Welcome

Welcome to our office! Please take a few moments to fill out this double-sided form. We are glad to help you with it if you need. We look forward to working with you in maintaining your dental health.
Patient Information 

Name _________________________________________________________________ Soc. Sec.#_____________________


Last Name


First Name


Middle Initial

Sex: M F        Date of Birth___________________       Marital Status (please circle): Single    Married     Widowed      Divorced

Address________________________________________________________________ Home Phone___________________

City_____________ State______ Zip_________ Email___________________________  Cell Phone____________________

Employer_____________________________ Occupation___​​​​​​__________​____  Daytime/ Work Phone___________________
Emergency Contact Person_____________________________ Relation____________ Best # to reach__________________ 

How did you know our practice / Who may we thank for referring you______________________________________________
If you have a dental insurance, please give us your insurance card to make a copy at this time. If you have a secondary insurance, please give us as well. Please notify us before your appointment if your insurance policy has changed to avoid possible financial responsibility as a result of such a change.                                                   Please Initial__________
Medical  History

Physician’s name ______________________________Phone___________________ Date of last exam_________________

Are you under the care of a physician for certain condition or have you been treated by a physician in the past 6 months?  Y  N                               If yes, for what condition?________________________________________________________________________________

Have you been hospitalized for a serious illness?  Y  N If yes, please specify________________________________________
Please circle yes or no if you have or have had problems with any of the followings:

Y  N  Blood/Bleeding disorder
Y  N  On anticoagulants_____________ 

Y  N  High/Low blood pressure

Y  N  Stroke/TIA   Date:________

Y  N  Angina/Chest pain
Y  N  Heart Attack  Date:________

Y  N  Heart murmur

Y  N  Rheumatic heart disease

Y  N  Mitral valve prolapse

Y  N  Congenital heart disease

Y  N  Artificial heart valve 

Y  N  Bacterial endocarditis

Y  N  Heart surgery  Date:_______     

Y  N  Atrial fibrillation     

Y  N  Pacemaker
Y  N  Asthma/Respiratory conditions
Y  N  Tuberculosis
Y  N  Hepatitis/Jaundice/Cirrhosis
Y  N  Diabetes
Y  N  Stomach ulcer/Colitis
Y  N  Kidney/Renal disease/Dialysis 

Y  N  Sexually Transmitted Disease
Y  N  HIV positive
Y  N  Immune suppression     

Y  N  Cancer/Chemo/Radiation therapy     

Y  N  Thyroid disease

Y  N  Back/Neck problem
Y  N  Artificial joint replacement
Y  N  Epilepsy/Seizures

Y  N  Psychiatric Care

Do you have any other diseases, conditions not listed above?                                                                                                Y  N If yes, please describe ___________​​​_______________________________________________________​​​​​​​​​​_​​​​​​​​​​​​​__​​​__​​​​​​​__________​​​​​​​​​​​​​​​​​​_

Are you currently on medications?                                                                                                                                            Y  N If yes, please PRINT all_________________________________________________________________​​​_​​​______________​_
Have you been taken or are you taking bisphosphonates for osteoporosis or bone cancer, such as Fosamax, Boniva, Actonel, Skelid, Didronel, Zometa, Novartis (Aredia)?                      





       Y  N  If yes, name of the drug and duration in months/years__________________________________________________________

Are you allergic to any drugs, metals, chemicals, cleansers, latex, iodine, etc?                                                                      Y  N If yes, please specify___________________________________________________________________​​​_​​​______________​__​​​​​​​
Women only: Are you pregnant?  Y  N If yes, due date__________           Nursing?  Y  N           Taking birth control pills?  Y  N
Dental  History

What would you like us to do today?__________________________ Any dental work are pending?_____________________
Former dentist _______________________Phone_________________ Date of last dental care_________ & X-rays________
Have you ever experienced an adverse reaction during or in conjunction with dental or medical procedure?                        Y  N If yes, please describe ​​​​​__________________________________________________________________________________
Circle yes or no if you have or have had any of the followings:

Y  N  Sensitivity to cold or hot    
Y  N  Sensitivity when biting     

Y  N  Loose tooth or broken filling        
Y  N  Food impaction between teeth   
Y  N  Clicking or popping jaw 

Y  N  Teeth grinding or clenching       

Y  N  Bleeding gums or bad breath        
Y  N  Missing teeth
Y  N  Periodontal surgery 
Y  N  Braces/Orthodontic treatment
Y  N  Canker sores
Y  N  Lesion/growth in mouth, head /neck

Authorization

I here verify that the information provided above is accurate to the best of my knowledge. I understand that this information will be used by the dentist to help determine appropriate treatment. I will inform the dentist of any changes of this information.
I authorize my insurance companies to pay the insurance benefits to the dentist for services rendered. I authorize the use of this signature on all insurance submissions. I authorize the dentist to release all information necessary to my insurance companies to secure the payment of benefits. I understand that I am financially responsible for all charges whether or not paid by insurance. 
 Signature_______________________________________________________________________Date________________

If you are satisfied with our services, your kind referral is our greatest compliment. If there is anything you concern about, please feel free to tell us immediately, or email us to info@vSmileDentistry.com if you wish to do it anonymously.  We care about you and will strive for your complete satisfaction. Thank you.
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