
Thanh you for selecting our dental healthcare team! 
We will strive to provide you with the best possible dental care. 

To help us meet all your dental healthcare needs, please fill out this form 
completely in inh. If you have any questions or need assistance, please ash us -

we will be happy to help. 

Patient# ______ _ 

Patient Information ccoNFIDENTIAL) 

SS#ISIN ______ _ 

Date ________ _ 

Name ______________________ Birthdate _______ Home Phone~~~----
State/ Zjp/ 

Address _____________________ City _________ Prov. ____ P:C. ___ _ 

Email ________________________________ Cell Phone ______ _ 

Chech Appropriate Box: D Minor D Single D Married D Divorced D Widowed D Separated 
State! Full □ Part If Student, Name of School/College _____________ City _________ Prov. ___ D Time Time 

Patient or ParenUGuardians E111ployer _____________________ Worh Phone_~~----
Statel Zipl 

Business Address __________________ City ____ _____ Prov. ___ P1.... ___ _ 

Spouse or Parent/Guardians Name __________ Employer ________ _ Worh Phone _ _____ _ 

Whom may we tlianh for referring you? _______________________________ _ 

Person to contact in case of e111ergency _____________________ Phone ________ _ 

Responsible Party Relationship 
Name of Person Responsible for this Account ___________________ to Patient ______ _ 

Address Home Phone _____ _ 

Emai l Cell Phone ______ _ 

D1ivers License# __________ Birthdate _______ Financial Institution ___________ _ 

Employer Worlz Phone _______ SS#/SlN _______ _ 

Is this person cunenlly a patient in our office? D Yes D No 

For your convenience, we offer the following methods of payment. Please chech the option you prefer Payment in full at each appointment. 

D Cash D Personal Chech Credit Card D VISA D MasterCard D I wish to discuss the offices payment policy 

Insurance Information 
Relationship 

Name of Insured-- -------------------------- to Patient ______ _ 

Birthclate _ _ ________ SS#/SIN _________________ Date Employed ____ _ 

Name of Employer Union or Local# Worh Phone---- ---
State/ Zjp/ 

Address of Employer City __________ Prov. ____ V.C. __ _ 

Insurance Company Group# Policy/ID#---~---
State/ Z-vl 

Ins. Co. Address City __________ Prov. ____ i:l,c_ ___ _ 
How much isyourcleductible? _______ How much have you used7 ______ Max. annual benefit _____ _ 

DO YOU HAVE ANY ADDITIONAL INSURANCE? □ Yes □ No IF YES, COMPLETE THE FOLLOWING: 

Relationship 
Name of Insured _____________________________ Lo Patient ______ _ 

Birthdate ----------SS#/SIN __________________ Date Employed _____ _ 

Name of Employer Union or Local # _____ Work Phone -~~----
State/ Zir,I 

Address of Employer City Prov. ____ PC. ___ _ 

Insurance Company Group# Policy/ID#-~~----
State/ Zir,I 

Ins . Co. Address City __________ Prov. ____ PC. ___ _ 

How much is your deductible? How much have you used? Max. annual benefit _____ _ 

Over Please 



Patient Medical History 
Physician ______________ Office Phone _____________ Dale of Last Exam ________ _ 

Yes No 
1. Are you under medical treatment now? □ □ 
2. Have you ever been hospitalized for any 

surgical operation or serious illness within the last 5 years? .. □ □ If yes, please explain ____ _ _ _______ _ 

3. Are you taking any medication (s) 
including non-prescription medicine? 
If yes, what meclication(s) are you tahi11g? 

4. Have you ever tahen Fen-Phen!Rec/u.,x? 

LJ LJ 

□ □ 
5. Have you ever tahen Fosc11nax, Boniva, Actonel or any cancer 

medications containi11g bisp/10spl10nates? □ □ 
6. Have you tahen Viagra, Revatio, Cialis or Levitra 

in the last 24 hours? □ □ 
7. Do you use tobacco? . 
8. Do you use control/eel substances;, . 

□ □ 
□ □ 

9. Do you have or have you had any of the following? 

Yes N o 

High Bloocl Pressure □ □ Heart Disease 
Heart Attach □ □ Cw·diac Pacemahe,· 
Rheumatic Fever □ □ Heart Munnur 
Swollen Anh/es □ □ Angina 
Fainting I Seizures □ □ Frequently Tired . . 
Asthma .......... . , ..... □ □ A11e111ia 
Low Bloocl P1·essure □ □ Emphysema 
Epi lepsy I Convulsions □ □ Cancer 
Leuhemia □ □ Arthritis . 

