
Name:
LAST, FIRST, then MIDDLE INITIAL

Today’s Date:     File #:

Nickname: 
Birth Date:   Age:  SS #: 
Full Mailing Address:
Home #:     Work #:          Cell #: 
E-mail address:                    Referred By:

Employer:        How long?     Occupation: 
Employer’s Address:

Status:      1 Minor      1 Single      1 Married      1 Separated      1 Divorced      1 Widowed  Spouse’s Name: 
Do you have children?  1 N     1 Y How Many?

Company:     

Address:     
Phone: (                  )      SS # :   
Group # (Plan, Local, or Policy #):   
Insured’s Name: Relation:
Date of Birth: Insured’s Employer:

Company:     

Address:     
Phone: (                  )    
Group # (Plan, Local, or Policy #):   
Insured’s Name: Relation:
Date of Birth: Insured’s Employer:

Name:



 

Patient Name

Please list any prescription drugs, over the counter drugs, or herbal/natural supplements you are taking:

Please list any surgeries or medical conditions you have or ever had:

Reason for Today’s Visit:     1Exam    1 Emergency     1Consultation 
Are you in pain? 1 Y 1 N   How long?

Previous Dentist:         Phone: ( )

Last Dental Exam: / /  Last Dental X-rays:    /    / 

Times of Day you brush:    Times a week you floss: 
What type of toothbrush bristles do you use?  1 Soft          1 Medium          1 Hard


