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 Date ________________________

Patient _____________________________________________

Address _____________________________________________

 ___________________________________________________
 City State Zip

Sex: � M   � F   Age _____   Birthdate ____________________

� Single  � Married  � Widowed  � Separated  � Divorced

Patient SS# __________________________________________

Occupation __________________________________________

Employer ____________________________________________

Employer Address _____________________________________

Employer Phone ______________________________________

Spouse’s Name _______________________________________

Birthdate ____________________ SS# ___________________

Occupation __________________________________________

Spouse’s Employer ____________________________________

Whom may we thank for referring you? ____________________

 ___________________________________________________
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Home ________________________ Work ___________________________ Cell ___________________________________________

E-Mail ________________________________________________ Best time to reach you ____________________________________

 (Specify someone who does not live in your household.)

Name _________________________________________________ Relationship ____________________________________________

Home Phone ___________________________________________ Work/Cell Phone ________________________________________
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Burning sensation on tongue � Yes   � No
Chew on one side of mouth � Yes   � No
Cigarette, pipe, or � Yes   � No
   cigar smoking
Clicking or popping jaw � Yes   � No
Dry mouth � Yes   � No
Fingernail biting � Yes   � No
Food collection between � Yes   � No
   the teeth
Foreign objects � Yes   � No
Grinding teeth � Yes   � No
Gums swollen or tender � Yes   � No
Jaw Pain or tiredness � Yes   � No
Lip or cheek biting � Yes   � No

Loose teeth or broken filings � Yes   � No
Mouth breathing � Yes   � No
Mouth pain, brushing � Yes   � No
Orthodontic treatment � Yes   � No
Pain around ear � Yes   � No
Periodontal treatment � Yes   � No
Sensitivity to cold � Yes   � No
Sensitivity to heat � Yes   � No
Sensitivity to sweets � Yes   � No
Sensitivity when biting � Yes   � No
Sores or growths in mouth � Yes   � No

How often to you floss? ________________
How often do you brush? _______________

Reason for today’s visit ________________
 __________________________________
Former Dentist ______________________
City/State ___________________________
Date of last dental visit ________________
Date of last dental X-rays ______________
Check “Yes” or “No” where indicated for all
that apply:
Would you like whiter teeth? � Yes   � No
Bad breath � Yes   � No
Bleeding gums � Yes   � No
Blisters on lips or mouth � Yes   � No

Who is responsible for this account? ______________________

Relationship to Patient _________________________________

Insurance Co. ________________________________________

Group # _____________________________________________

Is patient covered by additional insurance?  � Yes   � No

Subscriber’s Name ____________________________________

Birthdate ____________________ SS# ___________________

Relationship to Patient _________________________________

Insurance Co. ________________________________________

Group # _____________________________________________

 ____________________________________________________
   Responsible Party Signature

 _________________________________  _________________
   Relationship     Date

I, the undersigned certify that I (or my dependent) have insurance coverage 
with ________________________________________ and assign directly to 
Dr. ____________________________________ all insurance benefits, if any, 
otherwise payable to me for services rendered.  I understand that I am financially 
responsible for all charges whether or not paid by insurance.  I hereby authorize 
the doctor to release all information necessary to secure the payment of benefits.  
I authorize the use of this signature on all insurance submissions.
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AIDS � Yes   � No
Alzheimers � Yes   � No
Anemia � Yes   � No
Arthritis, Rheumatism � Yes   � No
Artificial Heart Valves � Yes   � No
Artificial Joints � Yes   � No
Asthma � Yes   � No
Back Problems � Yes   � No
Bleeding abnormally, with � Yes   � No
   extraction or surgery
Blood Disease � Yes   � No
Cancer � Yes   � No
Chemical Dependency � Yes   � No
Chemotherapy � Yes   � No
Circulatory Problems � Yes   � No
Congenital Heart Lesions � Yes   � No
Cortisone Treatments � Yes   � No
Cough, persistent or bloody � Yes   � No
Diabetes � Yes   � No

Emphysema � Yes   � No
Epilepsy � Yes   � No
Fainting or dizziness � Yes   � No
Glaucoma � Yes   � No
Headaches � Yes   � No
Heart Murmur � Yes   � No
Heart Problems � Yes   � No
Hepatitis (Type __________) � Yes   � No
Herpes � Yes   � No
High Blood Pressure � Yes   � No
HIV Positive � Yes   � No
Jaundice � Yes   � No
Jaw Pain � Yes   � No
Kidney Disease � Yes   � No
Liver Disease � Yes   � No
Low Blood Pressure � Yes   � No
Mitral Valve Prolapse � Yes   � No
Nervous Problems � Yes   � No
Pacemaker � Yes   � No

Psychiatric Care � Yes   � No
Radiation Treatment � Yes   � No
Respiratory Disease � Yes   � No
Rheumatic Fever � Yes   � No
Scarlet Fever � Yes   � No
Shortness of Breath � Yes   � No
Sinus Trouble � Yes   � No
Skin Rash � Yes   � No
Special Diet � Yes   � No
Stroke � Yes   � No
Swelling of Feet or Ankles � Yes   � No
Swollen Neck Glands � Yes   � No
Thyroid Problems � Yes   � No
Tonsillitis � Yes   � No
Tuberculosis � Yes   � No
Tumor or growth on � Yes   � No
   head or neck
Ulcer � Yes   � No
Venereal Disease � Yes   � No

