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PATIENT INFORMATION
Patient name:							Birth date:				
If minor (17 or under), parent’s name(s):				Cell phone:				
Social security number:						Home phone:				
Email address:												
Mailing address:			   	 	   City:			State:		Zip:		
Employer:					Occupation:						
Spouse’s name:				Spouse’s employer:			   	   Unmarried
Emergency contact: 					 Phone number: 					
May we text you for appointment reminders, updates, and confirmation?       Yes     No
Whom may we thank for referring you to our office?					    Other:	  	
DENTAL QUESTIONNAIRE
Any dental fears? If so, please specify									
When was your last dental appointment?									 
How frequently do you brush your teeth? 									 
How frequently do you floss your teeth? 									
Please check the boxes that apply to you:
Are your teeth sensitive to any of the following?    Hot    Cold    Sweets    Biting pressure
Do you have any of the following?    Jaw clicking    Pain (joints, ear, face)
  Chronic Headaches   Difficulty opening    Difficulty closing    Difficulty chewing 
Do you wear any oral appliance at night?   Yes     No If so, what appliance?					 

Any unpleasant taste in your mouth?     Yes     No   	Do you grind your teeth?     Yes     No
Do you have sleep apnea?     Yes     No	    	   	Do you snore when you sleep?     Yes     No
Are you interested in any of the following? 
 Cosmetic dentistry (crowns/veneers)   Braces or Clear Aligners   Whitening
INSURANCE INFORMATION
Who is the insurance subscriber?     Self     Spouse    Parent/Guardian     Not covered by insurance
Dental insurance company: 										 
Ins Co. Address:					City:			 State:		 Zip:		
Insurance ID:				 Group number:			 Payer number:			
Subscriber’s social security number:				 Subscriber’s Birthdate:			
I authorize the release of any information relating to this claim. I understand that I am responsible for all costs of dental treatment not covered by insurance and I authorize payment directly to Legacy Dental. 
Signature:								 Date:				

MEDICAL HEALTH HISTORY
Do you have or have you had any of the following? (Please check any that apply)

 Anxiety		    High Blood Pressure		 Are you allergic to, or have you reacted 
 Anemia		     High Cholesterol			 adversely to any of the following?
 Arthritis		     HIV/AIDS				   Aspirin
 Artificial Joints	     Jaundice				   Codeine
 Asthma		     Kidney Disease or Trouble		   Erythromycin
 Blood Disease	     Liver Disease			   Hay Fever
 Cancer		     Low Blood Pressure		   Latex
 Diabetes (Type I or II)    Mental Disorder			   Penicillin
 Dizzy Spells/Fainting     Nervous Disorder			   Sulfa
 Epilepsy/Seizures	     Osteoporosis			   Other: 				
 Excessive Bleeding	     Radiation Therapy								
 Glaucoma		     Respiratory Problems						 
 Head Injury		     Rheumatic Fever			Do you take any of the following?	
 Heart Condition	     Rheumatism			 Aspirin
 Heart Disease	     Sexually Transmitted Disease	 Anticoagulants (blood thinners)	
 Heart Murmur	     Sinus Trouble			 Antibiotics or sulfa drugs		
 Heart Pacemaker	     Stomach Problems			 High blood pressure medicine	
 Hemophilia		     Stroke				 Antidepressants or tranquilizers
 Hepatitis A (Infectious)   Thyroid Condition			 Insulin or any other diabetes drug
 Hepatitis B (Serum)	     Tuberculosis (TB)			 Nitroglycerin
 Hepatitis C or Other	     Tumors				 Cortisone or other steroids
 Herpes		     Ulcers				 Osteoporosis (bone density) medicine
 Other:							Other Medications:			
						 							
													
			
Do you chew tobacco, use nicotine				Women:			
pouches, vape, or smoke?   Yes    No				Are you pregnant/nursing?  Yes  No
If yes, which one(s)?						Expected delivery date: 			

APPOINTMENTS AND CANCELLATIONS
When we make your appointment, we are reserving a room for your particular needs. We ask that if you must change an appointment, please give us at least 24 hours notice. This courtesy makes it possible to give your reserved room to another patient who would like it. There is a $75.00 charge for cancelling an appointment if you do not provide at least 24-hour notice. Repeated cancellations or missed appointments will result in loss of future appointment privileges or dismissal from the practice. We feel that our patient’s time is valuable. When your appointment is made, a room is reserved, your records are prepared, and special instruments are readied for your visit. 
Signature of patient, parent, or guardian:
Signature:								 Date:				
Relationship to patient (if applicable):								

HIPAA/PERMISSION
By signing below, I authorize Legacy Dental to release my personal health, billing, and appointment information to 						          	 (parent, spouse, child, legal guardian, etc.). This authorization is valid until revoked and can be done at any time. 
Signature:								 Date:				

AUTHORIZATION
I hereby certify that I have read and understand the previous information and that it is accurate and true to the best of my knowledge. 
I acknowledge that providing incorrect and inaccurate information has the potential of being hazardous to my health. I authorize the diagnosis of my health by means of radiographs, study models, photographs, and other diagnostic aids deemed appropriate. 
I authorize the dentist to release any information including the diagnosis and records of treatment or examination for myself and my dependent(s) to third-part insurance carriers, payors, or healthcare practitioners. I authorize the payment from my insurance carrier to submit payment directly to the dentist or dental practice to be applied directly to any outstanding balance. 
I understand that I am financially responsible for any outstanding balance for services provided that are not fully covered by insurance, and I will be billed for this remaining balance. 
Signature:								 Date:				
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