
	   	  

Patient	  Information	  

Name:	   	  	  Date	  of	  birth:	  
Last	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  First	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  MI	  	   	  	  	  	  	  	  	  (Preferred	  Name)

Phone	  	   (Home):	   	  (Cell):	   	  (Work):	   	  Ext:	  

Email	  address:	  	  	   	  I	  prefer	  to	  be	  contacted	  by:	  	  

Address:	   	  	  
	  	  Street	  	   City	  	   	  State	  	   	  	  	  	  Zip	  Code	  

Status:	   	  Minor	   	  Single	   	  Married	  	  	  	  Parent/Spouse/Partner’s	  Name	   	  Widowed	  	  	  	  	  	  

Health	  Information	  

Please	  list	  medications	  you	  are	  now	  taking:	  	  	  

Have	  you	  ever	  had	  any	  of	  the	  following?	  	  Please	  check	  those	  that	  apply:

	  Heart	  Attack/Stroke	  
	  Heart	  Surgery/Pacemaker	  
	  Rheumatic/Scarlet	  Fever	  	  	  
	  Artificial	  Valves	  
	  Heart	  Disease	  
	  Congenital	  Heart	  Defect	  
	  Chest	  Pains	  
	  Thyroid	  Problems	  
	  Asthma	  
	  Respiratory	  Problems	  

	  Sinus	  Problems	  
	  HIV+	  
	  Stomach	  Problems/Ulcers	  
	  Psychiatric	  Problems	  
	  Alcohol/Drug	  Abuse	  
	  Tuberculosis	  (TB)	  
	  Jaw	  Problems	  (TMJ/TMD)	  
	  Shingles	  
	  Kidney	  Problems	  
	  Liver	  Problems	  

	  Arthritis/Rheumatism	  
	  Bulimia	  
	  Artificial	  Bones/Joints	  
	  Emphysema	  
	  Fainting	  
	  Seizures/Epilepsy	  
	  Severe/Frequent	  Headaches	  
	  Back/Neck	  Problems	  
	  Cosmetic	  Surgery	  
	  Hepatitis	  

	  Glaucoma	  
	  Bleeding	  Problems	  
	  Cancer/Tumors	  
	  Chemotherapy	  
	  Radiation	  Treatment	  
	  Diabetes/Hypoglycemia	  
	  Leukemia	  
	  Anemia	  
	  High	  Blood	  Pressure	  
	  Low	  Blood	  Pressure	  

Are	  you	  allergic	  to	  any	  of	  the	  following?	   	  Latex	   	  Penicillin/Amoxicillin	   	  Tetracycline	   	  Aspirin	   	  Dental	  Anesthetics	  
	  Foods	   	  Other	  

Have	  you	  ever	  had	  any	  complications	  following	  dental	  treatment?	  	  If	  yes,	  please	  explain:	  
Do	  you	  have	  any	  health	  problems	  that	  need	  further	  clarification?	  	  If	  yes,	  please	  explain:	  	  

Have	  you	  been	  advised	  to	  take	  antibiotics	  prior	  to	  dental	  treatment?	  	   	  Yes	   	  No	   	  Don’t	  know	  

Physician	  Name:	   	   Phone:	  

Insurance	  Information	  
Primary	  Insurance	  –	  Subscriber	  Information	  

Subscriber’s	  	  Name:	  	  	  	  	   Phone:	  
Last	  	   	  	  	  	  	  	  	  First	  	   	  	  	  	  	  	  	  	  MI	  	   	  	  	  	  	  (Preferred	  Name)	  

Address:	  	  	  	  
Street	  	  	  	  	  	  	  	   	  	  	  	  	  City	  	   	  State	  	   	  	  Zip	  Code

Is	  subscriber	  a	  patient?	  	   	  Yes	  	  	   	  No	   	  Patient's	  relationship	  to	  subscriber:	  	   	  Self	   	  Spouse	   	  Child	   	  Other	  

Employer	  Information:	  	   	  

Carrier	  Name/Address	  :	  	  	   	   	   Phone:	  

Group	  #:	  	  	   ID	  #:	   Subscriber	  Date	  of	  Birth:	  	  	  

Secondary	  Insurance	  –	  Subscriber	  Information	  

Subscriber’s	  	  Name:	  	  	  	  	   Phone:	  
Last	  	   	  	  	  	  	  	  	  	  	  	  	  First	  	   	  	  	  	  	  	  	  	  	  MI	  	   	  	  	  	  	  (Preferred	  Name)	  

