PATIENT INFORMATION FORM

Patient's Name

Today's Date:
Gender: Male: Female: Birthdate: Social Security #:
Address:
City: State: Zip-Code:
Home Phone: Work Phone: Cell Phone: Marital Status:

Patient Email:

Emergency Contact:

Emergency Contact Phone #:

Medical Clinic:

Location

Physician Name:

Preferred Pharmacy:

Primary Insurance Company

Insurance Information

‘ This section must be completed if we will be billing for you.

Card Holder Name:

Patient's Relationship to Insured:

Self Spouse

Child

Employer:

Member ID:

Card Holder SS#:

Card Holder DOB:

Initial for Office Policy Acknowledgment
*Written Office Policy is available upon request and is also available online

Print Name:

Signature:

(If Under 18, Parent or Guardian Signature Required)

Date:

Initial for consent to release medical/dental records from a previous office.
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PATIENT MEDICAL INFORMATION FORM

Medical Conditions:

YN
[ O Blood Disorder/Anemia

[0 O Unexplained Bleeding or
[0 O Bruising Taking Blood Thinner
[0 O Angina Pectoris

O [0 Heart Attack

O O Heart Murmur

O O Heart Surgery/Stents

[0 O Pacemaker

[0 [0 High Blood Pressure
OO Low Blood Pressure

[0 O High Cholesterol

O O Arthritis

[0 O Artificial Bones/Joints
O O Bisphosphonate Use

[0 O Need to take Premed?
[0 O Stroke

O O Breathing/Lung Issues
0O Asthma

O O Sinus Problems

[0 O seasonal Allergies

[0 Gl Issues

Y N
OO GERD/Acid Reflux

[0 Alcohol/Drug Use

OO cancer/Chemotherapy
O Radiation Therapy

OO Depression or Anxiety
OO ADD/ADHD

O[O Diabetes

O Glaucoma

OO Kidney Problems

OO Liver Disease

OO HIV + AIDS

O Hepatitis B/C

O Special Needs

O Sleep Disorder/CPAP Use
[0 Seizure Disorder

OO Thyroid Problems

O Frequent Headaches

OO Persistent Cough

OO Cold or Flu Symptoms
O Recent Surgery/Hospitalization
O OHave had Covid-19

Please answer the following:

Y N
I O Do you smoke or use tobacco?
1 ] Do you vape or use an e cig?

Weight: Height:

If female, please answer the following:

Y N
O O Are you pregnant?

If Yes, # of weeks

Y N
OO are you nursing?

Y N Allergies
OO Aspirin Other:

OO Codeine
OO Erythromycin
OO0 Jewelry

OO Latex

OO0 Metals

OO Penicillin
O [J Tetracycline

above? If yes, please describe:

Is there any disease, condition, or problem that you think this office should know about that is not covered

Please list any MEDICATIONS, vitamins, supplements, or homeopathic therapies that you are currently using:

I certify this information is complete and accurate.

Print Name:

Date:

Signature:

Self

Relationship to Patient

Parent

Legal Guardian

For Office Use Only

Blood Pressure:

Heart Rate: Temp:
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PATIENT DENTAL INFORMATION FORM

Y/N Dental Questions

YN
OO Do you have current pain in teeth or gums?

OO Do you have bleeding/sore gums?

OO0 Do you have bad breath?

OO Do you have loose/shifted teeth?

O Do you have broken/chipped teeth?

00O Do you have missing permanent teeth?

00 Do you have sensitive teeth?

OO Do you experience dry mouth?

00 Do you have trouble getting numb?

OO Do you consume soda/energy drinks frequently?

OO Do you have pain in your jaw joint(s)?

OO0 Do you have clicking/noise in your jaw joint(s)?

OO0 Do you clench or grind your teeth?

OO0 Do you snore?

OO0 Do you have a history of orthodontic treatment
(braces)?

OO Do you wear retainers?

OO Do you have dental implants?

00 Do you have a history of jaw or face surgery?

OO Do you have a history of gum treatments or surgery?

OO Do you wear dentures or partials?

OO Are you happy with the appearance of your teeth?!

OO Would you like straighter teeth?

OO Would you like whiter teeth?

0O Do you have dental anxiety that prevents you from

seeking regular dental care?

How long ago was your last dental visit?

How often do you brush your teeth?

How often do you floss your teeth?

Please explain any yes answers from the Dental
Questions section in the space provided below.

| certify that this information is complete and accurate.

Print Name:

Patient/Guardian Signature:

Date:
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Acknowledgment and receipt of Notice of Privacy Practices
*You may refuse to sign this acknowledgment.

Patient Name _Patient Date of Birth

As required by the Privacy Regulations, this practice may not use or disclose your protected health information
except as provided in our Notice of Privacy Practices without your authorization.

I have received a copy of Sparta Dental, SC’s Notice of Privacy Practices (available upon request or on our website at
www.spartadental.com). | understand that this office may change the terms of its notice, and make the new notice
provisions effective for all protected health information that it maintains.

I authorize Sparta Dental Center, SC and any of its employees to disclose and discuss my patient health care records
(including the diagnosis, records, examination, and treatment rendered), billing, and insurance claim information to the
following persons, including those involved in my care or payment for that care:

Name: Relationship to Patient:
Name: Relationship to Patient:
Name: Relationship to Patient:

I understand that this consent is effective until revoked by me. | understand that | may revoke this consent at any time by
giving written notice of revocation to Sparta Dental Center, SC. Revocation of this consent will not affect any action that
was taken in reliance on this authorization before written notice of revocation was received.

I understand that | have the right to receive a copy of this authorization.

I, (please print name of person signing)

am confirming my written permission for the
disclosure of my protected health information, as described in this form and in the Privacy Practices of Sparta Dental, SC.

*By refusing to sign this acknowledgment we are unable to submit your dental claims to your insurance or communicate to health
care facilities on your behalf.

Signature of patient or parent if under the age of 18:

Date:

Relationship to Patient: Self: Parent: Legal Guardian:

For office use only
We could not obtain written acknowledgment because:
__Individual refused to sign.
__ Communication barriers prevented us from obtaining a signature.
__An emergency situation prevented us from obtaining a signature..
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