Physician’s Name __________________________________________________________ Date of last visit ______________________

Place a mark on “Yes” or “No” to indicate if you have had any of the following:
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Has there been any change in your health since your last dental appointment?   � Yes   � No

For what conditions? ____________________________________________________________________________________________

Are you taking any new medications? _________________ If so, what ____________________________________________________

Patient’s Signature ______________________________________________________________________ Date ___________________

Doctor’s Signature ______________________________________________________________________ Date ___________________

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •

Has there been any change in your health since your last dental appointment?   � Yes   � No

For what conditions? ____________________________________________________________________________________________

Are you taking any new medications? _________________ If so, what ____________________________________________________

Patient’s Signature ______________________________________________________________________ Date ___________________

Doctor’s Signature ______________________________________________________________________ Date ___________________

List medications you are currently taking:

 _____________________________________________________

_____________________________________________________

_____________________________________________________

Pharmacy Name _______________________________________

Phone _______________________________________________

� Aspirin � Penicillin

� Barbiturates (Sleeping pills) � Sulfa

� Codeine � Other ________________

� Iodine _______________________ 

� Latex  _______________________

� Local Anesthetic  _______________________

  Are you:    Pregnant?   � Yes, _____ Months   � No        Nursing?   � Yes   � No        Taking birth control pills?  � Yes   � No

 __________________________________________________________



PATIE NT/RESPONSIBLE PART Y  DATE

ARE YOU CURRENTLY AWAITING THE RESULTS OF A COVID-19 TEST? YES NO

DO YOU HAVE A FEVER? YES NO

DO YOU HAVE ANY SHORTNESS OF BREATH? YES NO

DO YOU HAVE A DRY COUGH? YES NO

DO YOU HAVE A RUNNY NOSE? YES NO

DO YOU HAVE A SORE THROAT? YES NO

DO YOU HAVE SNEEZING, WATERY EYES, AND/OR SINUS PAIN/PRESSURE  

THAT IS UNUSUAL AND NOT RELATED TO SEASONAL ALLERGIES? YES NO

HAVE YOU EXPERIENCED HEADACHES, FATIGUE, OR WEAKNESS? YES NO

HAVE YOU LOST YOUR SENSE OF TASTE AND/OR SMELL? YES NO

WITHIN THE LAST 14 DAYS, HAVE YOU TRAVELLED TO ANY FOREIGN COUNTRY? YES NO

WITHIN THE LAST 14 DAYS, HAVE YOU TRAVELLED WITHIN THE UNITED STATES? YES NO

IF SO, WHERE?

PLEASE ANSWER “YES” OR “NO” WITH YOUR INITIALS, TO THE FOLLOWING QUESTIONS:

Patient Advisory and Acknowledgment   
Receiving Dental Treatment During the COVID-19 Pandemic

Dear Patient:

You have come to our office today for a routine dental evaluation and/or treatment that will be done 
during the COVID-19 pandemic. Please be advised of the following:

While our office complies with State Health Department and the Centers for Disease 
Control and Prevention infection control guidelines to prevent the spread of the COVID-19 
virus, we cannot make any guarantees.

Our staff are symptom-free and, to the best of their knowledge, have not been exposed to 
the virus. However, since we are a place of public accommodation, other persons (including 
other patients) could be infected, with or without their knowledge.

In order to reduce the risk of spreading COVID-19, we have asked you a number of “screening” 
questions below. For the safety of our staff, other patients, and yourself, please be truthful and candid 
in your answers.



CONSENT FOR USE AND DISCLOSURE OF HEALTH 

INFORMATION 

SECTION A:  PATIENT GIVING CONSENT 

Name: _____________________________________________________     Date of Birth: _________________ 

Street Address: _____________________________________________________________________________ 

City: ______________________________________     State: _________     Zip code: ____________________ 

SECTION B:  TO PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your protected health 

information to carry out treatment, payment activities, and healthcare operation. 

Notice of Privacy Practices:  You have the right to read our Notice of Privacy Practices before you decide 

whether to sign this Consent.  Our Notice provides a description of our treatment, payment activities, and 

healthcare operations, of the uses and disclosures we may make of your protected health information, and of 

other important matters about your protected health information. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices.  If we 

change our privacy practices, we will issue a revised notice of Privacy Practices, which will contain the changes. 

Those changes may apply to any of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice, at any time by 

contacting us by phone or email.

Right to Revoke:  You will have the right to revoke this Consent at any time by giving us a written notice of 

your revocation submitted to the Contact Person listed above.  Please understand that revocation of this Consent 

will not affect any action we took in reliance of this Consent before we received your revocation, and that we 

may decline to treat you or to continue treating you if you revoke this Consent. 

SECTION C:  SIGNATURE 

I have had full opportunity to read and consider the contents of this Consent and Notice of Privacy Practices.  I 

understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected 

health information to carry out treatment, payment activities and health care operations. 

Signature: __________________________________________________     Date of Birth: _________________ 

If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative’s Name: ______________________________________________________________ 

Relationship to Patient: _______________________________________________________________________ 
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