currently a patient in our office:   _____Yes  _____No
Employer: _____________________________________________  Work Phone: ______________________
DENTAL INSURANCE INFORMATION                                                                           


Primary Insurance: __________________________________ Group #:______________________ ID/SS#: ________________
Insurance Co. Address: ___________________________________ City: __________________ State: _______ Zip: ________
Subscribers Name: _________________________________________ Relationship to Patient: _________________________
Employer: ______________________________ Work Phone: ______________ Date Employed: ____________ DOB:___________
Address of Employer: _________________________________ City: ___________________ State: _______ Zip: ___________
Are you covered under more than one dental plan? (If yes, please fill out “Secondary Insurance” information)
Secondary Insurance: ______________________________ Group #:______________________ ID/SS#: ________________
Insurance Co. Address: ___________________________________ City: __________________ State: _______ Zip: ________
Subscribers Name: _________________________________________ Relationship to Patient: _________________________
Employer: ______________________________ Work Phone: ______________ Date Employed:_____________ DOB:___________
Address of Employer: _________________________________ City: ___________________ State: _______ Zip: ___________

The highest compliment our patients can give us is to recommend us to a friend.
We appreciate your referrals!
MEDICAL HISTORY  Do you have, or have had, any of the following:  (please check box ONLY if answering “yes”) 


Medical Doctor’s name: ___________________________________________________ Office Phone #: ________________

     Anemia                          Arthritis                     Artificial Joints                   Asthma                     Blood Disorder
     Blood Thinner                   Cancer                      Diabetes                           Dizziness                     Epilepsy/Seizures
     Excessive Bleeding            Fainting                      Glaucoma                        Hay Fever                   Head Injuries
      Heart Disease                    Heart Murmur             Heart Valve Replacement                                       Hepatitis
     High Blood Pressure           High Cholesterol         HIV/AIDS                           Hypoglycemia             Jaundice
     Kidney Disease                Liver Disease               Low Blood Pressure             Mental Disorders
     Nervous Disorders             Osteoporosis                Pacemaker                      Pregnancy                  Radiation Treatment
      Respiratory Problems        Rheumatic Fever          Sinus Problems                    Sleep Apnea              Stomach Problems
     Stroke                             Tuberculosis                 Tumors                             Ulcers                         Venereal Disease

Are you allergic (or have reacted adversely) to any of the following: (please check box ONLY if answering “yes”)
     Aspirin, Acetaminophen or Ibuprofen                    Local anesthetics (“novacaine”)
      Penicillin or other antibiotics/If so, please list: _______________________________________________________________
      Barbiturates, sedatives or sleeping pills             Codeine, Demerol, or other narcotics             Sulfa Drugs  
      Latex or rubber dam           Reaction to metals        Other/please list: __________________________________________
Are you currently taking any medications for pain or discomfort (pain relievers, muscle relaxants, or anti-depressants)?         Yes            No
Do you drink alcohol?          Yes           No         If so, how much per week? ____________________________
Do you smoke?                      Yes          No         If so, how much? _________________________________________
Have you recently used  recreational drugs?             Yes            No       If so, what type? __________________________________
          Recreational drugs combined with local anesthetic may cause a life-threatening emergency.

DENTAL HISTORY  (Please answer yes or no to the following by checking the appropriate box)                                             


Name of previous Dentist/Location: ______________________________________________ Date of Last Exam: ______________
                                                                                             Yes   No                                                                                  Yes   No                                                                          
Are you apprehensive about dental treatment?                                                                  Do you gag easily? 
Have you had problems with previous dental treatment?                                        Do your gums bleed easily?                          
Are your teeth sensitive to hot, cold, biting or sweets?                                                        Do you have difficulty chewing your food?                                                                       
Do you avoid brushing any part of your mouth?                                                                  Do you like your smile?                                 
Have you ever noticed slow-healing sores in or around your mouth?                               Have you had trauma to the jaw?                  
Have you ever been diagnosed or treated for periodontal (gum) disease?                    Do you clench or grind your teeth? 
Do you have pain in the face, cheeks, jaws, joints, or throat?                                            Is bad breathe an issue? 
Have you taken an antibiotic prior to dental treatment in the past?                                Are your teeth sensitive? 

Have you had problems with your jaw joint? (pain, sounds, limited opening, locking/popping)............................................................ 
How often do you brush? ________________________       How often do you floss? ________________________________                              

                                                          CONSENT FOR SERVICES

I understand that the information I have provided is correct, to the best of my knowledge, and that it will be held in strict confidence.  It is my responsibility to inform this office of any changes in my medical status.  I authorize the dental staff to perform the necessary dental services that I may need and authorize the dentist(s) to release any information about diagnosis or records to other health care practitioners or third party payers.

[bookmark: _GoBack]I certify that I (and/or my dependent) assign all insurance benefits otherwise payable to me, if any, to Dr. Anthony Forte.  I agree that I am responsible for payment of services rendered, as well as any insurance deductible or co-payment that my insurance does not cover.  I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree that I am responsible for any unpaid balance within 90 days for all services rendered on my behalf or my dependents, unless other financial arrangements have been made in advance.

__________________________________________________________________________________________________________
Parent/Patient Signature                                                                                                                Date
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