
_________________ 

Welcome to our office. We appreciate the confidence you place with us to provide dental services. To assist us in serving you, please 

complete the following form. The information provided on this form is important to your dental health. If there have been any changes 
in your health, please tell us. If you have any questions, don't hesitate to ask. 

Patient name: __._________________________ Date of birth: ______ Sex: ____ Age: ___ 


Home City: ___.______ State: ___ 


Billing address (if State: ___ 


Home _~.____ E-mail: ________ Driver.slicense p. __________ State: 


55#: ________________________ Bus. Phone: __________ 


Spouse's name & t· _ 
 than
~rYl,COrCTOnr'\! phone :: 

dental ' .... ".'V~y~~~:: ______________ Group#: ___________~____________ 

Secondary dental insurance: _______________ Group it: ________________....______ 

Subscriber's name: ___________________ Date of birth: SS#: __________ 

Name of your medical Date of last visit to medical 

Name of dentist: ________________ Date of last visit to dentist: _________________ 

Referred to us by: ___________..._______ 

DENTAL HEALTH HISTORY 
Yes No Yes No 

How otten do you brush? 

Ilow often do you floss? Ildve you hdd problems with previous dentdl trcatment? 

Does your jdw make noise so !hd! it bothers you 


Do you gag 
or others? 

Do you WCdr dentures? 
Do you clench or grind your jaws frequently? =:J 

Does food cdlch between your (eeth? 
Do your jaws evcr feel tired? 

Do you have difficulty in chewing your food? 
Does your jdw get stuck so thdt you Cdll't open 

Do you chew on only onc side of your mouth? 
Does it hurt when you chew or open wide to take d bite? 

Do you avoid any pdrt oi your mouth 
Do you havC' edraches or pdin in front of the edrs?

because of pain? n 

Do you hc1Ve tiny jaw symptoms or headaches


Do your gums bleed easily? o 
upon in the morning? n 

Do your gums bleed when you floss? =:J 
Does jaw pain or discomfort afice! your appC'tile, 

Do your gums feel swollen or tender? ddily routine, or other activities? 


Have you ever noticed <""'A/_'''''.'''''''' sores in or 

Do you find jaw pain or discomfort exitrer1lCiv 

about your mouth? 
frustrating or depressing? 

Are your teeth sensitive? =:J 
Do you take medications or pills for pain or discomfort 

Do you feel twinges of pdin when your teeth comc in (p,lin reliC'vers, muscle relaxants, antidepress,mts)? 
contact with: 

Do you have a temporomandibuldr (jaw) disorder 
Hot foods or 

(TMD)?
Cold foods or 


Do you have pain in the face, cheeks, jaws, joints, 
Sours? 

throat, or
Sweets? 

Are you unable to open your mouth as fM as you want? 
Do you take fluoride supplernents? 


Arc you aware of an uncomfortable I)ite?

Are you dissdtisfied with the appearance of your teeth? 


Have you had blow to the jaw (trauma)?

Do you prefer to save your teeth? 


Are you d hdbitual gum chewer or pipe smoker?

Do you want complete dental care? 



MEDICAL HEALTH HISTORY: 
Do you have, or have you had, any of the following? 

Yes No 

Heart Problems 


Chest Ihlin 


Shortn('ss of Im',lth 


Blood pressurp problpfll 


Ile,lrl murmur 


Hp,lrt v,llvc' prol)lem 
 n 
hE'tlrl medication 


Rhcurlltlti( icv('r 


P,lCcflhlker 


Artificial he,H! vdlvc 


Blood Problems 


[asy 


f-requent nosebleeds 


Abnorm,ll hleeding 


Blood disease iarlemi,li 


Ever require <l blood trdnslusion? 


