
 
 
 
 
 
 
 
 

Date____________________

 Last                                                     First                                              M.I.      
Patient Name___________________________________________________________________Preferred__________________  

Address___________________________________________________________________________________________

     __________________________________________________________________     ______________     _________________________ 
               Street

             City                                                  State           Zip Code 

Home Phone____________________________________________Cell Phone__________________________________

Work Phone____________________________________________Ext___________

Email______________________________________________________________________________________________

 

Birth Date____________________ Age______

Social Security #_____________________

 

Married         Single         Divorced         Widowed         Child

� Male
� Female

RESPONSIBLE PARTY:
Name____________________________________________Relationship to Patient________________________
Address______________________________________________________________________________________
Home Phone______________________________________ Cell Phone__________________________________
Work Phone______________________________________Ext___________

INSURANCE INFORMATION:
Primary
Insurance Plan Name_______________________________Employer____________________________________
Subscriber’s Name______________________________________________DOB___________________________
Social Security #_______________________________________________________________________________
Patient’s relationship to Subscriber            Self            Spouse            Child            Other

Secondary
Insurance Plan Name_______________________________Employer____________________________________
Subscriber’s Name______________________________________________DOB___________________________
Social Security #_______________________________________________________________________________
Patient’s relationship to Subscriber            Self            Spouse            Child            Other

Apartment #

Referred By____________________________________

PATIENT INFORMATION



HEALTH INFORMATION
 

Women: Are you pregnant?_______________ Due date__________________________ Are you nursing?___________________

Are you now under the care of a physician_______________ If yes, please explain________________________

Name of Physician_____________________________________________________________________Phone__________________

Have you ever been told to pre-medicate with antibiotics before your dental appointment?________________________________

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

 

Ƒ�$,'6�+,9� � � Ƒ�*ODXFRPD� � � Ƒ�3DFHPDNHU
Ƒ�$QHPLD� � � Ƒ�+HDGDFKHV� � � Ƒ�3V\FKLDWULF�&DUH
Ƒ�$UWKULWLV��5KHXPDWLVP�� Ƒ�+HDUW�0XUPXU� � Ƒ�5DGLDWLRQ�7UHDWPHQW
Ƒ�$UWLILFLDO�-RLQWV� � Ƒ�+HDUW�3UREOHPV� � Ƒ�5HVSLUDWRU\�'LVHDVH
Ƒ�$VWKPD� � � Ƒ�+HSDWLWLV�7\SH�BBBBBB�� Ƒ�5KHXPDWLF�)HYHU
Ƒ�%OHHGLQJ�DEQRUPDOO\� � Ƒ�+LJK�%ORRG�3UHVVXUH� � Ƒ�6WURNH
Ƒ�%ORRG�'LVHDVH� � � Ƒ�-DZ�3DLQ� � � Ƒ�7K\URLG�'LVHDVH
Ƒ�&DQFHU� � � Ƒ�.LGQH\�'LVHDVH� � Ƒ�7REDFFR�8VH
Ƒ�&KHPRWKHUDS\� � Ƒ�/LYHU�'LVHDVH� � � Ƒ�7XEHUFXORVLV
Ƒ�'LDEHWHV� � � Ƒ�/RZ�%ORRG�3UHVVXUH� � Ƒ�7XPRUV
Ƒ�'UXJ�$EXVH� � � Ƒ�/RZ�%ORRG�3UHVVXUH� � Ƒ�8OFHU�
Ƒ�(SLOHSV\� � � Ƒ�1HUYRXV�3UREOHPV
Ƒ�)DLQWLQJ�RU�GL]]LQHVV� � Ƒ�2VWHRSRURVLV

 

MEDICATIONS
/LVW�DQ\�PHGLFDWLRQV�\RX�DUH�FXUUHQWO\�WDNLQJ
_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

Are you now or have you taken

%LVSKRVSKDQDWHV"��)RVDPD[��0RQLYD��$FWRQHO�
Ƒ�� � <HV
Ƒ�� � 1R

3+$50$&<�1$0(BBBBBBBBBBBBBBBBBBBBBBBB
3+21(BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

7R�WKH�EHVW�RI�P\�NQRZOHGJH��DOO�RI�WKH�SUHFHGLQJ�DQVZHUV�DQG�LQIRUPDWLRQ�SURYLGHG�DUH�WUXH�DQG
correct. If I ever have any change in my health, I will inform the doctors at the next appointment

without fail.

