
 

 Welcome!      
 

 

 

Patient Information 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

Name:________________________________    DOB: (DD/MM/YY)____________________ 

Address:____________________________ City:__________________ Postal Code_________ 

*Home Phone: ______________________           *Cell Phone:___________________________ 

*Email Address:________________________________________________________________ 

Referred by: ___Friend ___Post Card  ___Drive-by/signage ___Internet  ___Other____________ 

Family Doctor Name:________________________ Telephone Number:____________________ 

General Dentist Name: ______________________  Telephone Number: ____________________ 

 

 

Insurance Information 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

Insurance Company:____________________     Insurance Company: ______________________ 

ID Number: __________________________      ID Number:_____________________________ 

Group Number: _______________________      Group Number: __________________________  

Policy Holder: ________________________      Policy Holder:___________________________ 

DOB of Policy Holder:_____/_____/______       DOB of Policy Holder: ______/______/_______ 

Employer:____________________________      Employer: ______________________________ 

 

 

Dental History 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

General Dentist ___________________________________ Date of last visit ____/____/____ 

What concerns you most about your teeth? _________________________________________ 

Y / N    Are you presently in any dental pain? _______________________________________ 

Y / N    Have your wisdom teeth been removed? _____________________________________ 

Y / N    Have you ever lost or chipped a tooth? ______________________________________ 

Y / N    Is there any part of your mouth sensitive to temperature? Where ?________________ 

Y / N    Is there any part of your mouth sensitive to pressure? Where? ____________________ 

Y / N    Do your gums bleed when you brush? _______________________________________ 

Y / N    Are you aware of your jaw clicking or popping? _______________________________ 

Y / N    Are you aware of clenching your teeth during the day? _________________________ 

 

Thank you for trusting us with your dental 

care. At our practice, we work hard to treat 

our patients the same way we would like to 

be treated with respect, professionalism, 

and sensitivity toward our needs. 




