
GET ACQUAINTED QUESTIONNAIRE
Welcome to our  We feel you will be pleased with the care you will be receiving. Prior to beginning treatment, the fol-
lowing information is necessary. Please complete fully and PRINT legibly. All information will be held in strict 
Thank you for joining our family of patients.

Patient Name: _____________________________  Home Phone_________________  Cell #___________________________
Fax # ____________________________________  E-mail ______________________
Address ___________________________________________  City_________________________ State______  Zip _________
Soc Sec. No. ____________________________  Birthdate _______________________  Age ___________________________
Patients or Parents Employer _______________________________________  Occupation _____________________________
Address _____________________________________________  Phone __________________________________ Ext# _____
Spouse or Parents Name: __________________________________________________________________________________
If patient is a student, name of school/college: __________________________ City: _______________  State: _____________
If patient is a minor, may we treat him or her in your absence should they come for treatment at a regular appointment and you 

 Yes   No, no treatment other than that which is scheduled shall be performed at 
 that visit if you are not present.

Person to contact in case of emergency: __________________________  Relationship _____________  Phone _____________
________________________________________________________________________

__________________________________________________________________

PERSON RESPONSIBLE FOR THIS ACCOUNT OTHER THAN THE PATIENT
Responsible party’s Name_______________________________  Birthdate _____________  Relationship to Patient__________
Address (if different from above) _________________________  Home Phone ______________________________________
Responsible Party’s Employer____________________________  Occupation ___________ Soc. Sec. No.    _________________
Business Address _____________________________________  Work Phone ____________________________ Ext. _______
Cell No. _____________________________________________  Fax No. ___________________________________________

INSURANCE INFORMATION
Subscriber‘s Name ____________________________________  Birthdate _____________ Soc. Sec. No./I.D.No._______________
Subscriber’s Employer _________________________________  Business Address ___________________________________
Insurance Company ___________________________________  Group/Policy No.____________________________________
Insurance Company Address _______________________________________________________________________________
Patient’s Relationship to Subscriber:  Self  Spouse  Dependent

ADDITIONAL INSURANCE
Subscriber’s Name ____________________________________  Birthdate _____________  Soc. Sec. No./I.D.No._______________
Subscriber’s Employer _________________________________  Business Address ___________________________________
Insurance Company ___________________________________  Group/Policy Number ________________________________
Insurance Company Address _______________________________________________________________________________
Patient’s Relationship to Subscriber:  Self  Spouse  Dependent

ASSIGNMENT & RELEASE
This is to certify that I, the undersigned, consent to the performing of whatever dental services and/or surgical procedures may be decided upon to be 
necessary or advisable, and to the use of local anesthetic as may be deemed advisable by the dentist. I hereby authorize my dentist to release any and all 
dental and medical information to the above-named insurance carrier for purposes of claims administration and evaluation, utilization review and 
audit. This authorization remains valid and effective from the date of signing until revoked in writing.
Scheduled appointment times are reserved just for you. If you are unable to keep your appointment, please let us know at least 48 business hours in  
advance to avoid broken appointment charges.
I hereby authorize my Insurance Carrier to pay directly to the within-named dentist(s) the dental  otherwise payable to me. I understand that I am 

(Patient or parent/guardian if patient is a minor)

(Responsible Party) 

(Date)

(Date)



A MESSAGE ABOUT HEALTH HISTORIES AND DENTAL CARE
Although dentists primarily treat the mouth, head and neck areas, these areas all relate to your overall health. Therefore, it
is important for us to know all facts relative to your present and past health. The information you give here is strictly
confidential.

MEDICAL HEALTH HISTORY
Name of Physician __________________________ Address__________________________ Phone___________
Date of last physical examination __________________ ; Medical Record No. _________________
PLEASE MARK YES OR NO TO THE FOLLOWING QUESTIONS
Are you now, or have you been, under a physician’s care during the past two years?..................................      
If so, what conditions were you treated for?_________________________________________________
Have you had any major illness or operations?.............................................................................................       
Please list and give approximate dates_____________________________________________________     
Do you take, or have taken, any kind of drugs or medicines during the past year?
 (including over-the-counter medicines and vitamins?__________________________________________        
If so, what?___________________________________________________________________________
Have you experienced any adverse or allergic reaction to medications?......................................................       
If so, please explain ____________________________________________________________________
For Women: Are you pregnant       nursing       taking birth control medication?     ......................................

Please review the following carefully and check any conditions for which you have been treated.

Please indicate any concerns/conditions not listed above of which you feel we should be made aware____________________

_____________________________________________________________________________________________________

DENTAL HISTORY
Previous dentist __________________________________    How long ________________________________________________________
Most recent dental exam ___________________________    Most recent dental x-ray_____________________________________________
Most recent dental treatment _____________________________________________
How often do you have your teeth cleaned?       3 mo.____        4 mo. ____       6 mo.____      1 year or longer ____
WHAT IS YOUR IMMEDIATE DENTAL CONCERN?_________________________________________________________________________
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________
Are you satified with your past dental care?________________________________________________________________________________

Please mark yes or no to the following questions





yes   no

yes  no

 
Are you unhappy about appearance of your teeth?...........................................................................................
Does food catch between your teeth?................................................................................................................
Do your gums feel irritated       swollen       or bleed frequently when brushing?       flossing?
Has periodontal (gum) disease ever been diagnosed?       or treated?
Do you have a bad taste or odor in your mouth?...............................................................................................
Do you have any loose teeth, or have any teeth moved or shifted within the past two years?.........................
Do you or have you ever smoked? (packs/day______) When did you quit?_______________
Do you floss, use a water jet device, interdental stimulator, or proxy brush?.....................................................

-OVER-

Heart conditions or murmurs 
Rheumatic fever
Diabetes
High blood pressure
Low blood pressure
Kidney disorder
Cancer or tumor
Bleeding or blood disorder
Tuberculosis
Redux Thereapy 

Pneumonia 
Lung or respiratory disease
Glaucoma or serious eye disorder  
Arthritis, bone or joint problem
Endocrine (glandular) disorder
Asthma
Hay fever
AIDS/ARC
Smoker
Fen-Phen Therapy 

Hepatitis       jaundice       liver disease
Prosthetic joint replacement 
Venereal or other communicable disease
Chemotherapy, radiation therapy
Fainting       dizziness  or      nervous disorders
Convulsions       seizures or      epilepsy
Psychological problems
Frequent fever blisters or cold sores
Biophosphonate therapy (fosamax, zometa,aredia)

 