_______________________________________________________ Date________________________

6LJQDWXUH�RI�SDWLHQW��SDUHQW�RU�JXDUGLDQ

ALLERGIES
Ƒ�$VSLULQ
Ƒ�$QHVWKHWLF
Ƒ�&RGHLQH
Ƒ�,RGLQH
Ƒ�/DWH[
Ƒ�3HQLFLOOLQ
Ƒ�6XOID
Ƒ�2WKHUBBBBBBBBBBBBBBBBBBBBB



   Gilbert Center Family & Cosmetic Dentistry

Patient's Name_______________________________________

1. Do you fear coming to the dental office?

2. Do you have any present dental complaints?

3. Are your teeth sensitive to: Heat?  Cold?  Sweets?  Biting Pressure?

4. Does food catch between your teeth?

5. Do your gums bleed when brushing?

6. Have you noticed swelling around any teeth?

7. Do you have an unpleasant taste or order in your mouth?

8. Do you ever avoid any part of your mouth when brushing?

9. Do you smoke?

10. Would you be interested in getting screened for Oral Cancer?

11. Do you like the appearance of your teeth; your smile?

12. Are your teeth all in alignment

13. Do you have spaces that you don't like?

14. Do you like the color of your teeth?

15. Do you like the shape of your teeth?

16 Are your teeth:    chipped?  protruding?  hidden?

17. Are your teeth wearing on the biting surfaces?

18. Are there old fillings or dental work that you don't like looking at?

What would you like to change the most in the appearance of your teeth?
__________________________________________________________________________________
__________________________________________________________________________________

 THANK YOU FOR TAKING THE TIME TO FILL OUT THIS QUESTIONNAIRE!

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R

Ƒ Yes  Ƒ�1R



 
CONSENT FOR SERVICES AND OFFICE POLICIES: 

The undersigned hereby authorized Doctor to take radiographs, study models, photographs, or any other diagnostic aids deemed 
appropriate  by  Doctor  to  make  a  thorough  diagnosis  of  the  patient’s  dental  needs.  I  also  authorize  Doctor  to  perform  any  and  all forms 
of treatment, medication and therapy that may be indicated in connection with patient and further authorize and consent the Doctor 
choose and employ such assistance as he deems fit. I also understand the use of anesthetic agent embodies a certain risk. For minor 
consent, I do hereby request and authorize the dental staff to perform necessary dental services for my child and perform 
administrations of anesthetics which are deemed advisable by the doctor, whether or not I am present at the actual appointment when 
the treatment is rendered. 
 
 

FINANCIAL POLICY: 
x I acknowledge that full payment is due at the time of treatment for all services rendered. I understand that full responsibility 

for payment of all dental services in this office for myself and my dependents is mine. I accept full financial responsibility for 
all charges whether or not paid by my dental insurance company. Patients who carry dental insurance understand that all 
dental services furnished are ultimately the responsibility of the patient and that he or she is personally responsible for 
payment of all dental services. As a courtesy, this office will help prepare the patients primary insurance forms or assist in 
making collections from insurance companies and will credit any such collections to  the  patient’s  account.  However,  this  
dental office cannot render services on the assumption that our charges will be paid by an insurance company. We will also 
submit your secondary insurance claim. Not all services are a covered benefit in all insurance contracts. Some insurance 
companies arbitrarily select certain services they will not cover. We make every attempt to know plan provisions and benefits 
for major employers, however we cannot possibly know what every insurance carrier will or will not pay. 

x If insurance fails to provide payment, I am responsible for the unpaid balance.  Any unpaid balances on services rendered that 
are not paid in full after 60 days of date of service may be assessed a 3% finance charge per month overdue.  Failure to 
comply with any financial arrangements may also be assessed a 3% finance charge. 

x Furthermore, in the case of payment default for services previously rendered, I agree to pay all collection and or legal fees 
incurred in an attempt to collect on this amount or any further outstanding balances. 

x A $25 charge will be applied to your account on all returned checks. 
x If necessary, I authorize this office to make inquiries with Credit Reporting Agencies regarding me, or if a married person, 

my marital community including my spouse.  I hereby waive any confidentiality associated therewith. 
 
 

WARRANTY ON CROWN OR BRIDGE: 
For a period of two (2) years from the date of service, we will remake the crown or bridge due to breakage or misfit at no cost to the 
patient. 
All warranties will be null and void if the patient does not maintain his/her recommended three, four or six month hygiene or 
periodontal maintenance appointments. 
 
 

CANCELLATIONS: 
We do charge $25.00 or 10% of the scheduled treatment, whichever is greater, for those appointments that are canceled or broken 
with less than 24 hour notice. We do understand emergencies do arise and we will try and work with you in these situations, but we 
would appreciate it if you would call our office as soon as possible if you need to cancel or reschedule an appointment. 
 
I have read the above conditions of treatment and payment and agree to their content. 
                                                      
 
____________________________________________________Date:_____________Relationship to Patient:___________________ 
Signature of patient, parent or guardian 
 
 
____________________________________________________Date:_____________Relationship to Patient:___________________                         
Signature of responsible party 
 
 



 
                 GILBERT CENTER 

              Family and Cosmetic Dentistry 
____________________________________________________________________________________________________________ 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
 
 

**You May Refuse to Sign This Acknowledgement** 
 
 
 

I,_________________________________________________________,  have  read  a  copy  of  this  office’s  Notice  of  Privacy  Practices. 
 
 
 
_______________________________________________________________ 
Please print name 
 
 
_______________________________________________________________    ________________________ 
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) 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 


