
 Patient Information                 Date______________ 
 
 
 Name of patient ________________________________________M_____F_____ SS#________________ 
 
 
 Name of spouse or parent _______________________________________________   SS# ____________ 
 
 
 Address ________________________________________ City ______________________ State ________ 
 
 
 Date of Birth __________ Marital Status________ Patient employed by __________________________  
 
 
 Home phone __________________ Work phone ___________________ Cell phone _________________ 
 
 
 E-mail __________________________________  How did you hear about us?______________________ 
 
 
 Emergency contact name _________________________________ Phone number __________________ 
 
 Primary Insurance Information 
 
 Name of Employee _______________________________________ SS# ___________________________ 
 
 
 Date of birth ______________________________Employer ____________________________________ 
 
 
 Name of Insurance company ____________________________________ Group # __________________ 
 
 
 Address _______________________________________________________________________________ 
 
 
 Phone _________________________________ Your relationship  ______self ______spouse ______child 
 
 Secondary Insurance Information 
 
 Name of Employee ___________________________________________ SS# ______________________ 
 
 Date of birth _________________________ Employer __________________________________________ 
 
 Name of Insurance company __________________________________ Group # ____________________ 
 
 Address _______________________________________________________________________________ 
 
 Phone _________________________________ Your relationship ______self _______spouse ______child 
 
 
 



 
 
 
 Dental History 
 

 
 
 

 When was your last dental visit? ___________________________________________________________ 
 
 With Whom? ____________________________________________ Phone ________________________ 
 
 When were your last x-rays taken and what kind?  ____________________________________________  
 
 Have you had your wisdom teeth out? ___________ Are you missing any other teeth? ________________  
 
 If yes, for how long? _______ Are they being replaced with an appliance? ______  Is it removable? _____ 
 
 How old is it? ______Do you wish to keep your teeth for a lifetime? ________________________________ 
 
 If you could change anything about your smile what would it be? __________________________________ 
 
 ________________________________________________________________________________________ 
 
 
 Are you happy with the color of your teeth? __________ If you could lighten them would you? __________ 
 
 
 Have you ever been told you have gum disease? ________  Do your gums bleed while brushing? __________ 

 
 

 Do you clench or grind your teeth? ____________________ Do your jaws ever feel tired or ache? _________ 
 
 
 Have you ever had an unpleasant dental experience? ______________________________________________ 
 
 
 Are any of your teeth sensitive to heat ___________ cold __________ sweets ____________ chewing _________ 
 
 
 Do you have any questions regarding dentistry or your dental health? _______________________________ 
 
 ____________________________________________________________________________________________ 
 
 ____________________________________________________________________________________________ 
 
 
 
 
 
 
 



 
 
 Medical History                                                                                                                Date ______________ 
 
  Physician’s Name ____________________________________________Phone _______________________ 
 
                                        Please circle if you have or have had any of the following 
 
  Anemia    Cortisone Treatments Hepatitis   Scarlet Fever 
  Arthritis, Rheumatism  Persistent Cough  High Blood Pressure  Shortness of Breath 
 Artificial Heart Valves  HIV/AIDS   Low Blood Pressure  Stroke 
 Artificial Joints   Jaw Joint Pain  Diabetes   Thyroid Problems 
 Asthma    Epilepsy   Kidney Disease  Tobacco Habit 
 Back Problems   Fainting   Liver Disease   Tuberculosis 
 Blood Disease    Glaucoma   MVP    Ulcer  
 Cancer    Headaches   Pacemaker   STD 
 Chemical Dependency  Heart Murmur  Radiation Treatment Chemotherapy 
 Heart Problems   Respiratory Disease  Circulatory Problems Hemophilia 
 Rheumatic Fever 
 
 
 
 Please list any other medical conditions not mentioned above: _____________________________________________
 
 _______________________________________________________________________________________________ 
 Woman 
 Are you pregnant? ______ Due date _____________ Are you nursing? __________ Birth control pills? ___________
 
 Medications 
 
 Pleas list any medications you are currently taking and why:   
 
 ___________________________________________________________________________________________________
 
 Allergies 
 
 Aspirin   Local Anesthetic  Penicillin  Codeine  Sulfa  Latex 
 
 Iodine  Others _______________________________________________________________________________ 
 
 Pharmacy Name ___________________________________________ Phone number  _________________________ 
 
 Update 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
 Date _____________  Initial __________   Date _____________  Initial __________ 
  



 
  
 
 
 
 Signatures 
 
 
 
 
 
 My patient information and medical history is accurate and complete to the best of my knowledge.  
 I will not hold Dr. Stamas or any member of his staff responsible for any errors or omissions that I 
 may have made in the completion of this form. 
 
 Signature _____________________________________________ Date _____________________ 
 
 
 
 
 
 Assignment and Release for Insurance 
 
 I, the undersigned, if I have insurance, assign payments directly to Dr. Stamas and Associates.  All 
 benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially 
 responsible for all charges whether or not paid by insurance.  I hereby authorize Dr. Stamas and 
 Associates to release all information necessary to secure the payment of benefits.  I authorize the 
 use of this signature on my insurance submissions whether manual, electronic, or over the internet.
 
 Signature _____________________________________________ Date _____________________ 
 
 
 
 
 
 Minor/Child Consent 
 
 I, being the parent or guardian of __________________________ do hereby request and authorize 
 the dental staff to perform any necessary dental services on my child, including but not limited to 
 fluoride, x-rays, and administration of anesthetics which are deemed advisable by the doctor, 
 whether or not I am present at the appointment when the treatment is rendered. 
 
 Signature _____________________________________________ Date _____________________ 
 
 
 
 



 
 
 
 
 
 
 Financial Agreement 
 
 
 
 I acknowledge that payment is due at the time of treatment, unless other arrangements have been 
 made prior to my appointment.  I agree that parents/guardians are responsible for all fees and 
 services rendered for treatment of a minor/child.  I accept full financial responsibility for all 
 charges not covered by insurance.  I also understand that a balance not paid within 30 days is 
 subject to finance charges.  I am responsible for any accrued interest on the remaining balance due. 
 This includes any collection costs and attorney fees accrued to collect on my account. 
 
 
 Signature ______________________________________________ Date _____________________ 
 
 
 
 
 
 
 Consent for use/Disclosure of Health Information 
 
 
 
 By signing this form, you grant us consent to use and disclose your protected health care 
 information for the purposes of treatment, various activities associated with payments and health 
 care operations.  Our office may also be required to disclose your information to dental specialists, 
 law enforcement agencies, and collection services.  Our notice of privacy practices provides more 
 details on our treatment, payment activities and health care operations.  You have the right to 
 access your health information upon written request.  I have read the contents of this consent form 
 and the notice of privacy practices.  I understand that I am giving Dr. Stamas and associates my 
 consent to use and disclose my personal and health care information to carry out treatment, 
 payment activities (including outside collections) and health care operations. 
 
 
 
 Signature _________________________________________________ Date ___________________ 


