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Are you under care of a physician now?

Barbiturates

Developmental Disability

Physician

Are you receiving any medications or drugs?

Is this your first visit to a dental office?     Yes ___  No ___  If no, please complete the following:

Have you had any issues with any previous dental treatment?     Yes ___  No ___ 

Doctor’s Name:

Were you satisfied with your previous dental care?     Yes ___  No ___ 

Have you had any history or difficulty with any of the following? Please check Y or N

Are you allergic to, or ever had an adverse reaction to the following? Please check Y or N

Do you have any dental pain?

Do you have any habits?  (teeth grinding, nail biting, etc.)

Have you ever had any asthmatic attacks?

I hereby authorize the dentists and staff to perform all necessary treatment and diagnostic aids when necessary, 
as the standard of care to properly diagnose, treat and record any and all dental conditions. To the best of my 
knowledge the information I have given on this form is correct, and I understand that providing incorrect 
information can be dangerous to my health.  It is my responsibility to inform the dental office of any changes in 
my medical status. I also understand the use of anesthetic agents embodies certain risks.  I understand that I am 
financially responsible for all charges and services rendered whether or not it is covered by my insurance as well as 
all broken appointment fees and all late payment service charges.  I understand that obtaining insurance coverage 
and benefit information is MY RESPONSIBILITY and NOT the responsibility of our office or dental staff.  This 
consent is to remain in effect from the date indicated until canceled in writing. 

Doctor’s Signature:


