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Maplegrovedentistry.net 

We would like to get to know you better! 

 

 

Name            MaleFemale        Married   Single 

Preferred Name    Social Security Number     

Address      City   State      Zip   

Home Phone    Cell Phone    Work Phone     

Email Address         Date of Birth     

Occupation        Employer      

Spouse or Parent’s Name      Their Phone      

Whom may we thank for referring you?           

Person to Contact in case of Emergency      Phone    

Person Responsible for Dental Investment         

For Insurance Purposes: 

Name of Policy Holder    DOB  Relationship to Patient   

Insurance Company            

Insurance Co. Number      Group Number       

 

HIPPA Compliance Statement 

Your health information may be used in our office to conduct scheduling and coordination of 
care between the doctor, dental assistant, hygienist and business office staff.  We may include your 
health information with an invoice used to collect payment for treatment you receive in our 
office.  We may do this with insurance forms filed for you in the email or sent electronically.  
Your health information may be reviewed during the routine process of certification, licensing, 
credentialing activities or auditing for quality assurance. 
 
Communication with our patients is an important part of our philosophy.  We prefer to 
communicate with you directly but we may incorporate the use of phone messages, postcards, and 
letters.  We will make every effort to respect your privacy and honor your request for 
confidentiality.  If you have special needs in regards to privacy issues, please put them in writing 
for the office so that we may address your concerns.  You acknowledge that you may request and 
receive a copy of your Notice of Privacy Practices that contains a more complete description of 
the uses and disclosures of your health information.  You understand that the Notice of Privacy 
Practices may change but that you may contact us at any time to obtain a current copy. 
 
 

Financial Information 

I have read and answered the above questions to the best of my knowledge.  I authorize the doctor 
and/or his staff to release all information necessary to secure payment of my benefits from my 
insurance company.  I authorize and request my insurance company to pay directly to the dentist 
benefits otherwise payable to me. 
 
I understand that fees may vary at the time of service due to the extent of treatment.  Fees are 
estimates only and estimates are not a guarantee of payment by my insurance company.  I 
understand that the payment of this account is my responsibility, regardless of the amount my 
insurance company reimburses before or after payment is made.  I agree to be responsible for 
payment of all services rendered on my behalf or my dependents. 
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Patient Name      

 
 
 

 
Medical History Please Circle (Y) for “yes” or (N) for “no” for any of the following 

which may apply to you Now or in the past.  Please underline any applicable condition. 
 
Y   N   Heart Issues including the following 
 Heart Attack   Congenital Heart Disease 
 Heart Valve Disorder Pacemaker 
 High Blood Pressure Stroke 
 Heart Murmur  Chest Pain 
Y   N   Artificial Joint or Implant    

When?    Which Joint:    
Y   N   Anemia or Blood Disorder 
Y   N   take antibiotics for dental Appointment 
Y   N   Blood Thinners (Warfarin/Coumadin) 
Y   N   Diabetes: Type I Type II  
Y   N   Osteoporosis/Osteopenia 
Y   N   History of Bisphosphonate use  
                 (Fosamax, Boniva, Actonel, Reclast, ETC) 

Y   N   Organ Transplant 
Y   N   Thyroid Disease 
Y   N   Asthma, Emphysema, COPD 

Y   N   Sinus Problems 
Y   N   Ulcers, Reflux, or Heartburn 
Y   N   Digestive disorders 
Y   N   Kidney Problems 
Y   N   Liver Disease 
Y   N   Autoimmune Disorder 
Y   N   Fainting or Blackouts 
Y   N   Headaches or Migraines 
Y   N   Epilepsy or Seizures 
Y   N   Tumors, Cancer, radiation treatment 
 Cancer Type:    
Y   N   Tuberculosis 
Y   N   Hepatitis A, B, C or D 
Y   N   AIDS or HIV Infections 
Y   N   Psychiatric Disorders 
Y   N   Tobacco use?   
Y   N   Drug/Alcohol use? 

 

Is there any family history of the following? 

Y   N   Heart Disease 
Y   N   Early Term Birth 

Y   N   Stroke 
Y   N   Cancer 

Y   N   Diabetes 
Y   N   Lung Problems

Have you seen a physician or been hospitalized in the last two years (including pregnancy)?   Y   N 

If yes, please explain            

Physician’s name and Phone:           

Have you ever had an allergic reaction to a Dental anesthetic or drug such as penicillin, sedative, 

latex, Aspirin or metals?  If yes please explain         

If Female, Are you currently pregnant or trying to Become pregnant?     

If yes, when are you expecting?    Are you nursing?    Y N 

What prescription or OTC drugs, medications, vitamins, or herbs are you taking and Why? 

      

      

      

      

      

      

Dental History 
Y   N   Are you experiencing any dental discomfort 

Y   N   Is your mouth frequently dry? 

Y   N   Does your jaw become sore with chewing? 

Y   N   Do your gums bleed?  When?     

Y   N   Are your teeth ever sensitive to  

           hot/cold/sweet/pressure 

Y   N   Do you grind your teeth? 

Y   N   Does food get caught in your teeth? 

Y   N   Do you have any other Dental Concerns not mentioned?  If yes please explain:   

              

On a scale of 0-10, How happy are you with your smile (10 being completely happy)?            

On a scale of 0-10, How would you rate your level of Dental Anxiety (10 being highly anxious)?    

Have you ever had any problems associated with previous dental treatment?     

              

 


