
 
Name_______________________________________Home Phone#______________Cell Phone #___________ 
Address______________________________________City________________State______Zipcode__________ 
Bithdate_______________Age______Social Security #_____________________ Marital Status: S / M /  W / D 
Employer________________________________________________________Work Phone#________________ 
Employer Address__________________________________________________Occupation________________ 
If Full Time Student, School Name and Address___________________________________________________ 
Email Address _________________________________ 
Referred By:  Doctor_____________________Patient_____________________Other_______________ 
               
         

                                                                           
Spouse/Parents Name___________________________Home Phone #_____________Cell Phone #___________ 

Address______________________________________City________________State______Zipcode___________ 
Bithdate_______________Age_______Social Security #___________________Relation to Patient___________ 
Employer________________________________________________________Work Phone#________________ 
Employer Address__________________________________________________Occupation_________________ 

               
               
  

Insured’s Name____________________________          Insured’s Name____________________________      
Insurance Co.______________________________         Insurance Co._____________________________ 
Insurance Address__________________________         Insurance Address_________________________ 
Insurance Phone # __________________________        Insuance Phone # __________________________ 
Group # ______________________Local #_______       Group # _____________________Local # ______ 
   

 
 

Chief Dental Complaint_____________________________              Do you currently have any health problems?        Y        N 
_________________________________________________ 
Last Full Mouth X-Rays ?___________________________              Are you currently under a physician’s care?         Y        N 
Do you require antibiotics before dental treatment?    Y          N                If yes, for what___________________________________ 
Are you currently in pain?                                      Y          N              _________________________________________________                                                                                                                 
Are you apprehensive about dental treatment?    Y          N              MEDICATIONS YOU ARE TAKING (Rx, OTC, Herbal) 
Have you ever had periodontal/gum treatment?   Y          N             _________________________________________________ 
Do your gums bleed, feel tender, irritated?            Y         N              _________________________________________________ 
Would you like your smile to look different?         Y         N              _________________________________________________ 
Have you ever had jaw problems (eg. Clicking)    Y          N             LIST ANY ALLERGIES:___________________________ 
Are your teeth sensitive:    hot / cold / sweets / pressure                     _________________________________________________ 
Do you have:       headaches / earaches /  neck pain                            Name of Previous Dentist:__________________________                       
 
DO YOU HAVE OR HAD ANY OF THE FOLLOWING:  
High Blood Pressure               Diabetes                              Radiation Treatments               Psychiatric Treatment                                                                                                                                                                                   
Heart Disease                           Smoker                               Cancer                                        Drug/Alcohol Abuse                    
Heart Attack  (when?_______)                   Liver/Kidney Disease        Artificial Joints (~Hip, Knee)                 Chemotherapy      
Heart Surgery (when?_______)                   Bruise Easily                      Hepatitis A/B/C                        Pregnant / Nursing   
Heart Murmur                         Blood Transfusion             AIDS/HIV                                 Bleeding Problems  
Angina Pectoris                        Lung Disease:________    Tuberculosis                              Stroke      
Mitral Valve Prolapse             Seizures                               Sinus Problems                         Autoimmune Disease                                   
Prosthetic Heart Valve            Fainting                              Allergies                                     Any Other Disease / Condition 
Heart Pacemaker                     Stomach Ulcers/Colitis      Glaucoma                                  -_________________________ 

                    
I certify that I have read and understand the above questions and have been accurately answered. I understand that providing incomplete or 
incorrect information can be dangerous to my health: 
 
SIGNATURE________________________________________DATE__________________                                

PATIENT INFORMATION ( please print) 

SPOUSE / PARENT RESPONSIBLE PARTY 
 
1.   I have been informed and afforded the time to fully understand the purpose 
and the nature of the implant  surgery procedure.  I understand what is 
necessary to accomplish the placement of the implant under the gum or in the 
bone. 
 
2.   My doctor has carefully examined my mouth.  Alternatives to this treatment 
have been explained.  I have tried or considered these methods, but I desire an 
implant to help secure the replaced missing teeth. 
. 
3.  I have further been informed of the possible risks and complications involved 
with surgery, drugs, and anesthesia.  Such complications include pain, swelling, 
infection and discoloration.  Numbness of the lip, tongue, cheek, or teeth may 
occur.  The exact duration may not be determinable and may be irreversible.  
Also possible are thrombophlebitis (inflammation of the vein), injury to teeth 
present, bone fractures, sinus penetration, delayed healing, allergic reactions to 
drugs or medications used, etc. 
 
4.   I understand that if nothing is done any of the following could occur: bone 
disease, loss of bone, gum tissue inflammation, infection, sensitivity, looseness 
of teeth followed by necessity of extraction.  Also possible are 
temporomandibular joint (jaw) problems, headaches, referred pains to back of 
the neck and facial muscles, and tired muscles when chewing.  In addition, I am 
aware that if nothing is done an inability to place an implant at a later date due 
to changes in oral or medical conditions could exist. 
 
5.   My doctor has explained that there is no method to predict accurately the 
gum and bone healing capabilities in each patient following the placement of an 
implant.  
 
6.   It has been explained that in some instances implants fail and must be 
removed.  I have been informed and understand that the practice of dentistry is 
not an exact science; no guarantees or assurances as to the outcome of the 
results of treatment or surgery can be made.  I am aware that there is a risk that 
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