Patient Information:
Preferred Name

GET ACQUAINTED QUESTIONNAIRE
Please Fill Out Completely

PATIENT REGISTRATION

Full Name

Street Address

City State

Zip Code

Home Phone ( ) =

Cell Phone ( ) 5

Work Phone ( ) -

E-mail Address

Employer’s Name & Address
SS#
Birthdate Age Sex M[] F[] Marital Status

How did you hear about our practice?

Purpose for todays visit?

Who will be responsible for this account? [ ] Self [ ] Spouse [ ] Parent
(If you checked “Self” please skip next section and continue with insurance

information)

Person Responsible for this account, other than above patient:

Name Birthdate
Street Address
City State Zip Code

Home Phone ( ) -

Occupation

Work Phone ( ) -

Employer's Name & Address

SS#

Relationship to Patient

For patients covered by Dental Insurance:

SS #

Subscriber’s Name Birthdate
Employer's Name & Address
Insurance Company Group Number

Relationship to Patient [ ] Self [ ] Spouse [ ] Parent or Guardian

Is the patient covered by another dental insurance?

If Yes, please fill out next section.

Secondary Dental Insurance:

SS #

Subscriber’s Name Birthdate
Employer’s Name & Address
Insurance Company Group Number

Relationship to Patient [ ] Self [ ] Spouse [ | Parent or Guardian

Medical Alert
HEALTH QUESTIONS
YES NO
Is your general health good? .................. O |
Are you under a Physician’s care now? .......... O
Have you ever had:
Heart Trouble ....... ... .........oouun. O O
Heart MUEmUL: 55 s sieiasise vaseios O O
REeumatiC FEVEE o viv s simes seomeimiss (] L
Hepatitis .. .........ovniiiiiiiiinennnn. H| O
DIDEtEs «vssmsmmism i s i (] O
AEIIOG 5000000 srimminm soisen s oo s SR e (] O
Abnormal Bleeding
From Extraction ...........ev. s 4 O
Sinus Trouble . ......... ..., 0 O
AREIIIR 5w S e B A v e e U O
EGHEDSY, oo mvamm s s £ 0 i e w2 O O
High or Low Blood Pressure .............. O (]
Afhfitis' covucmvimmarsas S o 0
Cyst, Growth of TAMOE oo evivve s evevis O [l
Venereal Disease .............covvevnnnn O O
HIV- POSIOVE oo ianmesmswamen s s O O
Areyoupregnanty. ;s e vrvarnas e R TR O O
Are you now taking any medication? ........... O O
Is there any other information about
your health which should be known? .. .......... | [
Do you have Allergies to:
Penicillin: sosssssnnmieinsss o H O
COBEME - s mmnm vusmpsysmE s s O O
Local Anesthetic (Novocaine) ............. O g
| T O OJ
Other Drugs .........covviioeeiiiinnn... m| O
M.D.’s Name Phone
Date of Last MEDICAL Exam
Date of Last Complete DENTAL Exam
YES NO
KERAVE oo s e s 8 S R O O
Treatment Completed . .. ................. d O

OFFICE POLICY

Payment for Service is expected unless other arrangements are
made.

Although we will gladly fill out your insurance forms, our
professional services are rendered and charged to YOU, NOT to
the insurance company.

I authorize release of any information relating to the dental
services received here.

Signed (Patient, or Parent if Minor) Date
I hereby direct benefits payable to the attending dentist.

Signed (Patient, or Parent if Minor) Date
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