Problems 


HdY fever 
 u 
Sinus ."..,~I,lnnH 


Skin rdshcs 


Tdking allergy medication 


Asthmd 


I nlesti na I Problems 


Ulcers 


Weight gdin or loss 


Special diet 


ConSlipdtion/Di,mhea 


Kidney or blddder problems 


Bone or Joint Problems 


Arthritis 


[3,1(k or neck pdin 


Joint 


!(>.g., totdl hip. pins or implantsi 


Spells, Seizures, or 

Stroke(s) 

Frequent or hedciadl(,S 

Thyroid problE'flls 

Persistent cough or swollen gLmds 

Premedications required by physician 

Cmcer/TUfllor 

Are you allergic, or have you reacted adversely, 

to any of the following? Yes No 

Local anesthetics ("Novocaine") o 
Penicillin or other antibiotics 

Sulfa drugs 

Barbiturates, sedatives, or sleeping pills 

Aspirin, Acetaminophen, or Ibuprofen 

Codeine, Demerol, or other narcotics 

Reaction to metals 

Latex or rubber dam 

Other ____~ _ ........ ___~ ._______________________ 

Notes: _______________________________________ 

Date: ________ 

Yes 

DialJptE's 


lirindte more than c) limps a 


Thil'styor mouth is dry much ui the timl' 


lamily of di,lbetcs 


Tuherculosis or olher respirdtory disCdst' 


Do you drink ,llcohol? o 

If so, hmv much? 


Do you smoke? D 

If so, how much? 


liqhltitis, jaundice, or liver trouble 


Herpps or other STD 


f llVpositivclAIDS 


GI,lUconld u 

Do you wt'dr contdct lenses? 


History of hedd injury? 


or other ciisedst'? 

Ilistory of alcohol or drug abuse? D 
Do you havc' dny disease, condition, or not listed 

previously thdt you feel we should know about? 

Ii so, describe: 

During the past 12 months, have you taken 

any of the following? Yes No 

Antibiotics or sulfa drugs 
 LJ 

Anticoagulants (e.g., Coumadin) 
 LJ 

High blood pressure medicine 

Tranquilizers 

Insulin, Orinase, or similar drug 

Aspirin o 
Digitalis or drugs for heart trouble 

Nitroglycerin 

Cortisone (steroids) [J 
Natural remedies 

Nonprescription drug/supplements 

Other _______ .....~__ _ ..___________________________ 

Women Yes No 

Are you taking contraceptives or 
other hormones? 

Are you pregnant? 
If so, expected delivery date: 

Are you nursing? 

Have you reached menopause? 

If so, do you have any symptoms? 

Patient/Parent Signature: _____________________ 

Dentist Initial: 



----------------------------

Olympia Dental Group 
28281V1artin Way 
Olympia, WA 98506 
360-9434777 

FINANCIAL AGREEMENT AND AUTHORIZATION FOR 

TREATMENT 


Patients Name: 

I authorize treatment of the person named above and agree to pay all fees and 
charges for such treatment. I agree to pay all charges for me and members of my 
family shown on my statements, promptly upon presentment thereof, unless credit 
arrangements are agreed upon in writing. Charges shown by statements are agreed 
to be correct and reasonable unless protested in writing within thirty days of billing 
date. In the event legal action should become necessary to collect an unpaid 
balance due for dental services rendered to me or my family, I/we agree to pay 
reasonable attorney's fees or other such costs as the court determines proper. 

It is agreed that payments won't be delayed or withheld because of any insurance 
coverage or the pendency of claims thereon, and all proceeds of insurance 
are assigned to this office where applicable, but without their assuming responsibility 
for the collection thereof. (A copy of this assignment is as valid as the original). 

NOTICE: Do not sign this agreement before you read and agree 

to the conditions. You are entitled to a copy of the agreement at 


the time you sign. Keep it to protect your legal rights. 


AGREEMENT: The above information is for the purpose of 

obtaining credit and is warranted to be true. I authorize the creditor 

or his agent to make a credit investigation, including employment 


verification. 


NOTE: All account balances over 60 days will be charged a 2% MPR. 

Missed appointments without 24 hours prior notice will be charged $50.00. 

I authorize Olympia Dental Group to duplicate my records upon request. 


Signature_________________ Oate______ 



ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 


-You May Refuse to Sign This Acknowledgement-

I, ~~~~~~~~~~~~~~~~~~~~__~~ have recei~d a copy of this 

office's Notice of Privacy Practices. 

please Print Name 

Signature 

Date 

For 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 

acknowledgement could not be obtained because: 

o Individual refused to sign 

o Communications barriers prohibited obtaining the acknowledgement 

o An emergency situation prevented us from obtaining acknowledgement 

o Other (Please Specify) 


