
ADA SMILE PLACE 
WELCOME 

  
           We are pleased to welcome you to our practice.  Please take a  
           few minutes to fill out this form as completely as you can.  
           If you have questions we’ll be glad to help you. We look 
          forward to working with you in maintaining your dental health. 

 
 
 
 

PATIENT INFORMATION 
 
         Name_____________________________________________________________________Date of Birth______________________________ 
        Last Name       First Name      Initial 
 
        Address________________________________________________________City_____________________State_________Zip____________ 
 
         Male_____Female_____Soc. Sec. #_______________________________Home #__________________________Cell #_________________ 
 
         Employer________________________________ Business Phone______________________E-mail__________________________________ 
 
         Business Address_________________________________________________City_____________________State________Zip____________ 
 
         Spouse/Parent Name_______________________________________________Address____________________________________________ 
 
         Spouse/Parent Employer_______________________________________________________________________________________________ 
   
        Whom may we thank for referring you?___________________________________________________________________________________ 
 

PRIMARY DENTAL INSURANCE 
 

        Person Responsible for Account_________________________________________________________________________________________ 
          Last Name                             First Name 
 
        Relationship to Patient___________________________Date of Birth____________________Soc. Sec. #______________________________ 
 
        Address_____________________________________________City________________________State_______________Zip______________ 
 
        Person Responsible Employed By__________________________________________________Bus. Phone____________________________ 
 
        Insurance Company___________________________________________________________________________________________________ 
 
        Phone #______________________________Group #_____________________________Subscriber #_________________________________ 
 

DENTAL HISTORY 
     Previous Dentist_______________________________________________________Phone #________________________________________ 

        Date of last dental care__________________________________________________Date of last x-rays________________________________ 

        Are you having any dental problems at this time?__________If so, what?________________________________________________________ 

         ___________________________________________________________________________________________________________________ 

        Are you pleased with the appearance of your teeth?___________If not, why?_____________________________________________________ 

        ___________________________________________________________________________________________________________________ 

       Do you feel pain or popping of joint when opening or closing your mouth?_____________If so, when did you first notice this?_____________ 

        ___________________________________________________________________________________________________________________ 

       Has anyone in your family had oral cancer?____________If so, who and when___________________________________________________ 

       Are you bothered by recurring or persistent canker sores, cold sores, or other body sores?________If so, describe_________________________ 

       Have you had excessive bleeding requiring special treatment?___________If so, describe_____________________________________ 

 

Office Use Only 
 
 Update           BP                   Update               BP 
 
________       ________             ________       _______ 
________        ________            ________       _______ 
________        ________            ________        _______ 
________        ________            ________        _______ 
________        ________            ________        _______ 
________        ________            ________       ________ 
 
                         NP Photo____________ 



 
MEDICAL HISTORY 

       Name of Physician__________________________________________________________Phone #___________________________________ 

       When was your last physical exam?______________________________________________________________________________________ 

       Have you been under the care of a physicians care in the past three years?_________If so, for what reason______________________________ 

       ___________________________________________________________________________________________________________________ 

       Have you visited any other countries in the past three years?____________If so, were you seriously ill during your visit?__________________ 

       What was the illness?______________________________________________________________Country_____________________________ 

       Have you been in a hospital or health care institution in the past three years?__________If so, where?_________________________________ 

       Have you had a blood transfusion anytime in the past three years?______________________________________________________________ 

       Have you worked in any health care facility anytime during the past three years?__________________________________________________ 

       If so, when?_____________________What type of facility?__________________________Did you care for patients?___________________ 

       Have you been in the Armed Forces in the past three years?____________If so, where?_____________________________________________ 

       Do you presently live in a nursing home or retirement center?_________________________________________________________________ 

       Are you currently taking any recreational drugs such as cocaine?_______________________________________________________________ 

        Please list all current medications (including Birth Control)___________________________________________________________________ 

        Type:     Dosage:          How many times daily:                   What For: 

        ___________________       _______mg                               _______                            __________________________________  

        ___________________       _______mg                               _______                            __________________________________ 

        ___________________       _______mg                               _______                            __________________________________ 

        ___________________       _______mg                               _______                 __________________________________                                                                     

        ___________________       _______mg                               _______                            __________________________________ 

        ___________________       _______mg                        _______                            __________________________________ 

  

       Are you allergic to any drugs or medications?___________If so, which ones?_____________________________________________________ 

        Are you allergic to Valium? Yes_______ No______ 

        Do you have or have you ever had any of the following? 
         
           _____Rheumatic Fever                 _____Tuberculosis  _____High Blood Pressure  _____Heart Trouble 
           _____Radiation Treatments  _____Hepatitis A,B,C _____Nervous Disorders  _____Mitral Valve Prolapse 
           _____Pacemaker   _____Allergies  _____Diabetes   _____Asthma 
           _____Stroke                   _____Epilepsy  _____Heart Disease  _____HIV or Aids 
           _____Fainting                  _____Artificial Joints _____Dialysis 
 
        Any other serious illnesses?____________Name them_______________________________________________________________________ 

        Do you perspire excessively at night?_____________________________________________________________________________________ 

        Do you have persistent diarrhea?________________________________________________________________________________________ 

        Have you lost weight recently without dieting?___________Approx. # of pounds _______Have you taken Pondimin/Fen-Phen?____________ 

        Do you have persistent purplish rashes and/or bruises?_______________________________________________________________________ 

        Do you frequently feel “run down” and have a low grade fever?_______________________________________________________________ 

 

I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge.  I authorize the insurance 
company to issue payment directly to the dentist.  I authorize the use of this signature for all insurance claims.  I understand 
that I am responsible for all fees in their entirety. 
 
SIGNATURE_________________________________________________________DATE____________________ 
 
 
 
 
 
 
 
 
 
 




