
Primary Dental Insurance

SS#: Date of Birth:  

Insurance Company:     Phone: ( ) ( )

Group Policy Number:  

Relationship to Patient:

Name of Employer:

Employer Address:

Relationship to Patient:

Name of Employer:

Employer Address:

Secondary Dental Insurance

SS#: Date of Birth: 

Policy Holder’s Name: Policy Holder’s Name:

Insurance Company:    Phone:

Group Policy Number:  

 ( ) ( )

Mailing Address: City: State: Zip:

Occupation: Height: Weight: Date of birth: Sex: M F

SS# or Patient ID Emergency Contact Relationship Home Phone: Cell Phone: 

If you are completing this form for another person, what is your relationship to that person? Your Name?

Do you have any of the following diseases or problems*:  (Check DK if you Don't Know the answer to the question)
Yes  No  DK

Active Tuberculosis
Yes  No  DK

Persistent cough greater than a 3 week duration
Cough that produces blood
Been exposed to anyone with tuberculosis

*NOTE: If you answer yes to 
any of the 4 items to the left, 
please stop and return this 
form to the receptionist.

Yes  No  DK

Yes  No  DK

Do you feel discomfort when the tooth/teeth come in contact with:

Cold foods or liquids (ice cream, cold water, ect.)?
Sweet or sour food (candy, oranges, fruit, ect.)?
When you bite down or chew?
Do any of the above symptoms linger for more than a minute or so?

Have you had any problems associated with previous dental treatment?

Are you currently experiencing dental pain or discomfort?

How long have you had this problem? 

Dental Information Please mark (X) for your responses to the following questions. Check ‘DK’ if you do not know the answer 

Yes  No DK  Are you now under the care of a physician? Yes  No DK  

Yes  No DK  

Have you had a serious illness, operation or been

Physician Name:                                                     Phone: hospitalized in the past 5 years? If yes, what was the illness or problem?

( )

Are you taking or have you recently taken any 
prescription or over the counter medicine(s)? If so, please list all, including 
vitamins, natural or herbal preparations and/or diet supplements:

Are you in good health?
Has there been any change in your general health within the past year? 

If yes, what condition is being treated?

Date of last physical exam:

Name: (Last, First, Middle) Home Phone: Business/Cell Phone: 
 ( ) ( )

Dental Insurance Information

Medical Information

(Check DK if you Don't Know the answer to the question) Yes  No DK

Do you wear contact lenses?

Do you use controlled substances (drugs)?
Do you use 

Joint Replacement- Have you had an orthopedic total joint 
(hip, knee, elbow,  replacement? 

WOMEN ONLY- Are you:
Pregnant? Number of weeks: _____________
Taking birth control pills or hormonal replacement?
Nursing?

If so, how interested are you in stopping?

Date: _______________ If yes, have you had any complications?

 VERY / SOMEWHAT / NOT INTERESTED

Are you taking or scheduled to begin taking either of the
medications, alendronate (Fosamax®) or risedronate (Actonel®)
for osteoporosis or Paget’s disease?

Medical History Information

Since 2001, were you treated or are you presently scheduled
to begin treatment with the intravenous bisphosphonates (Aredia® or Zometa®) 
for bone pain, hypercalcemia or skeletal complications resulting from Paget’s
disease, multiple myeloma or metastatic cancer?
Date Treatment began:

Yes  No DK

Ages 18+

Upper Left Upper Right Upper Front
Lower Left Lower Right Lower Front

Never (If checked, go to Swelling)
In the past Today

Day(s) Week(s) Month(s) Year(s)

Check all that apply:
LOCATION OF PAIN: FREQUENCY:

Seconds Minutes Hours Constant Dull pain Throbbing pain
Sharp Pain

DURATION:

PAIN SCALE:

QUALITY:

0 1 2 3 4 5 6 7 8 9 10
Mild Severe

Date of your last dental exam:
What was done at that time?

Date of last dental x-rays:

None In the Past Today
SWELLING:

Today’s Anxiety Level (0-10) _________
Yes  No  DK

Endodontics



Allergies- Are you allergic to or have you had a reaction to: Yes  No DK

Yes  No DK

Yes  No DK
To all Yes responses, specify type of reaction. 

Local anesthetics __________________  
Aspirin ________________________
Penicilin or other antibiotic s _________

Barbiturates, sedatives, sleeping pills __
Sulfa drugs _______________________  
Codeine or other narcotics __________
Metals ________________________
Latex (rubber)_____________________

Iodine  ________________________
Hay fever/seasonal _________________  
Animals ________________________
Food ________________________
Other ________________________

Has a physician or previous dentist  recommended  that 
you take antibiotics  prior  to your  dental  treatment?

