
 
 
Date     / /  

 
Welcome to our practice! We are glad you are here. Please take a few minutes to give us the following information. The 

more detailed you are with these questions the better we can serve you. 
 Our goal is to provide for you in all of your dental needs. 

Patient information 

 
Name        preferred name      

 

Male Female   Date of birth   / / Age             S.S.#      

 

Address       Home # ( )     

City:______________Zip Code:____________               Cell # ( )     

        Work #( )      

 

E-mail       Best way to reach you     

Marital status    Employer        

 

Whom may we thank for referring you?         

 

Last dentist      Last visit    

Emergency contact 

Name            Home number (       )    

Cell number (   )      Work number (      )      

Insurance information 

     Primary 

Insurance Co. Name           

 

Insurance Co. Phone #     group#      

 

Policy Holder’s Name     relation      

 

Policy Holder’s DOB / / Policy Holder’s S.S. or I.D#     
Secondary 

Insurance Co. Name           

 

Insurance Co. Phone #     group#      

 

Policy Holder’s Name     relation      

 



Policy Holder’s DOB / / Policy Holder’s S.S. or I.D#     

 

 

Read the following general health questions and answer by circling Y for yes or N for no  

Are you allergic to, or have had a poor reaction to any of the following? 
Y/N  Dental anesthetics                  Y/N  Penicillin or other anti-biotics  

Y/N  Aspirin/ibuprofen  Y/N Any metals 

Y/N  Latex  Y/N Others 

Y/N  Sulfites      Y/N  Codeine 

 
Y/N   Are you under the active care of a physician, or have any present medical issues? 

Please explain             
             
 
Y/N   Do you need to premedicate with antibiotics for any conditions prior to a dental visit? Please explain   
              
            
Are you taking any of the following medications?     
Y/N   Antacids                            
Y/N   St john’s wart or kava-kava                             
Y/N   Bisphosphonates- fosamax, zometa, actonel 
Y/N   Dilantin or tegretol 
Y/N   Coumadin or other blood thinners 
Y/N  Do you use tobacco? How much per week?    
Y/N  Do you drink alcohol? how much per week?    
Y/N  Do you drink sugary beverages? How many per week?   
Y/N  Do you have any history of substance abuse? 
Y/N   Do you have high or low blood pressure? 
 
For women:       
Y/N   are you pregnant?    
Y/N   are you currently nursing? 
Y/N   are you taking birth control? 
 
List all current medications you are taking, including over the counter and supplements 
              
              
            
 
Carefully read these conditions and circle those that apply to you: 

1.  Mital valve prolapse   15. Kidney disease  28.  Herpes/fever blisters 

2. Heart disease/problems  16.  Hepatitis   29.  Nervous/anxious 

3. Rheumatic or scarlet fever  17.  HIV+/AIDS   30.  Thyroid problems 

4. Diabetes    18.  Asthma/emphysema  31.   Ulcers 

5. Heart murmur   19.  Tuberculosis   32.  Abnormal bleeding 

6. Stroke    20.  Seizures 

7. Epilepsy    21.  Alzheimer’s disease 

8. Arthritis    22.  Anemia 

9. Sinus problems   23.  Blood transfusion 

10. Cancer or tumor   24.  Colitis 

11. Venereal disease   25.  Difficulty breathing 

12. Radiation therapy   26.  Frequent headaches 



13. Hip/joint replacement   27.  Hemophilia 

14. Liver disease     

 

Read the following dental health questions and answer by circling Y for yes or N for no 

Y/N  Are your teeth darkened, or stained?   

Y/N  Are there spaces between any of your teeth?          

Y/N  Are your gums red, puffy, or do they bleed?  

Y/N  Do you have any old crowns that have dark edges? 

Y/N  Have you ever had orthodontic treatment?    Y/N  If yes, do you still wear your retainer? 

Y/N  Do you have any gray or silver (mercury) dental fillings in your teeth that you want to replace? 

Y/N  Do you grind your teeth or are any of the biting edges of your teeth chipped or worn?  

Y/N  Have you ever experienced pain or discomfort in your jaw joint? (TMJ/TMD)  

Y/N  Do you experience general sensitivity to cold things on your teeth? 

Y/N  Would you be concerned if you lost your teeth and had to wear false teeth? 

Y/N  Have you ever had trouble getting numb and/or had reactions to local anesthetic? 

Y/N  Do you snore frequently or heavily? 

Y/N  Do you experience severe daytime drowsiness? 

Y/N  Have you ever been told you “stop breathing” while sleeping? 

How you do you feel about the appearance of you teeth?        

Have you ever considered changing your smile?         

How often do you brush?     Floss?       

Do you use an electric or manual toothbrush?    Soft  medium  hard (circle one)  

Do you drink mostly bottled, tap or filtered water?         

Have you ever had problems associated with previous dental treatment?       

             

Do you have any treatment diagnosed by a previous dentist that still needs to be done?     

             

Are you fearful of dental treatment? Please explain         

             

 

I have carefully read the questions on these forms and answered to the best of my ability. I understand 
that the above information is necessary to provide the best, safest and most efficient dental care. I will 
inform the dentist of any changes to this information and understand it will be held in the strictest of 
confidence.  
Patient (print)     Patient Signature       



 

 

 

 

 

 

 

Dr.’s notes:              

              

              

              

              

              

              

       

              

              

              

              

              

              

        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Aaron C. Verbarg, D.D.S., P.C. 
 

Financial Policy 
 

We are pleased you selected us for your dental needs. Our aim is to provide you with the highest quality 
dental care. In order to keep our standard of care to the level that best serves your needs, we ask that you 
please observe the following requests.  
 
Financial policy: Payment for services is required at the time of your visit unless you make payment 
arrangements.  
 
Payment arrangements: Cash or check – We offer a 5% discount when paying in full at time of 
service with cash or check. There is a $25 charge for all returned checks. 
Care Credit – Pays for treatment over 6 or 12 months with no interest. Interest will be charged to your 
account from the purchase date if the promotional purchase is not paid in full within the promotional period 
or if you make a late payment. 
 
Insurance: If you do have dental insurance we are happy to file the forms necessary to see that you 
receive the full benefits of your coverage; however we can make no guarantee of any estimated coverage.  
Because the insurance policy is a contract between you and the insurance company, we ask that all patients 
be directly responsible for all charges. Please know that we will do everything possible to see that you 
receive the full benefits of your policy. If for some reason your insurance company has not paid their 
portion within in 60 days from the date of treatment you are responsible for payment at that time. 
 
Our goal with each of our patients is to help them enjoy the benefits of good oral health. With proper care, 
they may be able to have strong teeth and gums, a healthy and attractive smile, and keep their own natural 
teeth for life! 
 
If you have any questions regarding our financial policy, please ask. We are committed to providing you 
with the most positive experience in dental care. 
 

 



Patient’s Name: _________________________________ Date:________________________ 
 
Parent/Legal Guardian/Responsible Party Signature:_________________________________ 
 

 

 



 



 



 



 


