RASK 5ENTAL

New Patient Information Form

Date: How did you hear about us?2

Patient Information
e First Name: Middle Initial: Last Name:

o Date of Birth: SSN: Driver's License:

e Email Address:

e Mailing Address:
City: State: ZIP:

¢ Home Phone: Work Phone: Cell:

o Mairital Status (circle one): Divorced | Married | Separated | Single | Widowed | N/A

Emergency Contact

¢ Name & Relationship:

e Phone Number:

Responsible Party (if other than patient)
e First Name: Middle Initial: Last Name:

o Date of Birth: SSN: Driver's License:

e Email Address:

e Mailing Address:
City: State: ZIP:

e Home Phone: Work Phone: Cell:

Dental Insurance Information

e Policy Holder Name:

o Date of Birth: SSN: Insurance ID:

e Relationship to Patient (circle one): Self | Spouse | Child | Other
e Employer/Group Name: Group/Policy #:

e Insurance Company Name:

e Claims Address:
City: State: ZIP:

e Phone Number:

¢ Annual Maximum: Annual Deductible:
CONTINUED ON NEXT PAGE




Secondary Dental Insurance Information

Policy Holder Name:

Date of Birth: SSN: Insurance ID:
Relationship to Patient (circle one): Self | Spouse | Child | Other
Employer/Group Name: Group/Policy #:
Insurance Company Name:

Claims Address:

City: State: ZIP:

Phone Number:

Annual Maximum: Annual Deductible:

Dental History

Please answer the following questions:

Do your gums bleed when brushing or flossing? Yes / No

Are your teeth sensitive to hot or cold foods or drinks? Yes / No
Are your teeth sensitive to sweet or sour foods or drinks¢ Yes / No
Do you experience dry mouth? Yes / No

Do you currently have pain in any teeth? Yes / No

Do you have any sores or lumps in or near your mouth? Yes / No

Jaw and Bite Concerns:

Do you clench or grind your teeth? Yes / No

Do you experience pain in your jaw joint, ear, or side of your face? Yes / No
Do you have difficulty opening or closing your mouth? Yes / No

Do you have difficulty chewing? Yes / No

Do you frequently bite your lips or cheeks? Yes / No

Dental Treatment History:

Have you ever had a difficult tooth extraction? Yes / No
Have you had orthodontic treatment (braces)? Yes / No

Do you wear dentures or partials? Yes / No
If yes, date of placement:

Have you received oral hygiene instructions for teeth and gums? Yes / No

Do you like your smile? Yes / No

Date of last dental exam and cleaning:




