
 Jaress Family Dentistry, PC 
PATIENT’S NAME_________________________________________PREFERRED NAME_________________________ HOME PHONE _______________________CELL PHONE ________________________BIRTHDATE________________ FULL ADDRESS ___________________________________________________________________________________ SOCIAL SECURITY #_______________________EMAIL___________________________________________________ **IF MINOR, NAME OF PERSON RESPONSIBLE FOR ACCOUNT: ____________________________________________ RELATIONSHIP _________________ BIRTHDATE ________________ SOC. SEC. # ______________________________
ADDRESS, IF DIFFERENT____________________________________________________________________________
PHONE NO. __________________________ EMAIL _____________________________________________________ EMERGENCY CONTACT _________________________________________ PHONE NO. _________________________ Whom may we thank for referring you to our office? ___________________________________________________
INSURANCE/PLAIN CHURCH: 
Name of Insured Person _____________________________________________ Birthdate _____________________
Relationship to Patient __________________ Name of Insurance __________________________________________
SocialSecurity/ID#__________________Group#/District#______________________Employer___________________
MEDICAL HISTORY			 
ALLERGIES (CHECK ALL THAT APPLY)   			      PREFERRED PHARMACY ____________________________
□ ASPIRIN 	              □ BARBITURATES (SLEEPING PILLS)	   □ CODEINE	 □ IODINE	 □ LATEX			
□ LOCAL ANESTHETIC         □ PENICILLIN	 □ SULFA 	   □ OTHER __________________________________________________ 
MEDICATIONS (LIST OR PROVIDE A COPY) ____________________________________________________________
_______________________________________________________________________________________________
ARE YOU TAKING OR HAVE YOU TAKEN MEDICATIONS FOR OSTEOPOROSIS OR CANCER TREATMENT? _____________
IF YES, EXPLAIN __________________________________________________________________________________________
SURGERIES (CHECK ALL THAT APPLY)
□ HIP REPLACEMENT			□ KNEE REPLACEMENT		              □ SHOULDER REPLACEMENT
□ BRAIN SURGERY			□ ARTIFICIAL HEART VALVE	              □ ORGAN TRANSPLANT
□ OTHER HEART SURGERY 		□ OTHER JOINT SURGERY	              □ OTHER HEAD/NECK SURGERY
**EXPLAIN ALL “OTHER” SURGERIES  _________________________________________________________________
 CONDITIONS (CHECK ALL THAT APPLY) 
□ AIDS/HIV		           □ CANCER	         □ HEADACHES/MIGRAINES	        □ RADIATION TREATMENT
□ ABNORMAL BLEEDING          □ CHEMOTHERAPY        □ GLAUCOMA 		        □ RHEUMATIC FEVER 
□ ANEMIA		           □ CHEST PAIN                 □ HEART DISEASE		        □ SINUS TROUBLE	
□ ANGINA		           □ STROKE		         □ HIGH BLOOD PRESSURE	        □ DIABETES (AIC_______) 
□ ARTHRITIS, RHEUMATISM     □ EATING DISORDER     □ LOW BLOOD PRESSURE           □ THYROID PROBLEMS 
□ DEPRESSION		           □ ANXIETY             	          □ MITRAL VALVE PROLAPSE       □ TUBERCULOSIS
□ ASTHMA		           □ EMPHYSEMA	          □ NEUROLOGICAL DISORDER     □ FAINTING OR SEIZURES  
□ AUTOIMMUNE DISEASE        □ EPILEPSY	          □ OSTEOPOROSIS		         □ ULCER
□ BLOOD DISEASE	           □ PACEMAKER                 □ PREGNANT (DUE_________)  □ NURSING
□ KIDNEY DISEASE        	           □ UNEXPLAINED WEIGHT LOSS   	 □ OTHER ______________________________
HAS A DOCTOR OR DENTIST RECOMMENDED YOU TAKE ANTIBIOTICS BEFORE DENTAL APPOINTMENTS? ___________
DENTAL HISTORY (CHECK ALL THAT APPLY) 
□ BURNING SENSATION ON TONGUE	      □ GUMS SWOLLEN/TENDER             □ GRINDING TEETH       
□ SENSITIVE TO HOT, COLD OR SWEETS  	      □ JAW PAIN OR TIREDNESS               □ PERIODONTAL TREATMENT
□ PREVIOUS ORAL CANCER	                    □ CLICKING/POPPING JAW                □ SORES/GROWTH IN MOUTH
□ FOOD/FLOSS CATCH BETWEEN TEETH	      □ DRY MOUTH		           □ PAIN AROUND EAR
□ ORTHODONTIC TREATMENT		      □ CURRENT DENTAL PAIN	           □ GUMS BLEED
□ WEAR DENTURES/PARTIALS		      □ INJURY TO HEAD OR MOUTH        □ CHEWING TOBACCO, ZYN
□ SMOKE CIGARETTES, PIPE, CIGAR, VAPE 	
                           
DATE OF LAST DENTAL EXAM _________________ WHAT WAS DONE AT THAT VISIT ___________________________

TREATMENT, CANCELLATION &  FINANCIAL POLICY 
I consent to treatment provided by Jaress Family Dentistry. The cost of your treatment will vary depending on your needs and treatment plan. Your smile is forever and we want  to make it as easy as possible to receive the treatment you need. We accept all major credit and debit cards along  with Care Credit and Sunbit. Payment is due at time of service unless other arrangements have been made in  advance. All fees charged are the responsibility of the patient regardless of insurance coverage. We are always  available to assist with insurance claims to help you maximize your benefits. 
We know lives are busy and schedules change, but please provide at least 24-hour notice if you need to change your  appointment. We reserve the right to charge $25 for appointments broken or canceled without a 24-hour notice. If  you do need to change an appointment, please call our office as soon as possible and we will be happy to help.
Signature: ________________________________________ Date: __________________________
[image: ]
*DRIVER’S LICENSE CAN BE PROVIDED IN LUE OF SOCIAL SECURITY NUMBER.
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