


DENTAL INSURANCE

Primary policy holder’s full name _________________________________________ Date of Birth __________________________

Contact Phone  (______) ___________________________ Email Address_____________________________________________

Social Security # ____________________________________ Relationship to Patient ____________________________________

Street Address (if not listed above) ________________________________________ City/State/Zip__________________________

Employer _____________________________ Address ____________________________________________________________

Insurance Co. ______________________________________ Group #__________________________  ID #__________________

Does this policy have orthodontic benefits?    Yes____  No____  Don’t Know____  

Secondary policy holder’s full name ______________________________________ Date of Birth __________________________

Contact Phone  (______) ___________________________ Email Address_____________________________________________

Social Security # ____________________________________ Relationship to Patient ____________________________________

Street Address (if not listed above) ________________________________________ City/State/Zip__________________________

Employer _____________________________ Address ____________________________________________________________

Insurance Co. ______________________________________ Group #__________________________  ID #__________________

Does this policy have orthodontic benefits?    Yes____  No____  Don’t Know____  

Have you had abnormal bleeding?

Have you ever required a blood transfusion?

Do you have any blood disorder such as anemia?

Have you ever had any treatment for a tumor or growth?
Are you allergic or have you had a reaction to:

Local anesthetics

Penicillin or other antibiotics

Sulfa drugs

Barbiturates, sedatives, or sleeping pills

Aspirin

Iodine

Codeine or other narcotics

Other ________________________________________

Have you had any serious trouble associated with any 
previous dental treatment?

If so, explain ____________________________________________

______________________________________________________

Do you have any disease, condition, or problem not listed

above that you think I should know about?
If so, explain ____________________________________________

______________________________________________________

Are you wearing contact lenses?
Are you wearing removable dental appliances?
Do you have a latex allergy?

Women

If child, has menstruation begun?

Are you pregnant?

Are you nursing?

Are you taking birth control pills?

Yes      No

Chief Dental Complaint __________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

I certify that I have read and understand the above. I acknowledge
that my questions, if any, about the inquiries set forth above have

been answered to my satisfaction. I will not hold my dentist, or any

other member of his/her staff, responsible for any errors or omissions

that I may have made in the completion of this form.

______________________________________________________

Signature of Patient / Parent

X


