
PATIENT INFORMATION 

 
 

Patient’s Last Name:        First Name:          Female      Male 

Birthday:        Single     Married     Child      Other 

Street Address:            Apt. Number     

City:         State:       Zip Code:     

Home Phone: (  )      Work or Cell Phone: (  )     

Social Security Number:        Best time to call:      

How did you hear about our office?            

Do you have dental insurance?   Yes        No 

 Name of Primary Insurance Company:              

Address of Insurance:                

 City:         State:      Zip Code:     

Insurance Phone Number: (     )      Group/Plan Number:       

Name of Policy Holder:         Policy Holder’s Birthday:    

Policy Holder’s Social Security Number:      Policy Holder’s Employer:     

Patient’s relationship to insured:   Self       Spouse     Child       Other      
  

 Name of Secondary Insurance Company:             

Address of Insurance:                

 City:         State:      Zip Code:     

Insurance Phone Number: (     )      Group/Plan Number:       

Name of Policy Holder:         Policy Holder’s Birthday:    

Policy Holder’s Social Security Number:      Policy Holder’s Employer:     

Patient’s relationship to insured:   Self       Spouse     Child       Other      

 

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the 
patients for costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment. All emergency dental 

services, or any dental services performed without previous financial arrangements, must be paid in cash at the time services  are performed. Patients who 
carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for the 
payment of dental services. This office will help prepare the patient's insurance forms or assist in making collections from insurance companies and will credit 
any such collections to the patient’s account. However, this dental office cannot render services on the assumption that our charges will be paid by an 

insurance company. A service charge of 1-1/2 % per month (18% annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless 
previously written arrangements are satisfied. I understand that the fee estimate listed for this dental care can only be extended for the period of six months 
from the date of the patient examination. In consideration for the professional services rendered to me, or at my request, the Doctor, I agree to pay 
therefore the reasonable value of said services to said Doctor, or his assignee, at the time said services are rendered, or with five (5) days of billing if credit 
shall be extended. I further agree that the reasonable value of said services shall be as billed unless objected to, by, in writing, within the time for payment 

thereof. I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I 
further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder. I grant my permission to you or your assignee, to telephone me at 
home or at my work to discuss matter related to this form. I have read the above conditions of treatment and payment and agree to their content:  

 

       Date:     Relationship to patient:     
Signature of patient, parent or guardian 

 

       Date:     Relationship to patient:     
Signature of guarantor of payment/responsible party 
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Authorization to Pay Dentist 
I hereby authorize payment of the dental benefits otherwise payable to me directly to the providers at Dental Health 
Associates of Streetsboro. 
 

       Date:     Relationship to patient:    
Signature of patient, parent or guardian 

 

Patient Medical History 
Patient’s Name        Date of Birth        
Although dental personnel primarily treat the are in and around your mouth, your mouth is a part of the entire body. Health problems that you may 
have, or medication that you may be taking, could have an important interrelationship with the dentistry that you will be receiving. Thank you for 
answering the following questions.  

Are you in good health? ...............................................    

Have there been any changes in your general health    ...                 

 within the past year? ............................................    

Date of your last physical exam:     

Physician’s Name       

 Address       

 Phone #       

Are you under the care of a physician? ..........................     

Have you ever been hospitalized for any surgical                            

 operation or serious illness ....................................    

 Please Explain      

        

Are you taking any medicine, including                                                  

 non-prescription? .................................................    

If yes, what medicines are you taking    

        

Do you bruise easily? ...................................................    

Have you ever required a blood transfusion? ..................    

Have you ever taken Fen-Phen or Redux? ......................    

Do you use tobacco? ...................................................    

Do you/have you used controlled substances? ................    

Are you wearing contact lenses? ...................................    

Have you had a recent weight loss? ..............................    

Have you ever taken medications for osteoporosis or                                      

 for cancer treatment (commonly known as                                                                 
 bisphosponates-ie, fosamax)? ................................    

Have you had any abnormal bleeding? ..........................    

Have you ever been required to take antibiotics          ....                     
 before a dental appointment? ................................    

ARE YOU ALLERGIC TO OR HAVE YOU                   

HAD REACTIONS TO THE FOLLOWING: 
Local anesthetics like novocaine ....................................    

Penicillin or other antibiotics .........................................    

Sulfa Drugs.................................................................    

Barbiturates, Sedatives or Sleeping pills .........................    

Aspirin .......................................................................    

Iodine ........................................................................    

Any Metals (e.g., Nickel, Mercury, Etc.)..........................    

Latex/Rubber ..............................................................    

Other (please list)      

DO YOU HAVE OR HAVE YOU EVER                        

HAD THE FOLLOWING: 
Rheumatic Heart Disease or Rheumatic Fever.................    

Scarlet Fever ..............................................................    

Heart Defect or Heart Murmur ......................................    

Mitral Valve Prolapse ...................................................    

Heart Trouble, Heart Attack or Angina ...........................    

 YES   NO  YES   NO 

Chest Pain..................................................................    

Shortness of Breath ....................................................    

Pacemaker .................................................................    

Heart Surgery .............................................................    

Artificial Heart Valve ....................................................    

High/Low Blood Pressure .............................................    

Congenital Heart Problem ............................................    

Swelling of Feet, Ankles, Hands ....................................    

Hepatitis ....................................................................    

Stroke .......................................................................    

Sinus Trouble .............................................................    

Lung or Breathing Problems .........................................    

Asthma or Hay Fever ...................................................    

Allergies.....................................................................    

Hives or Skin Rash ......................................................    

Fainting or Dizzy Spells ................................................    

Diabetes or Hypoglycemia............................................    

Aids or HIV infection ...................................................    

Sexually Transmitted Disease .......................................    

Thyroid Problems ........................................................    

Arthritis or Rheumatism ...............................................    

Joint Replacement or Implant.......................................    

Stomach Ulcer ............................................................    

Kidney Trouble ...........................................................    

Tuberculosis ...............................................................    

Persistent Cough.........................................................    

Cough that produces blood ..........................................    

Chemotherapy (Cancer, Leukemia) ...............................    

Epilepsy or Seizures ....................................................    

Anemia ......................................................................    

Nervousness...............................................................    

Tonsillitis ...................................................................    

Tumors ......................................................................    

Mental Health Care .....................................................    

Back Problem  ............................................................    

Chemical Dependency .................................................    

Corticosteroid Therapy  ...............................................    

Cold Sores/FeverBlisters  .............................................    

Eating Disorders  ........................................................    

Do you have any disease, condition or problem not                     

 listed above that you think I should know about? ....    

 If so, what?  

   

WOMEN ONLY 
Are you pregnant or think you may be pregnant? ...........    

Are you nursing? ........................................................    

Are you on birth control pills? .......................................    


