
   Adult Information Form 
                                          Date: ________________ 

 

 

WELCOME 

To assist us in providing the most complete service, please provide the following information and health history. 

Patient Name______________________________________________________ Birth Date ____________________ Age _________________ 

Address ______________________________________________________________ City______________________ State_____ZIP_________ 

Employer __________________________________________ Work Phone ________________________ SS# _________________________ 

Home Phone _______________________  Mobile Phone ______________________ E-mail _______________________________________ 

Dentist _________________________________Who can we thank for referring you to us? ______________________________________ 

What is Your Biggest Concern? _________________________________________________________________________________________ 

Describe Your Attitude Towards Treatment (Circle One):  I Want it Done Today!     I Don’t Really Care     I’m Not Too Thrilled… 

SPOUSE INFORMATION 

Name___________________________________________________________Age ____________ SS# _________________________________ 

Employer______________________________________  Phone____________________ E-mail _____________________________________  

Person Responsible for Account_________________________________________________________________________________________ 

PRIMARY DENTAL INSURANCE ONLY        SECONDARY DENTAL INSURANCE ONLY 

 

FOR OFFICE USE ONLY: 

% ________ Age ________ Max ___________ How much met? ________________  WPE:   Y     N Waiting:   Y     N 

Insurance Verification:    Submit   or     Auto      Date____________ Effective Date___________ Deduct.  ________________________ 

How to bill: Mos______ Qtr______ 6 Mos _____ Annual  _____ Payer ID _____________________ Carrier # _______________________ 

 

 

 



MEDICAL HISTORY             DENTAL HISTORY 

 

Current Drugs/Medications__________________________________   Currently Under Physician’s Care?     0 Yes  0 No 

Physician______________________ Reason ______________________ Comments ______________________________________________ 

I am a Smoker     0 Yes  0 No 

 


