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Today's Date 

Patient Information 

Patient Name: 

Last 

Title: � --� Gender: Q Male Q Female
Mr/Ms/Mrs/etc 

Birth Date: SS#. 

Email Address: 

Phone: 

Home Work Ext 

Address: 

City 

Whom may we thank for referring you to our practice? 

Insurance Company Internet 

Chart#. 

FOR OFFICE USE ONLY 

First Ml Preferred Name 

Family Status: Q Married Q Single Q Child Q Other

Prev. Visit: 

Best time to call: 

Mobile Fax Other 

State Zip Code 

PatienUOther (Name Below) 

In addition to phone calls, I agree to be contacted via the following methods for appointment confirmation: 

Text Email 

I would like to receive newsletters or promotions: 

Yes No 

1 

BEFORE FILLING OUT: *Computer Users: Download PDF & open in Acrobat  *Mobile Users: 1. Download Adobe Acrobat Reader app
2. Import to Acrobat
3. Fill & Sign
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Do you drink alcoholic beverages? 

Yes No 

If "Yes", how much do you typically drink in a week? 

If "Yes", how much alcohol did you drink in the last 24 hours? 

Do you use controlled substances (drugs) 

Yes No Unknown 

Do you smoke medical or recreational marijuana? 

Yes No 

Do you use tobacco (smoking, snuff, chew, bidis)? 

Yes No 

If "Yes", are you interested in stopping? 

Yes No Unknown 

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health 

issues prior to treatment. 

I certify that I have read and understand the above and that the 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 relay on this information for treating 

me. I acknowledge that my questions, if any about inquiries set forth above have been answered to my satisfaction. I 

will not hold my dentist, or any other member of his/.her staff, responsible for any action they take or do not take because 

of errors or omissions that I may have made in the completion of this form. 

Signature: Date: 

Relation to Patient if Not Self 

10 

Click SUBMIT button to send your completed form to our office (only works in Adobe Acrobat). 

If you’re having problems, please give us a call at 517-351-6140
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Response Date: 

11 

Click SUBMIT button to send your completed form to our office (only works in Adobe Acrobat). 
If you’re having problems, please give us a call at 517-351-6140
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