Patient Information

Date

et

Person & Darlington
Family and Cosmetic Dentistry

Dental Insurance Information

Who is responsible for this account?

Name

Relationship to Patient

Address

Insurance Co.

ZIP

City
State

Group #

Email

Is the patient covered by additional insurance? OYes O No

Sex

Subscriber’s Name

Birthdate

Birthdate SSN

oWidowed
ODivorced

OMarried
OSeparated

SSN

OSingle OMinor
OPartnered

Relationship to Patient

Insurance Co.

Group #

Occupation

| certify that |, and/or my dependent(s), have insurance coverage and the
information listed above is accurate.

Employer/School

Signature of Patient, Parent, Guardian or Personal Representative

Employer/School Phone
Employer/School Address

Whom may we thank for referring you?

Please print name of Patient, Parent, Guardian or Personal Representative

Phone Numbers
Cell Phone

Date Relationship to patient

Work Phone Ext

Spouse’s Cell Phone

Spouse’s Work Phone

Best time to reach you

EMERGENCY CONTACT (Preferably someone not in the same household)

Name

Relationship

Cell Phone

WorkPhone

Dental History
Reason for today’s visit

Previous Dentist (if applicable)

City/State

Date of last dental visit

Date of last dental x-rays

How often do you brush?

How often do you floss?

Place a mark on “yes” or
OBad breath

OBleeding gums

O Blisters on lips or mouth
OBurning on tongue

OChew on one side of mouth
oCigarette, pipe, or cigar
OSmoking

ODry mouth

OFingernail biting

OFood collection between teeth
O Foreign objects

OGrinding teeth

“no” to indicate if you have had any of the following:
OSwollen gums

OJaw pain/tiredness

OLip/Cheek biting

OLoose teeth/Broken fillings
OMouth breathing

OMouth pain/bruising
OOrthodontic treatment

O Periodontal treatment

OPain around ear

OSensitivity to:

OHot 0Cold OSweets 0 Chewing



