WELCOME TO OUR DENTAL OFFICE

     Mr. ⁯    Mrs. ⁯   Miss ⁯   Ms. ⁯   Dr. ⁯                                 ⁯ Male     ⁯Female                                                              ⁯ Adult          ⁯Child

     Name: (Last) ______________________________(First)______________________________ Prefer to be Called:_____________________

     Address: (Street) _____________________________________(Apt#)_______(City)___________________(Postal Code)_______________

        Home Phone: ( ________) ________ - ________Work Phone ( ________ ) ________ - ________   Date of Birth: M______D______Y_____

        Other: ( ________ ) ________ - ________  Fax: ( ________ ) ________ - ________ Email: _______________________________________

        Employer / School: ____________________________________________________Occupation: ___________________________________

        Who may we thank for referring you to this office?: ________________________________________________________________________

        Family Physician : ______________________________________________Phone ( ________ ) ________ - ________

        In case of Emergency Notify : __________________________ Relation: _________________ Phone: ( ______ ) ________ - _________

        Person responsible for this account:   ⁯ Self          ⁯ Spouse        ⁯ Parent       ⁯Legal Guardian          ⁯ Other: _____________________

        Name:_______________________________________ Relation:_____________ Phone: (Home)______________(Work) _____________

        Address: (Street)______________________________(Apt#)_______(City)______________________(Postal Code)_________________   

        Primary Insurance                                                                                        Secondary Insurance
        Name of Policy Holder:_________________________________                Name of Policy Holder:_______________________________

        Date of Birth of Policy Holder: (M)______(D)______(Y)______                Date of Birth of Policy Holder: (M)______(D)______(Y)_____

        Insurance Company : __________________________________                 Insurance Company : _________________________________

        Policy / Contract / Group # : ____________________________                  Policy / Contract / Group # : ___________________________

         Subscriber ID # : _____________________________________                 Subscriber ID # : ____________________________________

         Method of Payment  ⁯ Cash        ⁯ Cheque       ⁯ Credit Card  ______________Number :_________________________EXP: ________

         Dental History

             Do you use?                       How Often?                                                      Date of Last Dental visit: ___________________________

        Y    N    Brush                   ________/Day ________/Week                            Date of Last Dental Cleaning: _______________________

        Y    N    Dental Floss        ________/Day ________/Week                             Date of Last Dental X-rays: _________________________

        Y    N    Fluoride Rinse    ________/Day ________/Week                             Y    N   Previous Problems with Dental Treatment?

        Y    N    Electric Brush     ________/Day  _______/Week                              Y    N   Satisfied with the appearance of your teeth?

        Y    N    Other:__________________________________

         Mouth / Jaws                                                           Teeth                                                                        Past Treatment

        Y     N   Bleeding/Sore Gums                                   Y     N   Loose Teeth                                               Y     N   Gum Surgery

        Y     N   Bad Breath


           Y     N   Painful Teeth
                      Y     N   Orthodontics ( Braces )

        Y     N   Burning Tongue/Lips                                  Y     N   Sensitive to Hot/Cold                                Y     N   Rooth Canal ( Endodontics)

        Y     N   Frequent Blisters, Lips/Mouth
           Y     N   Sensitive to Sweets
                      Y     N   Crowns/Bridges/Dentures

        Y     N   Swellings/Lumps in Mouth                         Y     N   Sensitive to Biting                                     Y     N   Oral Surgery:

        Y     N   Cheek or Lip Biting Habit
                         Y     N   Food Catches Between Teeth

                                 ⁯ Wisdom Teeth

        Y     N   Clicking/Popping Jaw Joint                        Y     N   Clenching or Grinding Habit                                                  ⁯  Jawbones/Joints

        Y     N   Painful Jaw Joint


           Y     N   Shifting of Teeth                                                                    ⁯  Dental Implants

        Y     N   Difficulty Opening/Closing Jaw                 Y     N   Oral Habits: ⁯ Biting Finger Nails           Y     N   Bite Plate Appliance

        Y     N   Mouth Breathing (awake/asleep)                                                  ⁯ Chew Pen/Pencil               Y     N   Bite Adjustment

        Y     N   Trauma to Head/Neck/Face                                                           ⁯ Pipe Smoking

        Date: _____________________Signature:___________________________________ Reviewed by:_______________________________

                                                                            ⁮Patient        ⁮Parent        ⁮Guardian                                Treating dentist