Address:	  	  	  	  
Street	  	  	  	  	  	  	  	   	  	  	  	  	  City	  	   	  State	  	   	  	  Zip	  Code

Is	  subscriber	  a	  patient?	  	   	  Yes	  	  	   	  No	  	  	  	  	  	  	  	  	  	  	  	  	  Patient's	  relationship	  to	  subscriber:	  	   	  Self	   	  Spouse	   	  Child	   	  Other	  

Employer	  Information:	  	   	  

Carrier	  Name/Address	  :	  	  	   	   	   Phone:	  

Group	  #:	  	  	   ID	  #:	   Subscriber	  Date	  of	  Birth:	  	  	  
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About	  Your	  Smile	  

Your	  current	  dental	  health	  is:	  	  	   	  Good	  	  	   	  Fair	  	  	   	  	  Poor	   Are	  you	  currently	  in	  pain?	   	  Yes	   	  No	  

Are	  your	  teeth	  sensitive	  to	  heat,	  cold	  or	  anything	  else?	  	   	  Yes	   	  No	  	  	  (Yes	  –	  please	  explain	   )	  

How	  many	  times	  do	  you:	  	  	  Floss	  	  	   	  	  Brush	  	   	   Do	  your	  gums	  bleed?	   	  Yes	   	  No	  

When	  was	  your	  last	  dental	  visit?	  	  	   When	  was	  your	  last	  dental	  cleaning?	  	  	  

Name	  and	  address	  of	  your	  previous	  dentist:	  	  	  

Have	  you	  ever	  had	  a	  problem	  with	  dental	  work?	   	  Yes	   	  No	  	  (Yes	  –	  please	  explain	   )	  

Do	  you	  gag	  easily?	  	  	   	  Yes	  	  	   	  No	   	  Do	  you	  clench	  or	  grind	  your	  teeth?	   	  Yes	   	  No	  	  	  	  	  	  Have	  you	  had	  gum	  surgery?	   	  Yes	   	  No 

Emergency	  Contact	  Information	  

Name:	   	   	  	  Relationship:	  

Phone	  	   (Home):	   	  (Cell):	   	  (Work):	   	  Ext:	  

	  	  Initial	  
In	  the	  event	  of	  an	  emergency	  I	  authorized Preferred Dental Care	  to	  release	  information	  concerning	  my	  treatment	  to	  emergency	  
contact	  listed	  above.	  

Referral	  Information	  

Whom	  may	  we	  thank	  for	  referring	  you	  to	  our	  practice?	  

	  Website	  	   	  Insurance	  	   	  Another	  patient	   	  Other	  

Responsible	  Party	  Information	  

Name:	   Relationship:	  	  
Last	  	   	  	  	  	  	  	  	  	  	  	  	  	  First	  	   MI	  	   referred	  Name)

Address:	   	  	  
	  	  	  Street	  	   City	  	   State	  	   	  	  Zip	  Code	  

Phone	  	   (Home):	   	  (Cell):	   	  (Work):	   	  Ext:	  

Email	  address:	  	  	   Employer:	  

Authorization	  and	  release:	  

I understand that the information I have given today is correct to the best of my knowledge. I also understand that this information will be 
held in the strictest confidence and that it is my responsibility to inform this office of any changes in my medical, insurance or personal 
status.  

I understand that insurance filing is a courtesy provided to me as a patient. I authorize Preferred Dental Care to release any information 
including the diagnosis and the records of any treatment or examination rendered to me or a dependent to third party payors and/or health 
practitioners. I authorize and request my insurance company to make payment of benefits directly to Preferred Dental Care. I understand 
that any estimate of benefits is not a guarantee or payment and that my insurance company may pay less than the actual charges for 
services. I agree to be responsible for payment for all services rendered on behalf of myself or my dependents.  

I understand that payment is due when services are rendered. If I have insurance that the practice accepts, I must pay my portion in full as 
estimated by the office. I understand that the in addition to cash or checks, Preferred Dental Care accepts Visa, MasterCard, Discover, 
American Express and CareCredit. 

I understand that Preferred Dental Care sets aside dedicated time for each appointment. If I find it necessary to cancel or reschedule an 
appointment I understand that I am required to give the office at least 48 hours notice. If I fail to provide such notice I understand that I may 
be assessed a late cancellation fee. 

I have read and understand the statements listed above. A photocopy or electronic image of this authorization shall be considered as valid 
as the original.  

Signature	  of	  patient,	  parent	  or	  guardian	   Printed	  Name	   Date
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HIPAA Patient Consent
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