10. Are you weari11g contact. lenses? .. 
11. Are you alle1gic to or have you /Jae/ any reactions to the following? 

Loca l Anesthetics (e.g. Novocain) 
Penicilli11 or any other Antibiotics .. 
Sulfa Drugs .. 
Barbiturates 
Sedatives 
Iodine 
Aspirin 
Any Metals (e.g. nicliel, mercury, etc.) 
Latex Rubber . 
Other (plecLse list) ____________ _ 

12. Do you have a persistent cough or th mat clearing not 
associated with c1 /mown illness (lasting more than 3 weel,s) ;, .. 

13. Wom en Only: 
a) Are you pregnant or thinh you may be preg11a11t? 
b) Are you nursing? . 
c) Are you tahing oral contraceptives? 

Yes N o 

□ □ Chest Pains 

□ □ Easily Wi11clecl 

□ □ Strolle . 

□ □ Hay Fever I Allergies 

□ □ Tuberculos is 

□ □ Radiation Th ernpy 

□ □ Glaucoma 

□ □ Recent Weight Loss 

□ □ Liver Disease 
Diabetes □ □ Joint Replacement or lmplanl □ □ Heart Iiouble 
Kidney Diseases □ □ Hepatitis I Jaundice . □ □ Respiratory Problems 
AIDS or HIV Infection . □ □ Sexua lly Ii·ansmitted Disease .. □ □ Mitrcil Valve Prolapse 
Thyroid Problem □ □ Stomach Iim1bles I Ulcers □ □ Other 

Patient Dental History 
Name of Previoi1s Dentist ancl Location Date of Last Exam 

Yes No 
1. Do your gums bleecl while brush ing or flossin g? □ □ 8. Do you have frequen t headaches ? ... 
2. Are your teeth sensitive to hot or co /cl liquicls!foods? .. □ □ 9. Do you clench or gri11d your teeth? 
3. Are your teeth sensitive to sweet or sour liquicls!foocls? .. □ □ 10. Do you bite your lips or cheelzs frequently ? .. . 
4. Do you f eel pain to any of your teeth? □ □ 11. Have you ever had any clifficult exlractiom 
5. Do you have any sores or lu111ps in or near your mouth?.. □ □ in the past? 
6. Have you hacl any head, nech or jaw injuries ? .. .. □ □ 12. Have you ever had any prolonged bleecling 
7. Have you ever experienced any of the following followin g extractions?. 

pmble111s in your jaw;, 13. Have you hacl any ortlwdontic treatment? 
Clicl,ing □ □ 14. Do you wea r dentures or partials? 
Pai11 Qoint, em; side of face) .. □ □ If yes, elate of placement 
Difficulty in opening or closing □ □ 15. Have you ever received oral hygiene instructions 
Difficu lty in chewing □ □ regarding the care of your teeth and gums? 

16. Do you lil,e your s111ile? 

Authorization and Release 

Yes No 

□ □ 

□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 

□ □ 

□ □ 
□ □ 
□ □ 
Yes No 

□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 

Yes No 

□ □ 
□ □ 
□ □ 

□ □ 

□ □ 
□ □ 
□ □ 

□ □ 
□ □ 

I cerlify that I have read and understand th e above infonnat.ion 10 th e bes t of my l111owledge. Tir e above qu cs lio11 s lwve been accurai e ly a11 sivcrecl . 
I understand tlrat providing incorrect i11for111alio11 can be dan ge ro11 s t.o my health . I authori ze th e denti st I.a re lease any infon11 alion in c lucli11 g th e 
diag nos is and th e records of any treatm ent or examination rendered w m e or my clrild during th e period of s uch Drnlal ccire Lo third party pay ors 
ancl!or hea lth praclilione rs . I aul110h ze ancl reques t my in surance company to pay directly to tir e clenli st 01· dc11wl g roup in suran ce be11 eJit s 
otherwi se pay able to m e. I understand that my dental in surance carrier may pay less than tir e actu a l bill for servi ces . I ag ree to be rcspo11 s ible 
for paym ent of a ll se rvices rendered 0 1t my belralf or ,ny depende11t s. 

X 
Signatui-e of patient (or parent/guardian if 111i11or) Date 

Doc tor's Co1111n enl s ___________________ _ _ ______________________ _ 

Si gnature Dat.c 
PATTERSON OFFICE SUPPLIES 1.800.637.1140 051 ·1014/16306 
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