CENTER STREET DENTAL

PATIENT INFORMATION

Patient Name

Home Address

City, State, Zip

Home Phone Cell Work

Email Address:

Preferred Method for Contact:

Birthdate Employer
Social Security # (For Insurance Purposes)
Emergency Contact: Phone#

RESPONSIBLE PARTY INFORMATION (If Different From Patient)

Name

Billing Address

City, State, Zip

Birthdate Relationship to Patient
Email Address: Preferred Contact Phone #
Do you have insurance that we might file for you? YES NO

If yes, please allow us to copy your card.
Are you a dependent under age 26? YES NO
Are you a college student? FT PT

Name of School

Thank you for entrusting your care to Montclair Dental. | authorize my insurance company to pay all
benefits to Montclair Dental. Insurance may pay less than the actual charges submitted. | agree to be
responsible for payment of all services rendered for myself and any dependents. | authorize Montclair
Dental to release any and all clinical records and information concerning my or my dependent’s care to
third-party payers and or/health professionals.

SIGNATURE DATE




Name of Physician Date of Last Medical Exam

Please list medications you are taking: prescription, over-the counter, herbals, and supplements:

(We are happy to copy a list or contact your pharmacy or physician for this information.)

Are you taking blood-thinning medication? YES NO For what condition?

Are you taking bisphosphonate medication? YES NO For what condition?

Do you have any artificial joints or other implants? YES NO

WOMEN ONLY: Are you presently pregnant or have reason to believe you may be pregnant? YES NO
Are you currently taking birth control pills? YES NO

CIRCLE ANY OF THE FOLLOWING CONDITIONS THAT YOU HAVE OR HAVE BEEN TREATED FOR:

HEART TROUBLE ARTHRITIS KIDNEY DISEASE SUBSTANCE ABUSE
HEART MURMUR GLAUCOMA LIVER DISEASE TOBACCO USE/VAPING
IMPLANTED CARDIAC DEVICE ~ OSTEOPOROSIS STROKE IMMUNE DISORDER
DIABETES EPILEPSY/SEIZURES BLOOD PRESSURE: HI LO  BLOOD DISORDER
RHEUMATIC FEVER CANCER OR TUMOR TUBERCULOSIS MENTAL HEALTH

Any condition not listed above:

SINUS ISSUES

AIDS/HIV/STD

Are you currently receiving or have you had radiation therapy? YES NO  For what condition?

Are you currently receiving or have you had chemotherapy? YES NO  For what condition?

Do you have a port? YES NO
DENTAL HISTORY

What is the reason you are seeking dental treatment at this time?

What concerns do you have about your mouth?

What, if anything, has kept you from receiving dental treatment?

Are you happy with your smile and front teeth?

CIRCLE ANY OF THE FOLLOWING CONDITIONS THAT YOU HAVE OR HAVE BEEN TREATED FOR:

Biting Sensitivity Cold Sensitivity Food Catching Between Teeth
Gum Disease Shifting/Crowded Teeth Tooth Loss

Bleeding Gums Bad Bite Bad Breath

Headaches or Facial Pain Grinding/Clenching Teeth Cosmetic Dental Work
Frequent Broken Teeth Orthodontics/Braces Bone Loss

Denture Problems TMJ Problems Frequent Cavities
Snoring/Sleep Apnea Nightguard Dental Implants

Any other dental conditions that you are concerned with

The above information is necessary to provide the best care possible. | acknowledge that | have answered all
questions accurately and to the best of my knowledge. (Please initial)




