





	WELCOME!
	We appreciate you choosing our office for your dental needs.  The following information will be held in strict confidence and will never be released without your written consent.
	PATIENT INFORMATION
	ACCOUNTS FOR CHILDREN
	DENTAL INSURANCE INFORMATION
	FINANCIAL INFORMATION
	PATIENT CONSENT FOR USE OR DISCLOSURE OF PATIENT’S PROTECTED       HEALTH INFORMATION


	Name_______________________________________ ( M     F  ) Mr. Mrs. Ms. Dr.   Nickname_____________
	Home Address_____________________________________ City_____________  State_____  Zip __________
	Name of Spouse_________________________________ Spouse’s Employer____________________________
	Parent bringing child:_________________________________________  Date of birth___________________
	Home phone____________________ Work phone__________________ Social Security #________________
	Address: _________________________________________City_________________State______Zip ________
	Subscriber ID #_________________________  Date of birth______________  Group # _________________
	Insurance Company______________________  Insurance company phone number____________________
	Claims address____________________________________________  City_________________  Zip_________
	Are you covered by a second carrier / insurance plan?____________________________________________

	PATIENT/ GUARDIAN SIGNATURE:_________________________________DATE_______
	PATIENT/ GUARDIAN SIGNATURE:______________________________DATE:_______
	PATIENT/ GUARDIAN SIGNATURE:______________________________DATE:_______
	PATIENT/ GUARDIAN SIGNATURE:______________________________DATE:_______
	PATIENT/ GUARDIAN SIGNATURE:_________________________________DATE_______
	PATIENT/ GUARDIAN SIGNATURE:______________________________DATE:_______
	New 2020 HEALTH HISTORY.pdf
	DRUG/LATEX ALLERGIES
	Tell us what we can do for you today_______________________________________________________________
	What did you like and not like about your previous dental care:_____________________________________
	Y    N               Y    N
	Bad breath…………..……………………… ( (  Clicking / Popping of jaw………….…………… ( (
	Bleeding / sore gums……………………..… ( (    Sensitivity to hot / cold……………….…..…… ( (
	Burning sensation on tongue………………. ( (    Dental Implants………………………….……… ( (
	Grinding / Clenching of teeth………..……. ( (    Dentures/Partials…………………….….……… ( (
	Barbiturates/sedatives………. (    (           Nitrous oxide (laughing gas)…………………  (    (
	MEDICATIONS
	MEDICAL HISTORY
	I certify that I have read and understand the above information given on this form is accurate.  I understand the importance of a truthful health history and that my dentist and his/her staff will rely on this information for treating me.  I acknowled...
	PATIENT/GUARDIAN SIGNATURE________________________________________    DATE______________


	dameron-patient-forms.pdf
	Dameron Files 6
	Dameron Files 7
	DD_Health_History.pdf
	Dameron Files 4
	Dameron Files 5

	DD_Notice_Of_Privacy_Practices.pdf
	Dameron Files 2
	Dameron Files 3


	ADP7105.tmp
	We appreciate you choosing our office for your dental needs.  The following information will be held in strict confidence and will never be released without your written consent.
	PATIENT INFORMATION
	ACCOUNTS FOR CHILDREN
	DENTAL INSURANCE INFORMATION


	Name_______________________________________ ( M     F  ) Mr. Mrs. Ms. Dr.   Nickname_____________
	Home Address_____________________________________ City_____________  State_____  Zip __________
	Name of Spouse_________________________________ Spouse’s Employer____________________________
	Parent bringing child:_________________________________________  Date of birth___________________
	Home phone____________________ Work phone__________________ Social Security #________________
	Address: _________________________________________City_________________State______Zip ________
	Subscriber ID #_________________________  Date of birth______________  Group # _________________
	Insurance Company______________________  Insurance company phone number____________________
	Claims address____________________________________________  City_________________  Zip_________
	Are you covered by a second carrier / insurance plan?____________________________________________

	PATIENT/ GUARDIAN SIGNATURE:______________________________DATE:_______
	PATIENT/ GUARDIAN SIGNATURE:______________________________DATE:_______


