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(Please Print)
PATIENT	 Date_ _____________________________

Name________________________________________________________________________________________________
					      Home
Male m	 Female m	 Age _______________  Birthdate __________________ Phone ____________________________

Address______________________________________________________________________________________________
	 Number and Street	 City	 Zip

Email_________________________________________________________________________________________________

School_____________________________________________________________________________  Grade____________

Responsible Party_____________________________________________________________________________________

Father’s Name______________________________________ Employed By_______________________________________

Position 	 _______________________________________ Business Phone____________________________________

	 _______________________________________ Cell Phone_________________________________________

Mother’s Name_____________________________________ Employed By_______________________________________

Position	 _______________________________________ Business Phone____________________________________

	 _______________________________________ Cell Phone_________________________________________

Children (Name & Age) _________________________________________________________________________________

_____________________________________________________________________________________________________

Employed By__________________________________________________________________________________________

Position	 _______________________________________ Business Phone____________________________________

	 _______________________________________ Cell Phone_________________________________________

Spouse’s Name_ ______________________________________________________________________________________

Employed By__________________________________________________________________________________________

Position	 _______________________________________ Business Phone____________________________________

	 _______________________________________ Cell Phone_________________________________________

What would you like to see changed about your / your child’s teeth? ________________________________________

_____________________________________________________________________________________________________

Is there any significant medical or dental history that we should be aware of?

Medical:______________________________________________________________________________________________

Dental:_______________________________________________________________________________________________

Allergies? _____________________________________________________________________Allergic to Latex? Yes / No

Whom may we thank for referring you to our office? _______________________________________________________

_____________________________________________________________________________________________________

Friends or Relatives treated here:________________________________________________________________________

Patient’s Dentist:_ _____________________________________________________________________________________
	 City

Welcome To Our Office!

False BLEED EDGES—Grip from Bottom