Name of physician or dentist  making recommendation:
Phone:

Do you have any disease, condition,  or problem  not  listed above 
that you think I should know about? Please explain:

Cardiovascular disease
Angina
Arteriosclerosis
Congestive heart failure
Damaged heart valves
Heart attack
Heart murmur
Low blood pressure
High blood pressure
Other congenital heart 
  defects 
Glaucoma
Mitral valve prolapse
Pacemaker
Rheumatic fever
Abnormal bleeding

Autoimmune disease
Rheumatoid arthritis
Systemic lupus 
  erythematosus
Asthma
Bronchitis
Emphysema
Sinus trouble
Tuberculosis
Cancer/Chemotherapy/
  Radiation Treatment
Chest pain upon exertion
Chronic pain
Diabetes Type I or II
Eating disorder
Malnutrition

Hepatitis, jaundice or liver disease
Epilepsy
Fainting spells or seizures
Neurological disorders
  If yes, specify: ____________
Sleep disorder
Mental health disorders
Specify: __________________
Recurrent Infections
  Type of infection: ___________
Kidney problems
Night sweats
Osteoporosis
Persistent swollen glands
  in neck
Severe headaches/migraines

Yes  No DK Yes  No DK Yes  No DK Yes  No DK

 
I certify that I have read and understand  the above and that the information  given  on this form is accurate. I understand  the importance  of a truthful  health history and that my 
dentist and his/her sta  will rely on this information for treating me. I acknowledge that my questions, if any, about inquiries set forth above have been answered to my 
satisfaction. I will  not  hold  my dentist,  or any other member  of his/her sta , responsible for any action they take or do not take because of errors or omissions that I may have 
made in the completion  of this form. 

Signature of Patient/Legal Guardian: Date:

 (prosthetic) heart valve
Previous infective endocarditis
Damaged valves in transplanted  heart
Congenital heart disease (CHD)
  Unrepaired, cyanotic CHD
  Repaired (completely)  in last 6 months
  Repaired CHD with  residual defects
Except for the conditions listed above, antibiotic prophylaxis 
is no longer recommended for any other form of CHD. 

Medical History Information

Financial Policy
We appreciate and are honored to provide the best dental care possible. We value our relationship with you and believe that the best relationships are based upon understand-

from their insurance carriers. With the number of p atients and a myriad of plans we deal with on a daily basis, we must rely on you to know and provide us with the basics of 
your insurance plan coverage, your eligibility and treatment history.

ask that you notify us promptly of any changes in your coverage. 

In order for you to be treated at Make a Smile full payment is expected at the time of services unless you are insured. Prior to providing any treatment, we provide you with a 
cost estimate indicating our total fee. If you are insured we require deductibles and co-payments at the time services are rendered. We will try to verify eligibili ty prior to the 
initial visit to provide estimated insurance coverage. In the event your insurance company informs us of lack of coverage you are responsible for the charges at the visit. If we are 
unable to verify eligibili ty because you are unable to provide your correct insurance information you are expected to pay in full and obtain reimbursement from your insurance 

we will collect 10% of the cost of the visit and upon the insurance reimbursement will refund the credit or bill the balan ce. In the event your insurance carrier only releases 
payment directly to you, full payment is expected at the time service are rendered unless other prior arrangements have been discussed.

drastically reduce fees in exchange for exposure to thousands of potential patients. In contrast, we believe in individual attention with an emphasis on quali ty of care, not 
quantity, and we will never comp romise our approach to personal dental care. In the event that you are unable to keep a scheduled appointment please keep in mind 

may give this special time to another patient. If 48 hours notice is not provided the re may be a $50 charge. In the circumstances involving di vorced or separated parents, the 
person who has signed for consent for treatment will be held responsible for cost’s incurred during the child’s dental treatment. If the guarantor (the party responsible for the 

company provided p ayment is received with in 60 days. If your insurance company has not paid the claim within 60 days the balance will automatically be billed to you. Please 
be aware your insurance is a contract between you, your employer, and the insurance company, therefore we can not guarantee any estimated coverage. We accept no 
responsibili ty in the collection of any insurance claims or in the negotiation of any settlement on disputed claims. In the event we receive any overpayment on your account by 

amount of your dental fees

accept responsibili ty for the payment of such services and I agree to pay all cost and reasonable attorney, interest or late fees incurred by my failure to remit for services 
rendered. In the event a collection agency is utilized to collect past due balances I have incurred I agree to pay all collection fees. I understand there is a $25 charge for any 
checks returned by the bank and checks will no longer be an acceptable form of payment. I authorize and request my primary and/or secondary insurance company(s) to pay 
directly to Make a Smile. I understand that my dental insurance carrier(s) may pay less than the actual billed services. I authorize Make a Smile to charge my credit card for any 
payments due. I grant my permission to Make a Smile, or its assignees, to contact me at home or my work to discuss matters related to this form. I have read the above 
conditions of t reatment and agree with the content.

PAYMENT OPTIONS
For your convenience we provide a variety of payment options to help you receive the quality care needed to enjoy a healthy smile. We accept cash, checks, and Visa & MasterCard. 

_________________________________________________                 ___________________________________             ___________________ 
Signature                                                                Relationship to Patient                          Date

Anemia
Blood transfusion
If yes, date:___________
Hemophilia
AIDS or HIV infection
Arthritis
Gastrointestinal disease

  heartburn
Ulcers
Thyroid problems
Strokes
Severe or rapid weight loss
Sexually transmitted disease
Excessive urination 

M
ak

e 
A

 S
m

ile

Signature of Dentist: Date:

Note: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
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