
PATIENT MEDICAL HISTORY
Patient's Name:

For Office Use Only

ID:

Address: Today's Date: Date of Last Visit: Date of Med. History:

City  State  Zip: Email:

Home Phone: Work Phone: Cell Phone: Birth Date: Social Security No.: Marital Status:

Primary Dental Guarantor: Home Phone: Work Phone: Cell Phone:

Secondary Dental Guarantor: Home Phone: Work Phone: Cell Phone:

Physician Name: Physician Phone:

Pharmacy: Pharmacy Phone:

For Office Use Only
Medical Alerts:

Sex: If female  please answer the following: Please answer the following:

Y N

Are you taking Birth Control Pills?

Are you pregnant? If Yes, # of weeks

Are you nursing?

Y N

Do you smoke or use tobacco?

For Office Use Only

BP: Heart Rate:

Height:

Weight:

Y N  Allergies

Other

Y N  Conditions Y N  Conditions Y N  Conditions

Abnormal Bleeding Glaucoma Stroke

Alcohol Abuse Hay Fever Thyroid Problems

Allergies Heart Attack Tuberculosis

Anemia Heart Surgery Ulcers

Angina Pectoris Hemophilia Venereal Disease

Arthritis Hepatitis A Yellow Jaundice

Artificial Bones Hepatitis B

Artificial Heart Valve High Blood Pressure

Asthma HIV+  AIDS

Blood Transfusion Kidney Problems Aspirin

Cancer- Chemotherapy Liver Disease Codeine

Colitis Low Blood Pressure Dental Anesthetics

Congenital Heart Defect Mitral Valve Prolapse Erythromycin

Cosmetic Surgery Pace Maker Jewelry

Diabetes Pneumocystitis Latex

Difficulty Breathing Psychiatric Problems Metals

Drug Abuse Radiation Therapy Penicillin

Emphysema Rheumatic Fever Tetracycline

Epilepsy Seizures

Fainting Spells Shingles

Fever Blisters Sickle Cell Disease

Frequent Headaches Sinus Problems



Medications:

Y N

Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:

(If Under 18, Parent or Guardian Signature Required)
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Financial Policy
Thank you for choosing our office as your dental healthcare provider. We are committed to providing you with the highest quality 
lifetime dental care, so that you may attain optimum oral health. The following is a statement of our financial policy, which we require 
that you read, agree to, and sign prior to any treatment . Payment is due at the time service is provided. Our office accepts cash, personal 
checks, credit cards and outside patient financing. 

Please check if you would like more information about financing options. ¨  

Please Note: Returned checks will be subject to additional fees. In the case it becomes necessary for our office to enlist a collection service 
and/or legal assistance; you will be responsible for any collection and/or legal charges up to 35%.

Do You Have Insurance? 

	 •  �We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance company. 
Your insurance policy is a contract between you, your employer, and your insurance company.

	 •  �As a courtesy to you we will help you process all your insurance claims. Please understand that we will provide an insurance 
	 estimate to you, however, it is not a guarantee that your insurance will pay exactly as estimated. Your insurance company and your 	
	 plan benefits will determine the amount paid. We will, of course, do all we can to make sure your estimate is as accurate as possible. 	
	 If your insurance company has not made payment within 60 days, we will ask that you contact your insurance company to make 	
	 sure payment is expected. If payment is not received or your claim is denied, you will be responsible for paying the full amount at 	
	 that time.

	 •  �We ask that you sign this form and/or any other necessary documents that may be required by your insurance company. This form 
instructs your insurance company to make payment directly to our office.

	 •  �We ask that you pay the deductible and co-payment, which is the estimated amount, not covered by your insurance company, by 
cash, check, credit card or Patient Financing at the time we provide the service to you.

	 •  �We will cooperate fully with the regulations and requests of your insurance company that may assist in the claim being paid. Our 
office will not, however, enter into a dispute with your insurance company over any claim.

We thank you for the opportunity to serve your dental health care needs and welcome any question you may have concerning your care 
or our financial policy.

Consent:

I have read, understand and agree to the above terms and conditions. I authorize my insurance company to pay my dental benefits directly to my dental office.I 
understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due and payable at the time services 
are rendered unless financial arrangements have been made. I further understand that a finance, rebilling, collection charge and/or attorney fee will be added to 
any overdue balance. By signing below, you are authorizing us to call you at any number you provide including calls to mobile/cellular or similar devices for any 
lawful purpose. You agree to any fees or charges that you may incur for an incoming call from us, and/or outgoing calls to us, to or from any such number, without 
reimbursement from us.

___________________________________    _______________
Patient Signature (Parent if child)			     Date 

Patient Name (print) ____________________
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Acknowledgement Of Receipt Of Notice Of Privacy Practices
Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to document our good faith effort 
to obtain that acknowledgement.

** You may refuse to sign this acknowledgement**

I, ________________________________________________, have received a copy of this office’s Notice of Privacy Practices.

__________________________________________________

Patient Name (Printed)

__________________________________________________

Signature

__________________________________________________

Date

Authorization To Release Information
Purpose: This form is used to obtain authorization to release information regarding yourself covered under the Privacy Act to people 
other than yourself.

I, ________________________________________________, authorize the following person(s) to have access to information covered 

under the Privacy Practice regarding myself.

Patient Name (print) ____________________

__________________________________________________

Name (Printed)

__________________________________________________

Name (Printed)

__________________________________________________

Name (Printed)

__________________________________________________

Relationship

__________________________________________________

Relationship

__________________________________________________

Relationship

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be 
obtained because:

Individual refused to sign
¨  Communications barriers prohibited obtaining the acknowledgement
¨  An emergency situation prevented us from obtaining acknowledgement
¨  Other (Please Specify)

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________
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