
		  Today’s Date	

Patient Information

Name	S ocial Security Number		

Birth date	H ome Phone	M obile Phone	

Address	C ity+State	 Zip	

Please check the appropriate box   Minor      Single      Married      Divorced      Widowed      Separated

If student, name of school/college	C ity	St ate	

Patient’s of Parent’s Employer		  Work Phone	

Business Address	C ity+State	 Zip	

Spouse or Parent’s Name	E mployer	 Work Phone	

Person to Contact in case of emergency		  Phone	

Whom may we thank for referring you?		R  elationship to Patient	

Responsible Party

Person Responsible for this account		R  elationship to Patient	

Address		H  ome Phone	

Driver’s License		B  irth date	

Employer		  Work Phone	

Currently a patient in our office?      Yes      No

Insurance Information

Name of insured		R  elationship to Patient	

Social Security Number	B irth date	D ate Employed	

Employer		  Work Phone	

Employer Address	C ity+State	 Zip	

Insurance Company	G roup Number	Un ion or Local Number	

Address	C ity+State	 Zip	

How much is your deductible?	H ow much have you used	M aximum Annual Benefit	

Additional Insurance

Name of insured		R  elationship to Patient	

Social Security Number	B irth date	D ate Employed	

Employer		  Work Phone	

Employer Address	C ity+State	 Zip	

Insurance Company	G roup Number	Un ion or Local Number	

Address	C ity+State	 Zip	

How much is your deductible?	H ow much have you used	M aximum Annual Benefit	
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Dental History

Reason for today’s visit		D  ate of last dental visit	

Former Dentist		D  ate of last dental x-rays	

Address	C ity+State	 Zip	

Please check if you have had any of the following
 Bad Breath	  Grinding teeth	  Sensitivity to heat
 Bleeding gums	  Loose teeth or broken fillings	  sensitivity to sweets
 clicking or popping jaw	  periodontal treatment	  sensitivity when biting
 food collection between the teeth	  sores or growths in your mouth	  sensitivity to cold

How often do you floss?	H ow often do you brush?		

Medical History

Physician’s name		D  ate of last visit	

 Yes      No     Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combination 
of lonimin, adipex, fastin (brand names of phentermine), pondimin (fenfluramine) and redux (dexfenfluramine).

 Yes      No     Have you had any serious illnesses or operations? If yes, please describe 		

 Yes      No     Have you ever had a blood transfusion? If yes, give approximate dates 

 Yes      No     Women, are you pregnant?     |      Yes      No  Nursing?     |      Yes      No  Taking birth control pills? 

Please check if you have had any of the following
 Anemia	  cortisone treatments	  hepatitis	  scarlet fever
 Arthritis, rheumatism	  cough, persistent	  high blood pressure	  shortness of breath
 artificial heart valves	  cough up blood	  HIV / AIDS	  skin rash
 artificial joints	  diabetes	  jaw pain	  stroke
 asthma	  epilepsy	  kidney disease	  swelling of feet or ankles
 back problems	  fainting	  liver disease	  thyroid problems
 blood disease	  glaucoma	  mitral valve prolapse	  tobacco habit
 cancer	  headaches	  pacemaker	  tonsillitis
 chemical dependency	  heart murmur	  radiation treatment	  tuberculosis
 chemotherapy	  Heart problems	  respiratory disease	  ulcer
 circulatory problems	  hemophilia	  rheumatic fever	  venereal disease

Medications

Do you require antibiotics before a dental visit? If yes, please list 

List medications you are currently taking and the correlating diagnosis 

Allergies 

Office use only

I verbally reviewed the medical /dental information above with the patient named herein. Initials  date 

Doctor’s Comments 

Medical history update

I have read my medical history  and confirmed that it states past and present medical conditions.

History update dated	S ignature	D ate	

History update dated	S ignature	D ate	

History update dated	S ignature	D ate	
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By executing this agreement, you are agreeing to pay for all services that are received. Payment is due in full at the time of 

treatment unless prior arrangements have been approved.

Insurance

Insurance is a contract between you and your insurance company. We are NOT a party to this contract, in most cases. We will bill 

your primary insurance company as a courtesy to you. Although we may estimate what your insurance company may pay, it is the 

insurance company that makes the final determination of your eligibility. You agree to pay any portion of the charges not covered 

by insurance. I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. I 

hereby authorize release of any information, including the diagnosis and records of treatment or examination rendered, to my 

insurance company. 

Finance Charge

A finance charge will be imposed on each item of your account that has not been paid within ninety (90) days of the time the item was 

added to the account. The FINANCE CHARGE will be computed at the rate of one percent (1%) per month or an ANNUAL PERCENTAGE RATE 

of twelve (12%) percent. The finance charge on you account is computed by applying the periodic rate (1%) to the overdue balance of 

your account. Taking the balance owed ninety (90) days ago, and then subtracting any payments or credits applied to the account 

during that time calculate the overdue balance of your account. 

Collection fees and costs

If any legal action is necessary to enforce the terms of this Agreement, or if it is necessary to employ the services of any attorney 

to enforce the terms of this Agreement, the party in default or in breach hereof agrees to pay the other party’s reasonable 

attorney’s fees and court costs in addition to any other relief to which it may be entitled if Customer fails to pay any amounts owing 

hereunder when due, or otherwise breaches any terms of this Agreement. Customer agrees to pay up to a 50% collection expense 

incurred by Express Recovery Services in attempting to collect such amounts from Customer, in addition to the aforementioned 

attorney’s fees and costs. 

Print name			 

Signature		D  ate	
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