
Adult Dental and Medical History (New Patients) 
 

Today’s Date:       
Patient’s Name:          I Prefer to be called:      
Date of Birth:                       □ Male  □ Female      SSN:       

Address:               
         CITY  STATE  ZIP 

Home Phone:       Cell Phone:     Work Phone:       
Email:                  □ Single      □ Married    

Employer Name:         Employer Phone #:        
Emergency Contact Name:             
           Name       Phone Number  

How did you hear about us?              
Insurance Information 
Primary Insurance:             Phone #:        
Insured Name:             Employer:        
Insured DOB:             Relation to patient:       
ID #:             Group #:          
Secondary Insurance:           Phone #:        
Insured Name:             Employer:        
Insured DOB:             Relation to patient:       
ID #:             Group #:          
Dental History: 
Former Dentist:               
When did you last visit the dentist:       When was your last cleaning:     
Why did you leave that office?             
Are you aware of any dental problems?  □ Yes   □ No   Please Explain:         

Have you ever been treated for gum disease?  □ Yes   □ No   What was done?        

Are your teeth sensitive to:  □ Nothing      □ Sweet        □ Cold        □ Heat       □ Pressure    

Please rate the appearance of your smile:        Poor    1     2     3      4     5     6     7      8      9    10    Excellent 
Would you like a whiter smile?................................................................................................ □ Yes   □ No  

Would you like straighter teeth?.............................................................................................. □ Yes   □ No    

Have you had your teeth straightened/worn braces?............................................................. □ Yes   □ No    

Are you concerned with bad breath?....................................................................................... □ Yes   □ No    

Are you concerned about snoring or sleep apnea?................................................................. □ Yes   □ No    

Are you concerned with grinding or clenching your teeth (bruxism)?.................................... □ Yes   □ No 

Are you aware of possible TMJ problems (jaw makes noise, locks up, or creates pain)?....... □ Yes   □ No 

 
(Please continue on back) 
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Medical History: 
Are you under the care of a physician?  □ Yes   □ No   If yes, what reason:        

Are you currently taking any medications, supplements, herbals?    □ Yes    □ No  

If yes, please list:               
Ladies, is there a chance you are pregnant?  □ Yes □ No If yes, anticipated due date:       

Are you taking birth controls?      □ Yes       □ No    

Are you allergic/sensitive to anything:         □ Yes        □ No 

If yes, please explain:              
Do you smoke, chew tobacco, or use E-cigarettes?      □ Yes       □ No    

Do you take pre-medication for anything?  □ Yes   □ No   If yes, what for?        

Have you had any serious illness, hospitalization or accident?         □ Yes        □ No 

If yes, please explain:              
Do you have or have you ever had:

Abnormal blood pressure             Yes   No Anemia.                                 Yes   No Arthiritis                                      Yes   No 
Artificial heart valve/stent/graft  Yes   No 
Artificial joint replacement           Yes   No 
Asthma                                             Yes   No 
Cancer/Leukemia                           Yes   No 
Chemical dependency                   Yes   No 
Chemotherapy/radiation              Yes   No 
Congenital heart defects              Yes   No 
Corticosteroid treatment             Yes   No 
Diabetes (Type …….)                      Yes   No 
Epilepsy/seizure                             Yes   No 
Excessive bleeding                         Yes   No 

Fainting spells                       Yes   No 
Glaucoma                              Yes   No 
Hearing impaired.                Yes   No 
Heart murmur                      Yes   No 
Heart pacemaker                 Yes   No 
Heart surgery                       Yes   No 
Heart trouble                       Yes   No 
Hepatitis (Type……)             Yes   No 
HIV positive                          Yes   No 
Jaundice                                Yes   No 

Kidney trouble                            Yes   No 
Oral herpetic lesions                 Yes   No 
Osteoporosis                              Yes   No 
Psychiatric care.                         Yes   No 
Rheumatic fever                        Yes   No 
Sexually transmitted disease   Yes   No 
Sinus trouble                              Yes   No 
Stroke                                          Yes   No 
Thyroid problem                        Yes   No 
Tuberculosis/lung disease        Yes   No 
Ulcers/GERD                               Yes   No

Is there anything that would be valuable for your dentist to know to best care for you? 
Please explain:               
 
□ I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper 
dental care.     
□ I authorize the release of any information concerning my (or my child’s) healthcare, advice and 
treatment to another dentist. 
□ I have accurately advised my dental care provider of my current health status and any dietary or herbal 
supplements, medications, and/or drugs (including recreational and over the counter) that I am taking or 
have taken in the last month. 
 
Patient Signature:             Date:      
    (Parent/Guardian) 

Dentist Signature:             Date:      
 



HIPAA -Authorization to Release Information
Purpose: This form is used to obtain authorization to release information regarding yourself covered
under the Privacy Act to people other than yourself.

I, _________________________________, authorize the following person(s) to have access to
information covered under the Privacy Practice regarding myself.

___________________________________ ________________________________
(Print Name) Relationship

___________________________________ ________________________________
(Print Name) Relationship

___________________________________ ________________________________
(Print Name) Relationship

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to
document our good faith effort to obtain that acknowledgement.

I understand that if my personal health information (phi) is required to be transferred via email or in any
capacity, said email will not be encrypted by Oak Hall Dental and I do not hold Oak Hall Dental
accountable for potential loss or misuse of my phi.

_____I have received a copy of this office’s Notice of Privacy Practices.

_____ I refused to receive a copy

__________________________________ ______________________
                       (Print Name)     (Date)

__________________________________ ______________________
                          (Signature)     (Date)

For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not
be obtained because:

Individual refused to sign
Communications barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining acknowledgement
Other (Please Specify)



Oak Hall Dental

Office Policy and Financial Agreement

+ behind our treatment only when the patient is seen on a regular basis and is under our regular care every
six months or as recommended by the doctor.

I hereby authorize Oak Hall Dental to apply for benefits on my behalf for covered services rendered.  I
certify that the information I have reported with regards to my insurance coverage is correct.  I further
authorize the release of any information, including medical and dental information for this or any related
claim to my insurance carrier.  Once insurance maximum benefits have been reached, we reserve the right
to charge procedures at our usual customary and reasonable fees previously set by the corporation.
Patients agree and understand that Oak Hall Dental estimate fees to the best of our ability and is never a
guarantee of benefits and upon review by the insurance companies contracted charges could change
without notice.  No refunds will be given until all claims have been paid by the insurance company.
Refunds may take up to 90 days to process.

I understand and agree that I am financially responsible for charges not paid by my insurance company.
Charges not paid within 90 days by insurance company will be made “patient responsible”.  I further
agree in the event of non-payment, to be responsible for the cost of collections, and or court costs and any
reasonable legal fees.

At Oak Hall Dental, it is the policy that, any work that will require an hour appointment and/or may cost
more than $500.00 will require a deposit of 50% of treatment total cost to reserve your appointment and
the balance due day of prior to appointment. As well as, in the event of no call no show or less than 24
hour cancellation there is a $50.00 fee for cleaning appointment and $100 for schedule doctor
appointments.

In an effort to make sure all Oak Hall Dental patients, as well as staff, are treated with courtesy and
respect, I hereby understand and agree in the event I arrive 15 minutes late to my appointment, Oak Hall
Dental  has the right to reschedule my appointment when there is availability.

Patient Signature:_____________________________________ Date:

Print Patient Name:____________________________________


