Patient Information









Name _______________________________________________________
Preferred Name ____________   Date _________

Last


First


Middle

Sex    M    F     
   ___Married   ___Single   ___Other
Birthdate ________________      SSN _______________________   

Home Phone _______________________
     Cell Phone _______________________ 
    Work Phone ____________________       
E-mail Address __________________________________________________________
Address _______________________________________________   City ____________________________   Zip _____________

Employer _____________________________________
Person Responsible for Account (if different from above)

Name ______________________________________________________
     Is this person a patient here? ______________

Address _______________________________________________   City ___________________________     Zip_____________

Social Security # _____________________     Home Phone ______________________
Cell Phone __________________________
Work Phone _________________________      E-mail Address ___________________________________________________________

Medical History
Date of Last Dental Visit ________________
   Purpose of Today’s Visit _____________________________________________________
Check off any of the following you have now, or have ever had:

___ Sinus Problems

___ High Blood Pressure

___ Stroke

___Jaundice

___ Tuberculosis


___ Anemia or Blood Problems
___Kidney Problems 
___ Gout

___ Neurological Problems
___ Asthma/Hay Fever

___ Blood Transfusion
___ Diabetes

___ Cancer/Malignancies

___ Radiation Treatment

___ Arthritis

___ Hepatitis

___ Excessive Bleeding

___ Tumors/Growths

___Chemotherapy
___ AIDS/HIV+

___ Emphysema


___ Rheumatic Fever

___ Allergies

___ Psychiatric Care
___ Venereal Disease

___ Thyroid Condition

___ Ulcer or Colitis

Heart Condition (describe) _____________________________________________________________________________________________

List medication(s) you are now taking ____________________________________________________________________________________
List any major or current medical treatment ________________________________________________________________________________
Physician’s name ______________________________________________________
     Phone __________________________
Dental Insurance
Policy Holder’s Name _______________________________________      Birthdate _______________     Policy ID# ____________________
Patient’s relation to Policy Holder      ____Self       ____Spouse      ____Child       ____Other

Policy Holder’s Employer _________________________________________________

  Group Plan # _______________________
Insurance Carrier ________________________________________________

  Ins. Phone #  _______________________
Insurance Address ____________________________________________________________________________________________________

Do you have secondary dental insurance?      ____ Yes       ____ No

I authorize payment and assign benefits to Rice Dentistry of Roanoke 

__________________________________________________________
________________
____

____________________

Signature







Date



Relationship to patient

I accept this attending Dentist statement and authorize release of information relating to my dental treatment.
_________________________________________________________
________________
_____

____________________

Signature







Date



Relationship to patient
