



	pt form front.pdf
	pt form back.pdf

	Todays Date: 
	EMail Address: 
	Name: 
	I prefer to be called: 
	Birthdate 1: 
	Age: 
	SS: 
	Home Address 1: 
	Home Address 2: 
	Employers Address: 
	How long there: 
	Occupation: 
	Where  when are best times to reach you: 
	Whom may we Thank for referring you: 
	Other family members seen by us: 
	Previous  Present Dentist: 
	Person Responsible for Account: 
	Billing Address: 
	SS_3: 
	DL_2: 
	Insurance Co Name: 
	Insurance Co Address: 
	Insurance Co phone  1: 
	Group  Plan Local or Policy 1: 
	Insureds Name Relation: 
	Insureds Birthdate 1: 
	Insureds ID: 
	Insureds Employer: 
	Employers Address_2: 
	Insurance Co Name_2: 
	Insurance Co Address_2: 
	Insurance Co phone: 
	Insureds Name Relation_2: 
	Insureds Birthdate 1_2: 
	Insureds ID_2: 
	Insureds Employer_2: 
	Employers Address_3: 
	Physicians Name: 
	Date of last visit: 
	a day do you brush: 
	How long do you use a toothbrush before replacing it: 
	Home Number 1: 
	Work Number 1: 
	Pager Cell 1: 
	Direct Line: 
	Last Visit Date: 
	Spouse Name: 
	Spouse Employer: 
	Spouse Work Number: 
	Spouse SS: 
	Spouse Work Direct Line: 
	Spouse Work Extension: 
	Spouse Birthdate: 
	Employer: 
	Employer of PRA: 
	Relationship to PRA: 
	PRA Work Number: 
	PRA Work Extension: 
	PRA Home Number: 
	Female: Off
	Male: Off
	Married: Off
	Divorced: Off
	Widowed: Off
	Separated: Off
	Physician Number: 
	Single: Off
	With Physician - Yes: Off
	With Physician - No: Off
	Under Physician Care - Yes: Off
	Under Physician Care - No: Off
	Primary Insurance - Yes: Off
	Primary Insurance - No: Off
	Insured Name: 
	Group Plan Local or Policy: 
	Insured Name 2: 
	Neighbor or Relative Work Number: 
	Neighbor or Relative Home Number: 
	Relation to Neighbor or Relative: 
	Neihgbor or Relative Name: 
	Neighbor or Relative Address 1: 
	Neighbor or Relative Address 2: 
	Please explain: 
	Medical History Date 2: 
	Medical History Date 1: 
	Medical History Date 3: 
	Doctors Comments 2: 
	Doctors Comments 1: 
	Initials: 
	Why visit dentist today: 
	List drugs allergic to: 
	Medical Condition 1: 
	Medical Condition 2: 
	Floss how many times a week: 
	Signature 2: 
	Signature 3: 
	Signature 4: 
	Signature 5: 
	Signature 6: 
	Signature Date 2: 
	Signature Date 3: 
	Signature Date 4: 
	Signature Date 5: 
	Office Use Date: 
	Lost teeth - Why: 
	Teeth sensitive to heat cold or anything else: 
	List all: 
	Pregnant Week Number: 
	Physical Health - Good: Off
	Physical Health - Fair: Off
	Physical Health - Poor: Off
	Smoke - Yes: Off
	Smoke - No: Off
	Implants - Yes: Off
	Implants - No: Off
	Taking any prescription drugs - No: Off
	Taking any prescription drugs - Yes: Off
	Taken bisphosphonate - Yes: Off
	Taken bisphosphonate - No: Off
	Snore - Yes: Off
	Snore - No: Off
	Prescribed birth control - Yes: Off
	Prescribed birth control - No: Off
	Pregnant - Yes: Off
	Pregnant - No: Off
	Nursing - Yes: Off
	Nursing - No: Off
	Antibiotics before treatment - Yes: Off
	Antibiotics before treatment - No: Off
	Currently in Pain - Yes: Off
	Currently in Pain - No: Off
	Serious problem previous dental work - Yes: Off
	Serious problem previous dental work - No: Off
	Fears going to dentist - Yes: Off
	Fears going to dentist - No: Off
	Gum treatment - Yes: Off
	Gum treatment - No: Off
	TMJ or TMD - Yes: Off
	TMJ or TMD - No: Off
	Like your smile - Yes: Off
	Like your smile - No: Off
	Gums bleed - Yes: Off
	Gums bleed - No: Off
	Lost any teeth - Yes: Off
	Lost any teeth - No: Off
	Dental Health - Good: Off
	Dental Health - Fair: Off
	Dental Health - Poor: Off
	Bristles - Soft: Off
	Bristles - Medium: Off
	Bristles - Hard: Off
	Abnormal Bleeding: Off
	Alcohol or Drug Abuse: Off
	Anemia: Off
	Arthritis: Off
	Artificial Bones or Joints or Valves: Off
	Asthma: Off
	Blood Transfusion: Off
	Aspirin: Off
	Codeine: Off
	Dental Anesthetics: Off
	Erythromycin: Off
	Latex: Off
	Penicillin: Off
	Tetracycline: Off
	Other: Off
	Cancer Chemotherapy: Off
	Colitis: Off
	Congenital Heart Defect: Off
	Diabetes: Off
	Difficulty Breathing: Off
	Emphysema: Off
	Epilepsy: Off
	Fainting Spells: Off
	Frequent Headaches: Off
	Glaucoma: Off
	Hay Fever: Off
	Heart Attack: Off
	Heart Murmur: Off
	Heart Surgery: Off
	Hemophilia: Off
	Hepatitis: Off
	Herpes Fever Blisters: Off
	High Blood Pressure: Off
	HIV AIDS: Off
	Hospitalized for Any Reason: Off
	Kidney Problems: Off
	Liver Disease: Off
	Low Blood Pressure: Off
	Lupus: Off
	Mitral Valve Prolapse: Off
	Osteoporosis Pagets Disease: Off
	Pacemaker: Off
	Psychiatric Treatment: Off
	Radiation Treatment: Off
	Rheumatic Scarlet Fever: Off
	Seizures: Off
	Shingles: Off
	Sickle Cell Disease Traits: Off
	Sinus Problems: Off
	Stroke: Off
	Thyroid Problems: Off
	Tuberculosis: Off
	Ulcers: Off
	Venereal Disease: Off


