
DATE: _______________________________

NAME:_________________________________________________ o MARRIED o SINGLE o MINOR o MALE o FEMALE

ADDRESS: ___________________________________________________________________________________________________________

BIRTHDATE:_________________________________TELEPHONE:  o __________________________o ____________________

CELL PHONE:___________________________________________________EMAIL: _____________________________________________

PLACE OF EMPLOYMENT (OR SCHOOL): _________________________GRADE _______________________ S.S.# _______________

DENTAL INSURANCE CO.: _______________________________________________________GROUP NO. _________________________

Has any member of your family ever been treated in our office?: o YES o NO

Whom may we thank for referring you to our office? _______________________________________________________________________

PATIENT INFORMATION

LAST FIRST M

STREET APT# CITY STATE ZIP

MO. DAY YR. HOME  OFFICE

FAMILY INFORMATION

FATHER  /  HUSBAND  /  GUARDIAN MOTHER  /  WIFE  /  GUARDIAN

Name: ______________________________________________ _______________________________________________

Address: ______________________________________________ _______________________________________________

Telephone: ______________________________________________ _______________________________________________

Birthdate/SS#: ______________________________________________ _______________________________________________  

Employer: ______________________________________________ _______________________________________________

Dental 

Insurance Co.: ______________________________________________ _______________________________________________

Group #:

LAST FIRST  M

STREET CITY STATE ZIP

HOME # WORK #

MO. DAY YR. SS #

EMPLOYER

DENTAL INSURANCE GROUP #

LAST FIRST  M

STREET CITY STATE ZIP

HOME # WORK #

MO. DAY YR. SS #

EMPLOYER

DENTAL INSURANCE GROUP #

PERSON RESPONSIBLE FOR ACCOUNT

PERSON TO CONTACT OUTSIDE OF
IMMEDIATE FAMILY
IN CASE OF EMERGENCY

METHOD OF PAYMENT

SIGNATURE OF RESPONSIBLE PARTY

PATIENT INFORMATION

________________________________________________________________________

NAME____________________________________TEL # ________________________

ADDRESS ______________________________________________________________

LAST FIRST M

STREET CITY STATE ZIP

REVERSE SIDE FOR DOCTOR’S USE ONLY

x ________________________________________________________________________________ DATE____________________________

o Adult Patient o Father (or Husband) o Mother (or Wife) o Guardian

A charge will be made for all broken appointments.
Payment is expected when services are rendered.



FOR DOCTOR’S USE ONLY

Patient Evaluation

Medical History Summary:

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Clinical Examination:

1.  General Apperance 2.  Head and neck 3.  TMJ 4.  Lips 5.  Buccal Mucosa 6.  Palate 7.  Oropharynx 8.  Floor of mouth

9.  Tongue 10.  Periodontium 11.  Dentition (defects other than caries) 12.  Occlusion 13.  Oral Hygiene 14.  Other Findings

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

Other than noted above, all findings were within normal limits.

Radiographic Interpretation:

1.  Lamina dura/Periodontal Ligament Space 2.  Periapical Condition 3.  Pulp Morphology 4.  Endodontically Treated Teeth

5.  Developmental Defects (teeth) 6.  Pathologic Changes in Bone 7.  Maxillary Sinuses 8.  Other Findings

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________

Other than noted above, all findings were within normal limits.

_______________________________ _______________________________________________________________________
(Date) Signature of Dentist
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