
PATIENT INFORMATION 

Name: Mr Mrs Ms Miss_____________________________Preferred Name______________ 

Address________________________City __________________State______Zip___________ 

Home Phone______________Work Phone_______________Other Phone________________ 

DOB___________Sex_____SSN______________Age______Marital Status: S M D W 

Employer____________________________Occupation_______________________________ 

Driver’s License #_______________ State_______Exp Date_______E-Mail______________ 

Patient Lives with (Please Circle):    Self  Parent   Guardian 

If patient is a minor, name of the person the minor lives with__________________________ 

Is an immediate family member a patient here?_________Name_______________________ 

Daytime call(Please Circle):  Home  Work  Other 

Person to contact in case of emergency________________________Phone_______________ 

Whom can we thank for referring you?____________________________________________ 

 

RESPONSIBLE PARTY INFORMATION 

Self (Yes/No)________Other________________________________Relationship__________ 

If other please complete: 

Social Sec. #__________DOB_______Home Phone____________Work Phone____________ 

Address______________________City_____________State____________Zip____________ 

 

INSURANCE INFORMATION 

Insured’s Name__________________________________Birth Date_____________________ 

Insured’s Social Sec.#___________________Insured’s Employer_______________________ 

Insurance Co._________________________Group#_____________Local#_______________ 

Insurance Co. Address_________________________________Phone____________________ 

Do you have dual coverage? Yes___ No___ List secondary information below: 

Insurance Co._________________________Group#_____________Local#_______________ 

Insurance Co. Address____________________________________Phone_________________ 

I hereby authorize payment directly to Thomas A. Bailey, DDS, Family Dentistry LLC, of the 
group insurance benefits otherwise payable to me. I understand that I am responsible for 
all cost of dental treatment at the time of service unless this cost is covered by insurance. I 
hereby authorize this Dental Office to administer such medications and perform such 
diagnostics, photographic, therapeutic procedures as may be necessary for proper dental 
care. The information on this page is correct to the best of my knowledge. 

Signature_________________________________________ Date________________________ 



Patient Medical History 
Physician____________________ Office Phone________________ Date of Last Exam____________ 

           Yes No 

1. Are you under medical treatment now?      ___ ___ 

    If yes, a brief description of the treatment. _____________________________ 

2. Have you ever been hospitalized for any surgical operation or serious illness?  ___ ___ 

    If yes, a brief description ___________________________________________ 

3. Are you taking any medication(s) including non-prescription medicine?  ___ ___ 

    If yes, what medication(s) are you taking? ______________________________ 

4. Have you ever taken Fen Phen or Redux?      ___ ___ 

5. Do you use tobacco or alcohol? Please specify___________________________ ___ ___ 

6. Do you use cocaine or other drugs? Please specify________________________ ___ ___ 

7. Do you have any other physical conditions?      ___ ___ 

    If yes, please describe _______________________________________________ 

8. Are you allergic to or have you had any reactions to the following: 

    Local anesthetics (eg. Novacaine), codeine, aspirin, penicillin or other antibiotics, 

    Sedatives, sulfa drugs, latex or iodine?      ___ ___ 

    If yes, list medications. ______________________________________________ 

9. Other allergies not listed above. _______________________________________ 

10. For women only: 

      a) Are you pregnant or think you may be pregnant?     ___ ___ 

      b) Are you nursing?         ___ ___ 

      c) Are you taking birth control pills?       ___ ___ 

11. Do you have or have you had any of the following?     ___ ___ 

  Yes No      Yes  No        Yes   No                

 ___ ___High Blood Pressure    ___ ___ Heart Disease      ___   ___ Chest Pains 

 ___ ___Heart Attack     ___ ___Cardiac Pacemaker      ___   ___ Easily Winded 

 ___ ___Rheumatic Fever     ___ ___Heart Murmur      ___   ___ Stroke  

 ___ ___Swollen Ankles     ___ ___Angina       ___   ___ Hay Fever/Allergies 

 ___ ___Fainting/Seizures     ___ ___Frequently Tired      ___   ___ Tuberculosis 

 ___ ___Asthma      ___ ___Anemia       ___   ___ Radiation Therapy 

 ___ ___Low Blood Pressure     ___ ___Emphysema       ___   ___ Glaucoma 

 ___ ___Epilepsy/Convulsions   ___ ___Cancer       ___   ___ Recent Weight Loss 

 ___ ___Leukemia       ___ ___Arthritis       ___   ___ Liver Disease 

 ___ ___Diabetes       ___ ___Joint Replacement or Implant   ___   ___ Mitral Valve Problem 

 ___ ___Kidney Disease      ___ ___Hepatitis/Jaundice      ___   ___ Respiratory Problems 

 ___ ___AIDS or HIV Infection ___ ___Sexually Transmitted Disease   ___   ___ Chemical Dependency 

 ___ ___Thyroid Problem      ___ ___Stomach Troubles/Ulcers     ___   ___ Other _____________ 

 ___ ___Abnormal Bleeding      ___ ___Blood Transfusion      ___      ___   __________________ 

 

     I certify that I have read and understand the above information. To the best of my knowledge, the above  

questions have been accurately answered. I understand that providing incorrect information can be dangerous 

to my health. 

 

Signature ___________________________________  Date _____________________ 



 

Patient Dental History 

         Yes     No 

1. Do your gums bleed while brushing or flossing?        ___       ___   

2. Are your teeth sensitive to hot or cold liquids/foods?        ___    ___ 

3. Are your teeth sensitive to sweet or sour liquids/foods?       ___    ___ 

4. Do you feel pain to any or you teeth?          ___    ___ 

5. Do you have any sores or lumps in or near your mouth?       ___    ___  

6. Have you had any head, neck or jaw injuries?         ___    ___ 

7. Have you ever experienced any of the following problems            

    in your jaw?             ___    ___ 

 a) Clicking?            ___    ___ 

 b) Pain (joint, ear, side of face)?          ___    ___ 

 c) Difficulty in opening or closing?         ___    ___ 

 d) Difficulty in chewing?          ___    ___ 

8. Do you have frequent headaches?          ___    ___ 

9. Do you clench or grind your teeth?          ___    ___ 

10. Do you bite your lips and cheeks frequently?         ___    ___ 

11. Have you ever had any difficult extractions in the past?       ___    ___ 

12. Have you had any orthodontic treatment?         ___    ___ 

13. Have you ever had prolonged bleeding following extractions?      ___    ___ 

14. Have you ever had instruction on the correct method of brushing your teeth?     ___    ___ 

15. Have you ever had instructions on the care of your gums?       ___    ___ 

16. Have you ever had radiation therapy to the head and/or neck?       ___    ___ 

 

Date of last dental visit/exam ______________________ 

Have you ever had any complications before, during or after dental treatments? _____________________ 

If so, what? ___________________________________________________________________________ 

What is your present dental problem or concern? _____________________________________________ 

_____________________________________________________________________________________ 

 

 

I certify that I have read and understand the above information. To the best of my knowledge, the above 

questions have been accurately answered. I understand that providing incorrect information can be 

dangerous to my health. 

 

 

Signature ___________________________________  Date _____________________ 



 






