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208.853.2223 FAX WE WOULD LIKE TO GET TO KNOW YOU BETTER!

3270 N MAPLE GROVE RD

BOISE, 1D 83704
MAPLE

MAPLEGROVEDENTISTRY.NET

NAME O MALE O FEMALE O MARRIED Q SINGLE
PREFERRED NAME SOCIAL SECURITY NUMBER

ADDRESS CITY STATE Z1p

HOME PHONE CELL PHONE WORK PHONE

EMAIL ADDRESS DATE OF BIRTH

OCCUPATION EMPLOYER

SPOUSE OR PARENT'S NAME THEIR PHONE

WHOM MAY WE THANK FOR REFERRING YOU?

PERSON TO CONTACT IN CASE OF EMERGENCY PHONE

PERSON RESPONSIBLE FOR DENTAL INVESTMENT

FOR INSURANCE PURPOSES:

NAME OF POLICY HOLDER DOB RELATIONSHIP TO PATIENT

INSURANCE COMPANY.

INSURANCE CO. NUMBER GROUP NUMBER

HIPPA COMPLIANCE STATEMENT

YOUR HEALTH INFORMATION MAY BE USED IN OUR OFFICE TO CONDUCT SCHEDULING AND COORDINATION OF
CARE BETWEEN THE DOCTOR, DENTAL ASSISTANT, HYGIENIST AND BUSINESS OFFICE STAFF. WE MAY INCLUDE YOUR
HEALTH INFORMATION WITH AN INVOICE USED TO COLLECT PAYMENT FOR TREATMENT YOU RECEIVE IN OUR
OFFICE. WE MAY DO THIS WITH INSURANCE FORMS FILED FOR YOU IN THE EMAIL OR SENT ELECTRONICALLY.
YOUR HEALTH INFORMATION MAY BE REVIEWED DURING THE ROUTINE PROCESS OF CERTIFICATION, LICENSING,
CREDENTIALING ACTIVITIES OR AUDITING FOR QUALITY ASSURANCE.

COMMUNICATION WITH OUR PATIENTS IS AN IMPORTANT PART OF OUR PHILOSOPHY. WE PREFER TO
COMMUNICATE WITH YOU DIRECTLY BUT WE MAY INCORPORATE THE USE OF PHONE MESSAGES, POSTCARDS, AND
LETTERS. WE WILL MAKE EVERY EFFORT TO RESPECT YOUR PRIVACY AND HONOR YOUR REQUEST FOR
CONFIDENTIALITY. IF YOU HAVE SPECIAL NEEDS IN REGARDS TO PRIVACY ISSUES, PLEASE PUT THEM IN WRITING
FOR THE OFFICE SO THAT WE MAY ADDRESS YOUR CONCERNS. YOU ACKNOWLEDGE THAT YOU MAY REQUEST AND
RECEIVE A COPY OF YOUR NOTICE OF PRIVACY PRACTICES THAT CONTAINS A MORE COMPLETE DESCRIPTION OF
THE USES AND DISCLOSURES OF YOUR HEALTH INFORMATION. YOU UNDERSTAND THAT THE NOTICE OF PRIVACY
PRACTICES MAY CHANGE BUT THAT YOU MAY CONTACT US AT ANY TIME TO OBTAIN A CURRENT COPY.

FINANCIAL INFORMATION

| HAVE READ AND ANSWERED THE ABOVE QUESTIONS TO THE BEST OF MY KNOWLEDGE. | AUTHORIZE THE DOCTOR
AND/OR HIS STAFF TO RELEASE ALL INFORMATION NECESSARY TO SECURE PAYMENT OF MY BENEFITS FROM MY
INSURANCE COMPANY. [ AUTHORIZE AND REQUEST MY INSURANCE COMPANY TO PAY DIRECTLY TO THE DENTIST
BENEFITS OTHERWISE PAYABLE TO ME.

| UNDERSTAND THAT FEES MAY VARY AT THE TIME OF SERVICE DUE TO THE EXTENT OF TREATMENT. FEES ARE
ESTIMATES ONLY AND ESTIMATES ARE NOT A GUARANTEE OF PAYMENT BY MY INSURANCE COMPANY. |
UNDERSTAND THAT THE PAYMENT OF THIS ACCOUNT IS MY RESPONSIBILITY, REGARDLESS OF THE AMOUNT MY
INSURANCE COMPANY REIMBURSES BEFORE OR AFTER PAYMENT IS MADE. [ AGREE TO BE RESPONSIBLE FOR
PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS.

