Your clinic’s logo here.

Your Clinic Name & Address Here

DENTAL CLINIC NEW PATIENT FORM

Thank you for selecting our dental office. To help us meet all of your health care needs,
please complete this form as accurately as possible. Thank you.

1) PATIENT INFORMATION

This appointment is for [_] Yourself  [_] Your Child

Patient Full Name Social Security #

Birth Date Age [ ] @ [ ] Female
Address

City State Zip

Full Time Student [ ]Yes [ ] No School Name

Employer Occupatio

Previous Dentist Previous Dentist Phone

Current Physician &% Physician Phone

Whom may we thank for referring you?

2) TELEPHONE & EMAIL

Home Phone W@e Cell Phone
Email

Relationship Home Phone Work Phone

In the event of an emergency, who sb'x contact? Name

3) RESPONSIBLE PARTY

Who is responsi this patient?

Full Name Social Security #

Are yo ingle [ ] Married []Divorced []Widowed

Birth-Da Age [ IMale [ ]Female
Addres

City State Zip

Employer Occupation

Home Phone Work Phone
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4) INSURANCE INFORMATION

Dental Coverage [Iyes [INo

Insured’'s Name Relation

Insured’s Social Security # Birth Date
Insurance Group # Insurance Policy #
Insurance Co. Name Insurance Co Phone

5) DENTAL HISTORY

Why have you come to the dentist today?

Do you require antibiotics before dental treatment? ............oeviiiiiiiiii e . Yes ] No
ATE YOU CUITENEIY IN PAIN? ...oceeeeceeeeeceeeeeeeee oo eee e ees e see e n et see s s enenees B Dol [ Yes [1No
DO YOU QUMS EVET BIEEA?..........eeeeeeeeeeeeeeeeeeeeee e a s s [ Yes [1No
Have you ever had difficulties associated with any previous dental work? [1No
Do you or have you ever experienced pain in your jaw joint (TMJ / TMD)?. ........... [1No
Have your tonsils or adenoids DEen reMOVEA? .........cooiiiiiiiiiiii it s B e et e e e e e e e e e eanenee |:| Yes |:| No
Do you floss on a regular basiS? ........ccvveieeeiiiiiiiiie e [1No
‘ 6) MEDICAL HISTORY
Do you consider yourself in good medical health? .........c....cc.ccovuiviveiiiieeece e [ Yes ] No
Are you taking any medications? ..................... ettt bbbt es bttt a bbb bt es bt [ Yes ] No
If so, please list here
Are you allergic to any MEOICAIONS2 ... .. cvveeeieeeeeeeeeeeeeee e eee e, [ Yes [1No
If so, please list here O
(Women) Are you currently pre L2 OO OO ] Yes ] No
If so, how many week
(WOIMEN) AIE YOU NUISING? -5t eeeeeeeeeeeeeeeeeee et e e e eeeeeeeee et e s s st s eeeeee et et et e e eees et es et s s seseeeeees et enen e e e et enenas [1Yes [INo
(Women) Are yo M CONTOI? ettt ettt e e et et et e et es et ee e [1Yes [INo
AT YOU AlIEIGIC TOTASPINND vt e et et et et ee et e et ee e e e e et ee et ee e s e e e eeee e e e en e [ ]Yes [ ]No
Are yo 10 COOBIME? ettt et ettt ettt et et e ettt et et et et et e e e e et e ettt et et ee et es et et et et e et eeeerereneeas [ ]Yes [ ]No
A% FQIC tO AENEAI ANESTNELICS? .......vveeeeeeeeeeeee et ee e s e et et ee e eeees [ ]Yes [ ]No
Are YOU AllergiC t0 EIYENIOMYCIN?. ...vv.ieeeeeeeeeeeeeeeee et eee e ee e [ Yes [1No
Are you allergic to latex or rubber ProQUCTS? ........oooi i e [ Yes [1No
ATE YOU AMIEITIC t0 MELAIS? ...t e e eee e [ Yes [1No
Are You allergic t0 PENICHIINT ...........ovo oot en e [ Yes [1No
ATE YOU AllEITIC t0 LETACYCHNE? ...ttt een e [ Yes [1No
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Have you ever had any of the following medical problems?

Abnormal bleeding .......ocoveeeeeeeeeeeeeeeee, LIYes [INO  HEPALS c.coovveeeeeeeeeeeeeeeeeeeeees e []ves []1No
Alcohol / Drug abuse .........c.ccovoveveeeeeineans [IYes [INo  Herpes/Fever BISters..........cccccoevivmemeunnr. []Yes []No
YN Y=Y 01 - TR [lYes [INo  High Blood Pressure ...........ccccccocceviovevnnen. []Yes [ ]No
ATIIIS oo [IYes [IN0  HIV/AIDS ..o,

ASTNMA et ee e [lYes [INo  Kidney Problems ..........ccccccccvooivmoorveerrnnn.

CANCET et ee et e e e e e [JYes [INO  LiVEr ProbIEMS .ocoovoeeeeeeeeeeeeeeeeeeseneesnns

DIADELES et [ JYes [ INo  Low Blood Pressure ......cccocoee......

Difficulty Breathing ..........ccocoevveeveeeeeerennn. [ ]Yes [ |No  Pacemaker ..... [ 1ves []No
EMPRYSEMA. .....eeeeeeeceeeeeeeeeeeeeeeeeeeeeeen [JYes [INo  Rheumatic FEVEr .......cc.imiome 550, [1Yes []No
EPIEPSY .o [ ]Yes [ INo  Seizures............... & ............................. [ 1yves []No
FaiNting SPES ..o, L1Yes LINO  SHNGIES....coodime i [1Yes []No
Frequent Headaches .............cocovveveeeeereeenn. [JYes [ INo  Sickle Cell.DISBASE" .......cooeeeeeeeeeeeeeeeereeenn [ 1Yves []No
GlIAUCOMA v []ves []No Sirmble ............................................ []ves []No
HAY FOVET ..o L1YES [INO  oStOKE oo [ 1Yves []No
HEAIT ATACK «.veveeveeeeeeeeeeeeeeeeeeee oo [Jyes [] Néyj PrOBIEMS v.veeeeeeeeeeeeeeeeeeeeeereeen [ 1ves []No
HEAIt MUIMUE .ot []Yes TUDEICUIOSIS «..vevveeeeeeeeeeeeeeeeeeee oo eeeee e [1Yes []No
Heart SUTGETY ......oooveeeeeeeeeeeeeeeeeeeeeneen LINO  UICETS et [ 1ves []No

HEMOPNIIA. ..ot [INO  Venereal DISEASE .......cccooveeeeeeeeereeesererenenn, []ves []No

4) ACKNOWLEDGEMENT & AUTHORIZATION

| certify that | have read nderstand the above. | acknowledge that my questions have been answered truthfully
and to the best o nowledge. | authorize the dental staff to perform any necessary dental services that | may
need during di is and treatment with my informed consent.
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