
ABOUT YOU

SPOUSE INFORMATION

INSURANCE INFORMATION

DENTAL HISTORY

Today's Date: _________________ Would you like an e-mail reminder? Yes No E-mail
Address:______________________________

Name:___________________________________________________________ I prefer to be called: ______________ Male
Female

Last First Mi Mr. Mrs. Ms Dr

Birthday___/___/___ Age:____ SSN#:_______________________ Single Married Divorced Widowed
Separated

Home Address: __________________________________________________________________________________________________
Street City State Zip

Home Phone #: (____)______________ Mobile #: (____)______________ Work #:(____)______________ DL#:_________________

Where & when are best times to reach you?______________________________ How did you hear about us?_________ _____________

Employer: _______________________________ How long there? ___________________ Occupation: ____________________________

Person Responsible for Account if other than yourself (Parent/Legal Guardian)

Name: __________________________________ Relation:_____________ Home Phone #:(___)______________ SSN#:________________
Employer:___________________________________ Work #:(____)_________________ Ext:______ DOB:__________________________
Billing Address:____________________________________________________________________________________________________

Street City State Zip

His/her Name:________________________________________ Birthdate:___/___/___ SSN#:_________________________
Employer:_____________________________________ Work #: (____)_________________ Ext:_____ DL#:____________________

Primary Insurance Medical Coverage? Yes No Dental Coverage? Yes No
Insurance Co. Name:________________________________ Phone #:(____)____________________ Group#:______________________
Insured's Name:________________________________ SSN#:_____________________ DOB:___/___/___ Relation:_________________
Insured's Employer:__________________________ Employer's Address:_____________________________________________________

Street City State Zip

Why have you come to the dentist today?____________________ Have you ever had periodontal disease? Yes No
_______________________________________________________ Do you have mobility on your teeth? Yes No
Are you currently in pain? Yes No Are your teeth sensitive to hot, cold, or anything else? _________
Do you require antibiotics before dental treatment? Yes No Do you still have wisdom teeth? Yes No
Have you experienced problems associated with any Do you have any loose fillings? Yes No
previous dental work? Yes No Would you like fresher breath? Yes No
Do you know or have you ever experienced pain or Would you like whiter teeth? Yes No
discomfort in your jaw joint? (TMJ/TMD) Yes No Previous Dentist: _______________________________________
Your current health is Good Fair PoorLast Visit:___________________
Do you floss daily? Yes No Are you happy with the way your smile looks? Yes No
Do your gums ever bleed or itch? Yes No If not, what would you change?____________________________