PATIENT SIGNATURE DATE

DENTIST/HYGIENIST SIGNATURE DATE
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PATIENT NAME
MEDICAL HISTO RY PLEASE CIRCLE (Y) FOR “YES” OR (N) FOR “NO” FOR ANY OF THE FOLLOWING

WHICH MAY APPLY TO YOU NOW OR IN THE PAST. PLEASE UNDERLINE ANY APPLICABLE CONDITION.

Y N HEART ISSUES INCLUDING THE FOLLOWING Y N SINUS PROBLEMS

HEART ATTACK CONGENITAL HEART DISEASE Y N ULCERS, REFLUX, OR HEARTBURN

HEART VALVE DISORDER PACEMAKER Y N DIGESTIVE DISORDERS

HIGH BLOOD PRESSURE  STROKE Y N KIDNEY PROBLEMS

HEART MURMUR CHEST PAIN Y N LIVER DISEASE
Y N ARTIFICIAL JOINT OR IMPLANT Y N AUTOIMMUNE DISORDER

WHEN? WHICH ]OINT: Y N FAINTING OR BLACKOUTS
Y N ANEMIA OR BLOOD DISORDER Y N HEADACHES OR MIGRAINES
Y N TAKE ANTIBIOTICS FOR DENTAL APPOINTMENT Y N EPILEPSY OR SEIZURES
Y N BLOOD THINNERS (WARFARIN/COUMADIN) Y N TUMORS, CANCER, RADIATION TREATMENT
Y N DIABETES: TYPE I TYPE II CANCER TYPE:
Y N OSTEOPOROSIS/OSTEOPENIA Y N TUBERCULOSIS
Y N HISTORY OF BISPHOSPHONATE USE Y N HEPATITIS A, B, COR D

(FOSAMAX, BONIVA, ACTONEL, RECLAST, ETC) Y N AIDS OR HIV INFECTIONS

Y N ORGAN TRANSPLANT Y N PSYCHIATRIC DISORDERS
Y N THYROID DISEASE Y N TOBACCO USE?
Y N ASTHMA, EMPHYSEMA, COPD Y N DRUG/ALCOHOL USE?
[S THERE ANY FAMILY HISTORY OF THE FOLLOWING?
Y N HEART DISEASE Y N STROKE Y N DIABETES
Y N EARLY TERM BIRTH Y N CANCER Y N LUNG PROBLEMS

HAVE YOU SEEN A PHYSICIAN OR BEEN HOSPITALIZED IN THE LAST TWO YEARS (INCLUDING PREGNANCY)? Y N
IF YES, PLEASE EXPLAIN

PHYSICIAN'S NAME AND PHONE:

HAVE YOU EVER HAD AN ALLERGIC REACTION TO A DENTAL ANESTHETIC OR DRUG SUCH AS PENICILLIN, SEDATIVE,
LATEX, ASPIRIN OR METALS? [F YES PLEASE EXPLAIN

IF FEMALE, ARE YOU CURRENTLY PREGNANT OR TRYING TO BECOME PREGNANT?
IF YES, WHEN ARE YOU EXPECTING? ARE YOU NURSING? 'Y N

WHAT PRESCRIPTION OR OTC DRUGS, MEDICATIONS, VITAMINS, OR HERBS ARE YOU TAKING AND WHY?

DENTAL HISTORY

Y N ARE YOU EXPERIENCING ANY DENTAL DISCOMFORT Y N ARE YOUR TEETH EVER SENSITIVE TO

Y N IS YOUR MOUTH FREQUENTLY DRY? HOT/COLD/SWEET/PRESSURE

Y N DOES YOUR JAW BECOME SORE WITH CHEWING? Y N DO YOU GRIND YOUR TEETH?

Y N DO YOUR GUMS BLEED? WHEN? Y N DOES FOOD GET CAUGHT IN YOUR TEETH?
Y N DO YOU HAVE ANY OTHER DENTAL CONCERNS NOT MENTIONED? [F YES PLEASE EXPLAIN:

ON A SCALE OF 0-10, HOW HAPPY ARE YOU WITH YOUR SMILE (10 BEING COMPLETELY HAPPY)?
ON A SCALE OF 0-10, HOW WOULD YOU RATE YOUR LEVEL OF DENTAL ANXIETY (10 BEING HIGHLY ANXIOUS)?
HAVE YOU EVER HAD ANY PROBLEMS ASSOCIATED WITH PREVIOUS DENTAL TREATMENT?

PATIENT SIGNATURE DATE

DENTIST/HYGIENIST SIGNATURE DATE




