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DentalSpecialty

GROUP




Use the “Tab” button to skip between fields

how did you hear about us? please mark one:

 FORMCHECKBOX 
Friends/Family
 FORMCHECKBOX 
Yellow Pages
 FORMCHECKBOX 
RECEIVED AN ADVERTISING      POSTCARD/FLYER

 FORMCHECKBOX 
bILLBOARD OR BUS BENCH
 FORMCHECKBOX 
BUILDING SIGN
 FORMCHECKBOX 
INSURANCE
 FORMCHECKBOX 
OTHER: ___________________________
 FORMCHECKBOX 
REFERRED BY:______________________
_____________________________________
_____________________________________
	THIS INFORMATION IS NECESSARY FOR OUR RECORDS AND IS COMPLETELY CONFIDENTIAL


PATIENT NAME    first       middle      last
ADDRESS     street      city, state    zip code
SOCIAL SECURITY NUMBER      -     -      HOME PHONE (     )     -       CELL PHONE (     )     -     
SEX:  FORMDROPDOWN 
  status:  FORMDROPDOWN 
     DATE OF BIRTH      /     /        IS PATIENT A MINOR?   FORMCHECKBOX 
YES     FORMCHECKBOX 
NO
IF PATIENT IS A MINOR, GIVE:

PARENT/GUARDIAN NAME        RELATIONSHIP      
EMPLOYER       ocCupaTion       CELL PHONE (     )     -     
employer ADDRESS      street      city, state    zip code
E-MAIL ADDRESS      
DATE OF BIRTH      /     /        SOCIAL SECURITY NUMBER      -     -     
SPOUSE’S NAME      
EMPLOYER       ocCupaTion       CELL PHONE (     )     -     
DATE OF BIRTH      /     /        SOCIAL SECURITY NUMBER      -     -     
NAME OF NEAREST RELATIVE NOT LIVING WITH YOU       RELATIONSHIP      
ADDRESS     street      city, state    zip code        PHONE (     )     -       
PHYSICIAN       PHONE (     )     ​-     
ADDRESS     street      city, state    zip code
PREVIOUS DENTIST       PHONE (     )     -     
ADDRESS     street      city, state    zip code
	dental history


1. HAVE YOU EVER HAD A LOCAL ANESTHETIC (NOVOCAIN, ETC)? ……............................................................................................ FORMCHECKBOX 
YES  FORMCHECKBOX 
no
2. Have you ever had an unfavorable reaction to a local anesthetic?........................................................................... FORMCHECKBOX 
YES  FORMCHECKBOX 
no
3. have you ever had any serious trouble associated with previous dental treatment?............................................... FORMCHECKBOX 
YES  FORMCHECKBOX 
no
4. How long since your last full mouth x-rays?      
5. How long since your last dental treatment?      
6. Does dental treatment make you nervous?............................................................. FORMCHECKBOX 
slightly   FORMCHECKBOX 
moderately   FORMCHECKBOX 
extremely   FORMCHECKBOX 
no
7. would you like to be pre-sedated?................................................................................................................................................ FORMCHECKBOX 
YES  FORMCHECKBOX 
no
	Cancellation policy


please be aware that there is a personal charge of $100 or any amount allowed by your insurance company for missed appointments without two business days notice.
	consent for treatment


the health history on the front and back of this form is complete and correct to the best of my knowledge. i authorize and give consent to perform dental services agreed between the doctor and patient and/or guardian to be necessary or advisable, including the use of local anesthesia and other medications as indicated. i agree that, regardless of insurance coverage, i am responsible for payment for services rendered and that a finance charge of 1½% (one and one half percent) will be applied to accounts over sixty days past due.
electronic signature (type full name):                date:      /     /     
	MEDICAL HISTORY


some questions may seem unrelated to your dental condition, but they are all associated with proper oral health care. please answer each question.

1. are you in good health?................................................................................................................................................................. FORMCHECKBOX 
YES  FORMCHECKBOX 
no
2. date of your last physical examination      
3. Are you under the care of a physician?................................................................................................................................. FORMCHECKBOX 
YES  FORMCHECKBOX 
no
if so, what is the condition being treated?      
4. have you ever had a serious illness or operation?........................................................................................................ FORMCHECKBOX 
YES  FORMCHECKBOX 
no
if so, what illness or operation?      
5. have you ever been hospitalized?............................................................................................................................................ FORMCHECKBOX 
YES  FORMCHECKBOX 
no
if so, what was the problem?      
6. are you taking any drugs or medicine?.................................................................................................................................. FORMCHECKBOX 
YES  FORMCHECKBOX 
no if so, what?      what dosage?      
7. are you sensitive or allergic to any drugs?   FORMCHECKBOX 
yes    FORMCHECKBOX 
no  if yes, which drugs?

