
 
 

PATIENT INFORMATION 

 

Patient name:          ____________________  

 

Reason for visit:                

 

Previous dentist:       Referred by:         

 

Birth date: S.S.#  If minor, parent/guardian name:       

 

Home phone:  Cell phone:    Work phone:     

 

Mailing address:                

 

City:     State:    Zip:     

 

Email address:                                                                                                                                                        

 

Dental Insurance:   Member ID#:  Group#:     

 

Employer:        Occupation:       

 

Emergency contact:                                   

 

Relationship to Emergency contact:                                                                                     

 

Emergency contact phone:                                                                                                

 



 

 

                                   MEDICAL HEALTH HISTORY 

The information provided is important to your dental health. 
 

Do you have or have you had any of the following? 
(Please check  any that apply.) 

  Cancer or tumor 

  Heart ailment or angina 

  Heart murmur, mitral valve prolapse, heart defect 

  Rheumatic fever or rheumatic heart disease 

  Artificial joint or valve 

  High blood pressure 

  Pacemaker 

  Tuberculosis or other lung problems 

  Kidney disease 

  Hepatitis or other liver disease 

  Alcoholism 

  Blood transfusion 

  Diabetes 

  Neurologic condition 

  Epilepsy, seizures, or fainting spells 

  Emotional condition 

  Arthritis 

  Herpes or cold sores 

  AIDS or HIV positive 

  Migraine headaches or frequent headaches 

  Anemia or blood disorders 

  Abnormal bleeding after extractions, surgery, or 

trauma 

  Hayfever or sinus trouble 

  Allergies or hives 

  Asthma 

Do you smoke or use chewing tobacco? 
  Yes 
  No 

 
Are you allergic to, or have you reacted adversely to 

any of the  following? 
  Latex materials 
  Penicillin or other antibiotics 
  Local anesthetics (i.e. “Novocain”) 
  Codeine or other narcotics 
  Sulfa drugs 
  Barbiturates, sedatives, or sleeping pills 
  Aspirin 
  Other:    

 
Are you taking any of the following? 

  Aspirin 
  Anticoagulants (blood thinners) 
  Antidepressants or tranquilizers 
  Insulin, Orinase, or other diabetes drug 
  Nitroglycerin 
  Cortisone or other steroids 
  Osteoporosis (bone density) medicine 

  Other medication list (please attach dated list 
if your medications do not fit on this form) 

 
Do you require antibiotics prior to dental 

treatment? 
  Yes 
  No 
 

Women: 
  May be pregnant 

If so, expected delivery date:   
  Taking hormones or contraceptives 

 

 

   

Do you have any disease, condition, or problem not listed above?                                                                                                                                  

Please add anything else you would like us to know about:   

Patient or Guardian’s Signature Date 

Doctor’s Signature Date 



 

 
 
 

HIPAA OMNIBUS RULE 

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

AND CONSENT/ LIMITED AUTHORIZATION & RELEASE FORM 
You may refuse to sign this acknowledgement & authorization.  In refusing we may not be allowed to process your insurance claims. 

 

Date: __________________   
 
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this healthcare 

facility.   A copy of this signed, dated document shall be as effective as the original.   

MY SIGNATURE WILL ALSO SERVE AS A PHI DOCUMENT RELEASE SHOULD I REQUEST TREATMENT OR RADIOGRAPHS BE SENT TO 

OTHER ATTENDING DOCTOR / FACILITIES IN THE FUTURE. 
 

_________________________________             ________________________________ 

Please print name of Patient        Please sign for Patient / Guardian of Patient 
 

________________________________                         ________________________________ 

Legal Representative / Guardian      Relationship of Legal Representative / Guardian 
 
Your comments regarding Acknowledgements or Consents: _______________________________________ 

_________________________________________________________________ 
 
 

HOW DO YOU WANT TO BE ADDRESSED WHEN SUMMONED FROM THE RECEPTION AREA: 

 First Name Only    Proper Sir Name     Other ___________________________ 
 

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION: 
(This includes step-parents, grandparents and any care takers who can have access to this patient’s records): 

 

Name:  __________________________       Relationship: ______________________________ 
 

Name:  __________________________       Relationship: ______________________________ 

-------------------------------------------------------------------------------------------------------------------- ------------- 
 

I AUTHORIZE CONTACT FROM THIS OFFICE TO CONFIRM MY APPOINTMENTS, TREATMENT & BILLING INFORMATION VIA: 
 

  Cell Phone Confirmation    Text Message to my Cell Phone 
  Home Phone Confirmation     Email Confirmation 

  Work Phone Confirmation    Any of the Above 
 

I AUTHORIZE INFORMATION ABOUT MY HEALTH BE CONVEYED VIA: 
 

  Cell Phone Confirmation    Text Message to my Cell Phone 
  Home Phone Confirmation     Email Confirmation 

  Work Phone Confirmation    Any of the Above 
 

 

I APPROVE BEING CONTACTED ABOUT SPECIAL SERVICES, EVENTS, FUND RAISING EFFORTS or NEW HEALTH INFO on behalf of 

this Healthcare Facility via: 
 

 Phone Message                          Any of the Above 

 Text Message                               None of the above (opt out) 
 Email 

 
In signing this HIPAA Patient Acknowledgement Form, you acknowledge and authorize, that this office may recommend products or services to promote your 

improved health.   This office may or may not receive third party remuneration from these affiliated companies. We, under current HIPAA Omnibus Rule, provide 
you this information with your knowledge and consent.  

--------------------------------------------------------------------------------------------------------------------------------- 


