
Chart #:
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Patient Information

Patient Name: Date:
Last, First MI (Preferred Name)

Gender: ______Family Status: _____ Social Security #: ________ Birth Date: _________

Phone (Home): ____________ (Work): Ext: (Cell) : ________

E-Mail: __________________________(used for confirming/appointment reminders)

Address:

Street Apartment #

City State Zip Code

Spouse or Responsible Party Information
The following is for: the patient's spouse the person responsible for payment

Name:
Male Female Married Single Child Other

Social Security #: Birth Date:

Phone (Home): ________________ (Work): ________________ Ext: ______ Best time to call:

Address:
Street Apartment #

City State Zip Code

Employment Information
The following is for: the patient the person responsible for payment

Employer Name: Occupation:

Address:
Street City, State Zip Code Phone

Referral Information

Whom may we thank for referring you to our practice? Friend _____________________ Specialist ____________

Billboard Yellow Pages Yellowpages.com Drove By Newspaper Magazine Mail

Our Website TulsaWorld.com Google.com Yahoo.com

Other _________________________



Spouse or Responsible Party Information
The following is for: the patient's spouse the person responsible for payment

Name:
Male Female Married Single Child Other

Social Security #: _____________ Birth Date:

Phone (Home): ________________ (Work): ________________ Ext: ______ Best time to call:

Address:
Street Apartment #

City State Zip Code

Employment Information
The following is for: the patient the person responsible for payment

Employer Name: Occupation:

Address:
Street City, State Zip Code Phone

Insurance Information
Primary Insurance Plan:

Name of Insured: _______________________________________________ Is insured a patient? Yes No
Last First MI

Insured's Birth Date: _________________ SS #: _________________

ID #: _____________________ Group #: ___________________

Insured's Address:
Street City State Zip Code

Insured's Employer Name:

Address:
Street City State Zip Code

Patient's relationship to insured: Self Spouse Child Other ___________________

Insurance Plan Name and Address:

Secondary Insurance Plan:

Name of Insured: _______________________________________________ Is insured a patient? Yes No
Last First MI

Insured's Birth Date: _________________ ID #: _____________________ Group #:

Insured's Address:
Street City State Zip Code

Insured's Employer Name:

Address:
Street City State Zip Code

Patient's relationship to insured: Self Spouse Child Other ___________________

Insurance Plan Name and Address:

__________________________________________________________________________________________

____________________________________________________ Date: _____________ Relationship to Patient:
Signature of patient, parent or guardian

____________________________________________________ Date: _____________ Relationship to Patient:
Signature of guarantor of payment/responsible party



Health Information

Name ______________________

Date of Last Dental Visit: Reason for this visit:

Have you ever had any of the following? Please check those that apply:

AIDS – HIV+
Allergies __________

__________
Anemia
Arthritis
Artificial Joints
Asthma
Blood Disease
Cancer
Diabetes
Dizziness
Epilepsy

Excessive Bleeding
Fainting
Glaucoma
Growths
Hay Fever
Head Injuries
Heart Disease
Heart Murmur
Hepatitis
High Blood Pressure
Jaundice
Kidney Disease

Liver Disease
Mental Disorders
Nervous Disorders
Pacemaker
Pregnancy
Due date:_________
Radiation Treatment
Respiratory Problems
Rheumatic Fever
Rheumatism
Sinus Problems
Stomach Problems

Stroke
Tuberculosis
Tumors
Ulcers
Venereal Disease
Codeine Allergy
Penicillin Allergy

OTHER:
_________________

_________________

 Have you ever had any complications following dental treatment? Yes No
If yes, please explain: ___________________________________________________________________________

 Are you presently taking any medication? If yes, please list: ______

____________________________________________________________________________________________________

 Are you now under the care of a physician? Yes No
If yes, please explain:

 Name of Physician: _______________________________________________ Phone:

 Do you have any health problems that need further clarification? Yes No
If yes, please explain:

____________________________________________________________________________________________________

I hereby state that I have honestly and without exaggeration or omission completed this questionnaire and I also state that I have disclosed (or will
disclose) before undergoing treatment, any and all information that might reasonably be considered relevant to decisions made by Dr. Davis regarding my
care. I have disclosed all current illnesses and/or conditions, or allergies. I have disclosed all current medications (prescription and over-the-counter)
supplements, recreational drugs, alcohol, steroids, herbs, vitamins, or dietary supplements that I am currently taking or have taken within the last six
months.

________________________________________________________________________________ Date: ________________________________
Signature of patient, parent or guardian