 FORMCHECKBOX 
penicillin     FORMCHECKBOX 
tetracycline    FORMCHECKBOX 
sulfa drugs     FORMCHECKBOX 
aspirin    FORMCHECKBOX 
codine     FORMCHECKBOX 
other:      
8. have you ever taken fosamax?................................................................................................................................................... FORMCHECKBOX 
YES  FORMCHECKBOX 
no
9. have you ever taken prescription medication for weight loss (diet pills)?..................................................... FORMCHECKBOX 
YES  FORMCHECKBOX 
no
fen-phen (fenfluramine-phenpermine)   FORMCHECKBOX 
yes     FORMCHECKBOX 
no

pondimine (fenfluramine)                                  FORMCHECKBOX 
yes     FORMCHECKBOX 
no

rendux (dexfenfluramine)
                       FORMCHECKBOX 
yes     FORMCHECKBOX 
no

10. Do you have or have you had any of the following (please check “yes” or “no”)?

	yes
	no
	
	yes
	no
	
	yes
	no
	
	yes
	no
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	anemia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	bruise easily
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	cerebral palsy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	epilepsy or seizures

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	herpes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	head injuries
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	blood transfusion
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	artificial prosthesis

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	stroke
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	heart failure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	joint replacement
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	psychiatric treatment

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	ulcers
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	liver disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	nervous disorders
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	congenital heart failure

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	scarlett fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	tumors or growths
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	difficulty in swallowing

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	glaucoma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	chicken pox
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	allergies or hives
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	heart ailments or attack

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	sinus trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	excessive bleeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	x-ray or cobalt treatment

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	emphysema
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	blood disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	fainting spells

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	hay fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	blood disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	high blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	chemotherapy (cancer, lukemia)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	tonsilitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	drug addiction
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	aids related complex
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	radiation treatment (any)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	cold sores
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	kidney disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	pain in jaw joints
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	hepatitis or jaundice

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	hemophilia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	mental disorder
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	respiratory disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	venereal disease

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	rheumatism
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	rheumatic fever
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	sickle cell disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	aids

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	heart murmur
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	thyroid disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	tuberculosis (tb)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	other:      


11. do you wear a cardiac pacemaker, or have you had heart surgery?................................................................... FORMCHECKBOX 
yes   FORMCHECKBOX 
no

12. do you have any disease, condition or problem not listed that i should know about?............................. FORMCHECKBOX 
yes   FORMCHECKBOX 
no
if yes, what?      
13. (women) are you pregnant?     FORMCHECKBOX 
yes   FORMCHECKBOX 
no
 if so, how many months?      
14. (women) do you have any problems associated with your menstrual period?................................................. FORMCHECKBOX 
yes   FORMCHECKBOX 
no
15. (woman)do you take birth control pills?............................................................................................................................ FORMCHECKBOX 
yes   FORMCHECKBOX 
no
to the best of my knowledge, all of the preceding answers are true and correct. if i ever have any change in my health or if my medications change, i wil, without fail, inform the doctor at my next appointment.

                                                                                                                                                                                             office use only:

date:      /      /        signature: SIGNATURE ON FILE


date:______/_______/________ dr._______________________________

	year 2
	

	health changes:_____________________________________________________________________
	

	date:_______/________/___________  signature:__________________________________________________
	Date:___________________________________________________

doctor:________________________________________________

	year 3
	

	health changes:_____________________________________________________________________
	

	date:_______/________/___________  signature:__________________________________________________
	date:___________________________________________________

doctor:_________________________________________________

	health questionaire must be updated each year.
	


	insurance information


1. do you have dental insurance?................................................................................................................................................. FORMCHECKBOX 
yes   FORMCHECKBOX 
no
name of insurance company        Insurance phone number (     )     -     
Subscriber Number        group number        group nAME      
name of primary subscriber        ssn      -     -     
subscriber’s date of birth      /     /     
2. do you have a second dental insurance?.............................................................................................................................. FORMCHECKBOX 
yes   FORMCHECKBOX 
no
name of insurance company         Insurance phone number (     )     -     
Subscriber Number       group number      
name of primary subscriber        ssn      -     -     
subscriber’s date of birth      /     /     
