
HELP US, HELP YOU       

        

I (Patient) might describe myself today as� (circle which apply)   

Relaxed Nervous Very Nervous     

During Today's exam, I would prefer�..     

Detailed explanation Thorough discussion Basic information   

The statement that sounds most like me today is�    

I want to focus only on my pain      

I'd like to correct problems as they are becoming worse    

I'd like to be advised of problems in their early stages    

Special service that would be helpful for me today are�    
Consultation about Sedation 
Dentistry      

Testing for headaches, jaw pain, bite problems, and TMJ disorder   

Information about the connection of gum disease and heath disease   

Help me set up a payment plan      
What is the one thing we can do to give you the BEST dental appointment you've ever 
had? 

  

PATIENT INFORMATION      

Title: Mr. Mrs. Ms. Miss. Dr.   

Name:   

Address:   

City, State, Zip Code:   

E-Mail:   

Home Phone: Work Phone: Cell Phone: 

Employer:   

Address:   

City, State, Zip Code:   

Date of 
Birth:   SSN:   

        

Whom may we thank for referring you?     

  



Do you have an insurance plan?    YES NO 

If yes, insurance name, phone # & ID#:   

  

Spouse or Guardian:       

Name:   

Address:   

City, State, Zip Code:   

E-Mail:   

Home Phone: Work Phone: Cell Phone: 

Employer:   

Address:   

City, State, Zip Code:   

Date of 
Birth:   SSN:   

        

MEDICAL HISTORY       

Do you have any general health problems?   YES NO 

If yes, please specify:   

Are you currently under the care of a physician?   YES NO 

Reason:   

Name of Physician and phone #:   

Are you currently taking any drugs or medications?  YES NO 

If yes, please list:   

To the best of your knowledge, are you or have you ever been afflicted with:  

Asthma      YES NO 

Heart Ailment     YES NO 

Diabetes      YES NO 

High Blood Pressure     YES NO 

Hepatitis      YES NO 

Latex Allergy     YES NO 

Allergy to any Drugs     YES NO 

        



I certify that I have answered the above questions to the best of my knowledge. 

        

  

Signature of Patient (or parent, if minor)     

        

NOTICE OF PRIVACY PRACTICES      

Patient Acknowledgement      

I have received this practice's Notice of Privacy Practices written in plain language.  The Notice 
provides in detail the uses and disclosures of my protected health information that may be made 
by this practice, my individual rights, how I may exercise these rights, and the practice's legal 
duties with respect to my information. 

        

I understand that this practice reserves the right to change the terms of its Notice of Privacy 
Practices, and to make changes regarding all protected health information resident at, or 
controlled by, this practice.  I understand I can obtain this practice's current Notice of Privacy 
Practices on request. 

        

Signature:              

Date:    

Relationship to patient:      

(if signed by a personal representative of patient:)    

  

        

 


