



	Today's Date: 
	Patient's Name: 
	Nickname: 
	Gender: Off
	Patient's Birthdate: 
	Patient's Employer: 
	Patient's Home Phone #: 
	Patient's SS#: 
	Patient's Home Address: 
	Patient's Home City: 
	Patient's Home State: [CA]
	Patient's Home ZIP Code: 
	Title: [Mr.]
	Patient's Age: 
	Patient's Cell Phone #: 
	Patient's Work Phone #: 
	Patient's Driver's License #: 
	Patient's Work # Ext: 
	Patient's Marital Status: Off
	Patient's Employer's Address: 
	Patient's Occupation: 
	Patient's Current Employment Tenure: 
	Best time and place to reach patient: 
	Referred by: 
	Other family members seen by us: 
	Previous/Present Dentis: 
	Last vist to previous dentist: 
	Spouse's Employer: 
	Spouse's Name: 
	Spouse's Work Phone #: 
	Spouse's Work # Ext: 
	Spouse's Driver's License #: 
	Spouse's SS#: 
	Spouse's Birthdate: 
	Name of Person Responsible for Account: 
	Relationship of Person Responsible for Account: 
	Billing Address: 
	Billing Work #: 
	Billing Work # Ext: 
	Billing Home #: 
	Billing Employer: 
	Billing Driver' License #: 
	Billing Social Security #: 
	Primary Insurance Name: 
	Primary Insurance Address: 
	Primary Insurance Phone #: 
	Primary Insurance Group, Plan, Local, or Policy #: 
	Primary Insurance Policy Owner Name: 
	Primary Insurance Owner's relationship to Patient: 
	Primary Insurance Owner's Birthdate: 
	Primary Insurance Owner's Employer: 
	Primary Insurance Policy Owner's ID #: 
	Primary Insurance Coverage: Off
	Primary Insurance Owner's Employer's Address: 
	Secondary Insurance Name: 
	Secondary Insurance Address: 
	Secondary Insurance Phone #: 
	Secondary Insurance Group, Plan, Local, or Policy #: 
	Secondary Insurance Policy Owner Name: 
	Secondary Insurance Owner's relationship to Patient: 
	Secondary Insurance Owner's Birthdate: 
	Secondary Insurance Owner's Employer: 
	Secondary Insurance Policy Owner's ID #: 
	Secondary Insurance Coverage: Off
	Secondary Insurance Owner's Employer's Address: 
	Neighbor or Relative's City: 
	Neighbor or Relative's State: [CA]
	Neighbor or Relative's ZIP Code: 
	Neighbor or Relative's Name: 
	Neighbor or Relative's Relation: 
	Neighbor or Relative's Work Phone #: 
	Neighbor or Relative's Home Phone #: 
	Do you have a personal physician?: Off
	Are you currently under the care of a physician?: Off
	Explain the reason why you are being seen by a physician: 
	Physician's Name: 
	Physician's Phone #: 
	Date of last visit to Physician: 
	Neighbor or Relative's Address: 
	Patient's email: 
	Patient's current physical health?: Off
	Tobacco?: Off
	Metal Rods or Implants?: Off
	Prescriptions, over the counter, or supplements?: Off
	Fosamax or another biophosphate?: Off
	Birth Control?: Off
	Pregnant?: Off
	Nursing?: Off
	Tobacco useage form and rate: 
	Medications used: 
	Week of pregnancy: 
	Why have you come to the Dentist Today?: 
	Require antibiotics?: Off
	In any Dental Pain?: Off
	Teeth temperature sensitive?: Off
	Previous problems with dental work?: Off
	Patient's current dental health?: Off
	Why antibiotics?: 
	How long in dental pain?: 
	Where, what, and how are teeth temperature sensitive?: 
	Explain previous problems with dental work: 
	Ever experienced discomfort in jaw joint?: [No]
	How often per week do you brush and floss?: 
	How long do you use a toothbrush before replacing it?: 
	What would you change about your smile??: 
	Abnormal Bleeding: Off
	Artificial Bones/Joints/Valves?: Off
	Cancer/Chemotherapy?: Off
	Diabetes: Off
	Alcohol/Drug Use: Off
	Heart Murmur: Off
	Hepatitis: Off
	Anemia?: Off
	Breathing Disorder?: Off
	Blood Transfusion?: Off
	Colitis?: Off
	Heart Defect or Damage?: Off
	Fainting Spells?: Off
	Heart Attack?: Off
	Epilepsy?: Off
	Frequent Headaches?: Off
	Glaucoma?: Off
	Heart Surgery?: Off
	Herpes/Fever Blisters?: Off
	Kidney Problems?: Off
	Osteoporosis/Paget's Disease?: Off
	Radiation Treatment?: Off
	High Blood Pressure: Off
	Tuberculosis?: Off
	Venereal Disease?: Off
	HIV+/AIDS?: Off
	Liver Disease?: Off
	Lupus?: Off
	Pacemaker?: Off
	Psychiatric Problems?: Off
	Shingles?: Off
	Thyroid Problems?: Off
	Seizures?: Off
	Sinus Problems?: Off
	Stroke?: Off
	Ulcers?: Off
	If answered yes, explain: 
	Any medical conditions in the past year: 
	Medication allergies: 
	Hospitalizations in the past 5 years: 
	Click Here to Submit this Form: 


