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Patient Information:

Full Name: _______________________________________Nickname: __________________ Occupation: ____________

Address: ______________________________________________City: ____________!State: ______ Zip: ______________

Phone: Home ___________________________ Cell ___________________________ Work __________________________

Sex:  M / F    Marital Status: Married / Single / Widow     Date of Birth: _______________     S.S #: _____________________

Account Information:   (please circle one)   Self   Spouse   Parent   Guardian   Facility

Full Name: _______________________________________Nickname: __________________ Occupation: ____________

Address: ______________________________________________City: ____________!State: ______ Zip: ______________

Phone: Home ___________________________ Cell ___________________________ Work __________________________

Sex:  M / F    Marital Status: Married / Single / Widow     Date of Birth: _______________     S.S #: _____________________

Dental Insurance Company:_____________________________ Employer: _______________________!
Subscriber’s Name: ________________________ Date of Birth: _______________ S.S #: _____________________

Dental Insurance Company:_____________________________ Employer: _______________________!
Subscriber’s Name: ________________________ Date of Birth: _______________ S.S #: _____________________

Dental Information

Reason for today’s visit:__________________________________Are you in pain? [ ] Yes [ ] No, For How Long?________

Please indicate any of the following problems by checking off the corresponding box:

[ ] Discomfort, clicking, or popping in jaw!  [ ] Lost / broken filling(s)  [ ] Stained teeth                   [ ] Difficulty closing jaw 

[ ] Red, swollen, or bleeding gums!     [ ] Teeth grinding / clenching     [ ] Locking jaw  [ ] Difficulty opening jaw

[ ] A removable dental appliance      [ ] Ringing in ears  [ ] Bad breath   [ ] Loose / shifting teeth

[ ] Blisters / sores in or around the mouth   [ ] Broken / chipped tooth  [ ] Burning tongue / lips   [ ] Food caught between teeth

[ ] Prolonged bleeding from an injury / extraction   [ ] Gum Disease   [ ] Toothache!  [ ] Swelling / lumps in mouth

[ ] Recent infections or sore throat! !  [ ] Other: ________________________________________________________________

[ ] Sensitivity in teeth      ________________________________________________________________
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