New Patient Information - General Information

Today’s Date:
Name:
first middle last
Street Address:
City, State, Zip:
General Dentist:
Who referred you to our office:
Date of Birth: SS# Email:
Names / Ages of Siblings:
Are siblings being seen by our office?
Home Phone Number: Work Phone Number:

Employer (or School if student):

Signature of Patient (or Parent if minor):

Note: a credit report may be run to determine possible financing options

Medical History

List any medications presently being taken:

Are you presently under the care of a physician? Uyes Uno If yes, please explain:
List any allergies you may have:
Have you ever received a blood transfusion? [ yes (d no If so, date of most recent:

WOMEN:  Are you pregnant? [ yes [ no If so, in what month?
Have you ever had, or do you have any of the following? (Please circle if yes)
High Blood Pressure Anemia Kidney Trouble Rheumatism
Low Blood Pressure Stroke Blood Disease Epilepsy
Clotting Problems Ulcers Sinus Trouble Glaucoma
Rheumatic Fever Asthma Liver Trouble Malignancy
Heart Disease Arthritis Lung Disease Tuberculosis
Radiation Therapy Hepatitis Bowel Disease Thyroid Disease
Venereal Disease Diabetes Psychiatric Treatment T™]
Mitral Valve Prolapse HIV Other
Reason for today’s appointment:
Do you have any fears or apprehensions based on past dental experiences? [l yes [ no If yes, explain

Have you ever seen an Orthodontist before?

Oyes Uno
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Please complete the following information if the patient is a minor child

Mother’s Name:

Mother’s Address:

Mother’s Home Phone Number:

Employer Work Phone Number:
Mother’s SS# Date of Birth

Contact Email Address:

Father’s Name:

Father’s Address:

Father’s Home Phone Number:

Employer Work Phone Number:
Father’s SS# Date of Birth

Please complete the following information if you have dental insurance

(Note: All General Information must be completed)

Insurance Company Name and Address:

Employee / Subscriber Name and Address:

Employee / Subscriber SS#
Group Number:

Employee / Subscriber Birthdate:

Employer / Company Name and Address:

Patient Relationship to Employee (circle): Self Spouse Child Other

Is patient covered by another plan of benefits? Oyes Uno If yes, name and address of carrier:
Group Number:

Name and Address of Employer:

Employee / Subscriber Name:

Employee / Subscriber SS # Employee / Subscriber Birthdate:
Employee Relationship to Patient (circle): Self Spouse Child Other

Please sign so that we may release information to your insurance company:

Please sign if you wish benefits to be paid directly to our office:




