
Patient # ___________________
SS# / SIN ___________________
Date _______________________

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

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

ask us we will be happy to help.

Patient Inforation (Confidential)

Insurance Inforation

Responsible Par



PATIENT NAME: ___________________________________             DATE OF BIRTH: ________________________

Often, there are important dental considerations with medications you may be taking or medical
conditions you may have. Also, it is required by law that we obtain annual updates of our patient’s
physical health and medications. We thank you for filling this information out completely and honestly. 

PHYSICIAN (if you have one): ___________________________
PHYSICIAN’S PHONE (if you know it): ____________________                PLEASE CIRCLE
          
         

PLEASE PLACE AN “X” NEXT TO ANY CONDITIONS THAT APPLY TO YOU OR CIRCLE  “NONE”.

PLEASE PLACE AN “X” NEXT TO ANY CONDITIONS THAT APPLY TO YOU OR CIRCLE  “NONE”.

____ AIDS/HIV
____ ALZHEIMERS
____ ANAPHYLAXIS
____ ARTHRITIS
____ ARTIFICIAL HEART VALVE
____ ASTHMA
____ CANCER____ CANCER
____ CHEMOTHERAPY
____ COLD SORES
____ GERD

OTHER:__________________________________________________________________________________________________________________________

____ BLEEDING GUMS
____ HOT SENSITIVE TEETH
____ COLD SENSITIVE TEETH
____ CLENCHING/GRINDING

OTHER: _______________________________________________________________________________________________________________________

____ PERSISTANT TOOTH PAIN
____ FREQUENT HEADACHES
____ UNREPAIRED DECAY
____ PAIN WHEN BITING

____ HAD ROOT CANALS                                  ____ OBTRUSIVE SNORING
____ HAD BRACES
____ REQUIRE IV SEDADTION FOR EXTRACTIONS
____ HAD WISDOM TEETH REMOVED

____ DIABETES
____ DRUG ADDICTION
____ EMPHYSEMA
____ EPILEPSY
____ DIARRHEA
____ FIBROMYALGIA
____ HERPES____ HERPES
____ GLAUCOMA
____ HEART ATACK
____ HEART DEFFECT (AS CHILD)

____ HEMOPHILIA
____ HEPATITIS A
____ HEPATITIS B OR C
____ HIGH BLOOD SUGAR
____ HYPOGLCEMIA
____ INTESTINAL DISEASE
____ IRREGULAR HEART BEAT____ IRREGULAR HEART BEAT
____ KIDNEY DISEASE
____ LIVER DISEASE
____ MENOPAUSAL SYMPTOMS

____ SICKLE CELL DISEASE
____ STROKE
____ THYROID DISEASE
____ RADIATION THERAPY
____ HORMONE REPLACEMENT
____ CORTISONE THERAPY
____ PERSISTANT PAIN____ PERSISTANT PAIN

If yes, explain: ________________________________

If yes, explain: ________________________________

If yes, explain: ________________________________

If yes, explain: ________________________________

If yes, explain: ________________________________

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. 
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis 
and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payors and/or health
practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. 
I understand that my dental insurance may pay less than the actual bill for services. I agree to be responsible for payment of all services on my behalf or my I understand that my dental insurance may pay less than the actual bill for services. I agree to be responsible for payment of all services on my behalf or my 
dependents. 

X_________________________________________

Patient Dental Histor

Authorization and Release
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