Acquaintance Form for New Patients

Date ________________

Name ________________________________ Name preference __________________

Date of Birth ______________ ___________Marital Status: S____ M____W____ D____

Address _____________________________________________________________



Street




City, State

Zip Code

Best Phone ___________________________Alternate Telephone _________________
SS#___________________________

Have we seen any other family members? ______________________________________

Responsible Party Information if Different from Patient
Name____________________________________ Relationship to patient__________

Address_____________________________________________________________




(Street)




(City, State)

(Zip Code)
Best Phone ___________________________Alternate Telephone _________________

Birth-date __________________   SS#___________________________

Dental Insurance Information

Insurance Company Name ________________________________________________

Employer (that you are insured through)__________________or Self Insured____ or Retired____

Insurance Company mailing address _________________________________________

Insurance Company phone # __________________    Group Name/ #________________
Patient’s Relationship to Subscriber – Self_________ Spouse_________ Child__________ 
Subscriber’s Name__________________________ Subscriber’s Birth date___________ 

Subscriber's Dental ID# or SS#_________________ Patients ID#(if different)___________

I authorize the release of any information necessary to process my insurance claim.

X__________________________________

I hereby authorize payment to the dentist of the insurance benefits otherwise payable to me.  A copy of this signature is valid as the original.

X__________________________________

Continue On The Back Please
General Health History for (name):                                                            Date:                          .
Name of medical physician _________________________ Telephone #______________
Are you currently taking any drugs or medications?
YES
NO (Attach separate sheet if needed)
If yes, please list: _______________________________________________________

Are you sensitive or allergic to any drugs?
YES
NO

If yes, please explain ____________________________________________________

Have you had artificial joints placed?     YES       NO   If yes, date of surgery _______________

Have you been hospitalized in the past two years?
YES
NO

If yes, please explain ____________________________________________________

Do you now have or have you had any of the following:
Allergy to Latex
Gloves
               YES        NO     HPV                                                      YES
 NO

A.I.D.S/H.I.V+


YES
NO      Hepatitis



YES        NO         Anemia



YES
NO      High Blood Pressure

YES
NO

Asthma or Hay Fever

YES 
NO      Kidney Disease


YES
NO

Blood Diseases


YES 
NO      Liver Disease


YES
NO

Cancer



YES
NO      Radiation Treatment

YES
NO

Diabetes


YES 
NO      Epilepsy/Seizures               
YES 
NO      Rheumatism / Arthritis

YES
NO      Excessive Bleeding

YES
NO      Stroke


               YES        NO     Cold or Canker Sores

YES
NO

Fainting Spells                  
YES
NO      Stomach Ulcers


YES
NO 

Artificial Heart Valve

YES
NO      Acid Reflux (G.E.R.D.)

YES
NO

Do you have any disease, condition or problem not listed? 
YES
NO

If yes, please explain ____________________________________________________

Do you use tobacco products?
YES
NO            
If yes, what forms do you use__________ How long? ______________________

WOMEN:  Are you pregnant?
YES
NO   If yes, what is your due date? ______________
Are you taking birth control?
YES
NO

Reason for visit ________________________________________________________

Date of your last dental treatment ______ your last cleaning _____ your last X-rays______
Do you grind or clench your teeth?
YES
NO 
Do your gums bleed?
YES
NO

Pain in jaw joint?


YES
NO
How often do you floss? _________
Sore or sensitive teeth?


YES
NO
Do you have dry mouth? YES      NO


The above information is accurate and true, and I will notify you of any changes.

X_________________________________________   Date ______________

In case of emergency, contact: ____________________ Phone _____________

OFFICE USE ONLY----UPDATES AND REMARKS

___________________________________________________________________

___________________________________________________________________  

