
The benefits of a happy, healthy smile are immeasurable!  Our goal is to help you reach and maintain maximum oral health.   
Correct answers to the following questions will allow us to treat you on a more individual basis, providing the care 

 appropriate to your particular needs.  Your answers are for our records only and will be held confidential. 

Patient Information 
 

Today’s Date: ___________________________ 

Name:________________________________________________ 
 FIRST   MI             LAST  

I prefer to be called: ____________________ Male Female 

Birthdate:______/____/_____  Age:_______  SS#:______________ 

Home Address:__________________________________________ 
      (Apt/Condo # )           

______________________________________________________ 
(City)                       (State)                   (ZIP) 

 Single        Married       Divorced        Widowed 
 

Home #: __________________ Cell or Other #:________________ 

Wk #: __________________ Ext: _______  DL#:_______________ 

Email:_________________________________________________ 

Employer:______________________________________________ 

Work Address: __________________________________________ 

How long there? ___________   Occupation: __________________ 

Where & when are the best times to reach you?________________ 

Other family members seen by us: __________________________ 

Previous or Present Dentist: _______________________________ 

How were you referred? __________________________________ 
          (Ad, Church, Yellow Pages, Friend’s Name) 

Dental Insurance 
Primary Dental Insurance 

Insurance Co. Name: ____________________________________ 

Insurance Co. Address: __________________________________ 

Insurance Co. Phone #: __________________________________ 

Group # (Plan #):  _______________________________________ 

Insured’s Name: ______________________Relationship:________ 

Insured’s Birthdate:____/____/_____  Insured’s ID#:____________ 

Insured’s Employer: _____________________________________ 

______________________________________________________ 

As a courtesy, we will file your Secondary Insurance  
paperwork for direct reimbursement to you. 

 

Secondary Dental Insurance 

Insurance Co. Name: ____________________________________ 

Insurance Co. Address: __________________________________ 

Insurance Co. Phone #: __________________________________ 

Group # (Plan #):  _______________________________________ 

Insured’s Name: ______________________Relationship:________ 

Insured’s Birthdate:____/____/_____  Insured’s ID#:____________ 

Insured’s Employer: _____________________________________ 

Additional Information 
Person Responsible for Account:____________________________ 

Wk #: _______________ Ext: ________   Home #:______________ 

Address:_______________________________________________ 

Relationship: __________________   SS#:____________________ 

Employer: ____________________   DL#:____________________ 
             (Required) 

In the event of an emergency, is there someone who lives near you 

or works with you that we should contact? 

Their Name: __________________   Relationship:______________ 

Work #: ____________________  Home #:____________________ 

Spouse/Parent Information 
Their Name: ____________________________________________ 

Employer:______________________________________________ 

Wk #:__________________  Ext: ______  SS#:________________ 

Birthdate:______/______/______   DL#:______________________ 

Welcome  

102 Flag Lake Dr., Suite C, Lake Jackson, TX  77566  
(979) 297-1201  Fax (979) 297- 6226 



Medical History
 

Physican’s Name: ___________________________________________________________     Phone:_____________________________ 

Are you taking any prescription/over counter drugs? Yes No   
 

Please list each one:_____________________________________
 

______________________________________________________

 

For Women:  Are you taking birth control pills?  Yes    No 

Are you pregnant?  Yes No   Week #:____________________

 

Have you ever taken premedication for a dental visit: Yes  No   

 
Have you ever had any of the following diseases or medical problems?  

 

  

  

 

Please list any serious medical condition(s) that you have ever had:

 

_____________________________________________________________________________________________________________________________

 

_____________________________________________________________________________________________________________________________

 Are you allergic to any of the following drugs? 

Y  N  Aspirin  

Y  N  Erythromycin

  Y  N  Sulfa 

Y  N  Codeine  

Y  N  Tetracycline

  Y  N  Latex 

Y  N  Dental Anesthetics

 
Y  N  Penicillin

  

Y  N  Other _________________

 

 

Preferred  Pharmacy: ____________________________________________________ City: ____________________________________

 Please list any other drugs that you are allergic to: ________________________________________________________________________

 

 

 

 I understand that the information that I have given today is correct to the best of my knowledge.  I understand that this information will 

be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status.  I authorize the dental 

team to perform any necessary services with my informed consent that I may need during diagnosis and treatment. 

 Lastly, I understand that all responsibility for payment for dental services provided in the office for myself or my dependents is mine, 

due and payable at the time services are rendered unless other arrangements have been made. 

 For our patients with dental insurance:  We are happy to assist you in filing the necessary forms to help you receive the full  
benefits of your coverage.  The insurance relationship constitutes an agreement between the carrier and the patient.  As such, we can make no 

guarantee of estimated coverage or payment.  However, please know that we will do everything possible to see that you receive the full  

benefits of your policy. 

_______________________________________________________ _______________________________________________________ 

Patient Signature     Date  Responsible Party Signature    Date 

For Office Use Only:  I verbally reviewed the medical/dental information above with the patient named herein.  Initials _________  Date _________   

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_________________

______________________________________________________

Abnormal Bleeding / Hemophilia

Anemia

Arthritis

Artificial Bones

Artificial Joints

Artificial Valves

Asthma

Difficulty Breathing

Blood Thinner

Blood Transfusion
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Cancer

Chemotherapy

Diabetes

Drug / Alcohol Abuse

Emphysema

Epilepsy / Seizures / Fainting

Glaucoma

Headaches Severe / Frequent

Heart Attack

Heart Congenital Defect

Mitral Valve prolapse

Heart Murmur

Pacemaker

Heart Surgery

Hepatitis A, B, C

High Blood pressure

Low Blood pressure

Kidney Problems

HIV / AIDS

Hospitalized for any reason

Psychiatric Problems

Radiation Treatment

Rheumatic Fever

Shingles

Sinus Problems

Stroke

Tuberculosis (TB)

Ulcers

Colitis


