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Getting To Know You As Our Patient
Welcome to Darley Dental Care! Thank you for trusting us as your dental healthcare team! We will provide you with the best possible dental care. To help us meet all of your dental healthcare needs, please fill out this form completely. If you have any questions or need assistance, please ask, we will be happy to help!Patient Information


____________________________________   _______________  ____________________   __________
Name                                                                        Date of Birth            SSN                                         Gender

____________________________________   ____________________________  ___________________
Email                                                                         Cell Phone                                             Preferred Phone 

____________________________________   _______________________  ___________  ____________
Street Address                                                        City                                              State                 Zip 

_______________________________   _____________________________  _______________________
Emergency Contact Name                            Emergency Contact Phone                   Contact relationship

_____________________________   ___________________________    __________________________     
How did you hear about our office?     Occupation                                           Employer

[bookmark: _GoBack]Can we send you appointment reminders via Text or Email?             YES                                NOResponsible Party

If you are completing this form for someone else, please fill out this section. Otherwise, skip this section.

____________________________________   _______________  ____________________   __________
Name                                                                        Date of Birth            SSN                                        Relationship 

____________________________________   _______________________  ___________  ____________
Street Address                                                        City                                              State                 Zip 

____________________________________   ____________________________  ___________________
Email                                                                         Cell Phone                                             Preferred Phone Cancellation Policy


A 24 hour cancellation notice is required, we make sure to reserve adequate time for each of our patients so that we can provide the highest standard of care. A cancellation without 24 hours notice may result in a $25 cancellation fee.  Thank you for your consideration in this matter.

Patient Dental History

Previous Dentist: _________________________   Location: ____________________ Date: ___________

What is your reason for scheduling your appointment today? ___________________________________
_____________________________________________________________________________________

Do you have any teeth that are hurting at this time?                                            Yes   No 
If so, where are they located? __________________________

Do your gums bleed while brushing or flossing?                                                     Yes   No
Are your teeth sensitive to hot or cold liquids/foods?                                           Yes   No
Are your teeth sensitive to sweet or sour liquids/foods?                                      Yes   No
Have you ever had any head, neck, or jaw surgeries?                                            Yes   No
Do you have any clicking in your jaw?                                                                       Yes   No
Do you have any jaw pain or TMJ/TMD?                                                                  Yes   No
Have you ever been told that you grind your teeth at night?                               Yes   No

Are you satisfied with the appearance of your smile?                                            Yes   No
	If “No” what would you like to change about your smile?
	_________________________________________________________________

Have you ever been interested in straightening your teeth?                                 Yes   No
Have you ever been interested in whitening your teeth?                                       Yes   No
Have you ever been interested in replacing any missing teeth?                            Yes   NoMedical Information


Physician Name ______________________ Phone Number___________________ Last Exam _________

Are you in good health?                                                                                                           Yes   No
Has there been any major change in your general health within the past year?          Yes   No
	If “yes”, what are you being treated for? _____________________________________________
Have you been hospitalized or had any operations within the past 5 years?                 Yes   No
	If “Yes”, please explain ___________________________________________________________

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and the records of any treatment rendered to me or my child during the period of such dental care to third party payers and or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents. I authorize the dental staff to perform any necessary dental services that I may need during diagnosis and treatment, with my informed consent.

________________________________ _____________
Patient Signature                                         Date
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