
Today’s Date:___________                                                                 Katherine M. Graham, DMD, PC 
12672 NW Barnes Rd. Ste #101 

Portland, OR  97229 
 
Patient: ______________________________________________Date of Birth:__________Sex:____________ 
               Last Name                             First Name                             Middle  
Mailing Address:_____________________________________________________Phone:_________________ 
          Street or Box                                   City                                           Zip 
Social Security#:________________ E-mail Address:___________________Preferred Contact:_____________ 
               E-mail/Phone 
Emergency Contact:_____________________________Responsible Party:_____________________________ 
                           First & Last Name               Phone #                    First & Last Name         Phone #                  
Employer:_________________________________________How Long:________Phone:_________________ 
Primary Dental Insurance:___________________Group#:__________________ID#______________________ 
Secondary Dental Insurance:_____________________Group#:________________ID#____________________ 
Insured’s Name:_____________________DOB:__________________Relationship:______________________ 
Employer:____________________________________________________________How Long:____________ 
Referred by:_____________________________Former Dentist:______________________________________ 
                                         Name                                     Phone/City 
How long since your last dental examination or appointment:_________________________________________ 
 
In the following questions, circle yes or no, whichever applies.  Your answers are for our records and will be considered 
confidential. 
 Yes No 1.  Are you in good health?------------------------------------------------------------------------------------------------ 

Yes No 2.  Has there been any change in your general health in the past year?---------------------------------------------- 
3.  My last physical examination was on______________________________________________________ 

Yes No 4.  Are you now under the care of a physician?------------------------------------------------------------------------- 
     If so, what is the condition being treated?__________________________________________________ 

 Yes No 5.  The name and address of my physician is__________________________________________________ 
                     __________________________________________________ 
                     __________________________________________________ 
 Yes No 6.   Have you had any serious illness or operation?--------------------------------------------------------------------- 
         If so, what was the illness or operation?___________________________________________________ 
 Yes No 7.   Have you been hospitalized or had a serious illness in the last 5 years?---------------------------------------- 
                                                  If so, what was the problem?___________________________________________________________ 
   8.   Do you or have you had any of the following diseases or problems?------------------------------------------- 
 Yes No       a.  Damaged heart valves or artificial heart valves, including heart murmur--- -------------------------------- 

Yes No       b.  Congenital heart lesions-------------------------------------------------------------------------------------------- 
Yes        No       c.   Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion, high                

               blood pressure, arteriosclerosis, stroke-------------------------------------------------------------------------- 
 Yes No             1.  Do you have pain in the chest upon exertion?-------------------------------------------------------------- 
 Yes No             2.  Are you ever short of breath after mild exercise?---------------------------------------------------------- 
 Yes No             3.  Do your ankles swell?------------------------------------------------------------------------------------------ 
 Yes No             4.  Do you get short of breath when you lie down, or do you require extra pillows to sleep?----------- 

Yes No             5.  Do you have a cardiac pacemaker?--------------------------------------------------------------------------- 
 Yes No       d.   Allergy--------------------------------------------------------------------------------------------------------------- 
 Yes No       e.   Sinus trouble-------------------------------------------------------------------------------------------------------- 
 Yes No       f.    Asthma or hay fever----------------------------------------------------------------------------------------------- 
 Yes No       g.   Hives or skin rash-------------------------------------------------------------------------------------------------- 
 Yes  No       h.   Fainting spells or seizures----------------------------------------------------------------------------------------- 
 Yes No       i.    Diabetes-------------------------------------------------------------------------------------------------------------- 
 Yes No             1.  Do you have to urinate (pass water) more than six times a day?----------------------------------------- 
 Yes No             2.  Are you thirsty much of the time?---------------------------------------------------------------------------- 
 Yes No             3.  Does your mouth frequently become dry?------------------------------------------------------------------ 
 Yes No       j.    Hepatitis, jaundice, or liver disease------------------------------------------------------------------------------ 
 Yes No        k.   Arthritis-------------------------------------------------------------------------------------------------------------- 
 Yes No       l.    Inflammatory rheumatism (painful swollen joints)------------------------------------------------------------ 
 Yes No       m.  Stomach ulcers------------------------------------------------------------------------------------------------------ 
 Yes No       n.   Kidney trouble------------------------------------------------------------------------------------------------------ 
 Yes No       o.   Tuberculosis--------------------------------------------------------------------------------------------------------- 
 Yes No       p.   Do you have a persistent cough or cough up blood?---------------------------------------------------------- 
 Yes No       q.   Low blood pressure------------------------------------------------------------------------------------------------ 
 Yes No       r.    Venereal disease---------------------------------------------------------------------------------------------------- 
 Yes No       s.    Epilepsy------------------------------------------------------------------------------------------------------------- 



 Yes No       t.     Psychiatric problems---------------------------------------------------------------------------------------------- 
 Yes No       u.    Cancer--------------------------------------------------------------------------------------------------------------- 
 Yes No       v.     AIDS or other immunosuppressive disorders-----------------------------------------------------------------

Yes No       w.    Other__________________________________________________________________________  
Yes No 9.   Have you had abnormal bleeding associated with previous extractions, surgery, or  trauma?--------------- 
Yes No       a.  Do you bruise easily?----------------------------------------------------------------------------------------------- 
Yes  No       b.  Have you ever required a blood transfusion?-------------------------------------------------------------------- 

If so, explain the circumstances ____________________________________________________ 
_______________________________________________________________________________ 

 Yes No 10.  Do you have any blood disorder such as anemia?----------------------------------------------------------------- 
Yes No 11.  Have you ever had surgery, x-ray or drug treatment for a tumor, growth, or other condition of your          
         head or neck?----------------------------------------------------------------------------------------------------------- 

 Yes No 12.  Are you taking any drug or medicine?------------------------------------------------------------------------------ 
                        If so, what?_________________________________________________________________________ 
   13.  Are you taking any of the following: 
 Yes No        a.  Antibiotics or sulfa drugs------------------------------------------------------------------------------------------ 
 Yes No        b.  Anticoagulants (blood thinners)---------------------------------------------------------------------------------- 
 Yes No        c.  Medicine for high blood pressure-------------------------------------------------------------------------------- 
 Yes No        d.  Cortisone (steroids)------------------------------------------------------------------------------------------------ 
 Yes No        e.   Tranquilizers-------------------------------------------------------------------------------------------------------- 
 Yes No        f.    Antihistamines----------------------------------------------------------------------------------------------------- 
 Yes No         g.   Aspirin-------------------------------------------------------------------------------------------------------------- 
 Yes No        h.   Insulin, tolbutamide (Orinase) or similar drug----------------------------------------------------------------- 
 Yes No        i.    Digitalis or drugs for heart trouble------------------------------------------------------------------------------ 
 Yes No        j.    Nitroglycerin------------------------------------------------------------------------------------------------------- 
 Yes No        k.   Oral contraceptive or other hormonal therapy----------------------------------------------------------------- 
 Yes No        l.    Other___________________________________________________________________________ 

14. Are you allergic or have you reacted adversely to: 
 Yes No        a.  Local anesthetics---------------------------------------------------------------------------------------------------- 
 Yes No        b.  Penicillin or other antibiotics------------------------------------------------------------------------------------- 
 Yes No        c.  Sulfa Drugs---------------------------------------------------------------------------------------------------------- 
 Yes No        d.  Barbituates, sedatives, or sleeping pills------------------------------------------------------------------------- 
 Yes No        e.  Aspirin--------------------------------------------------------------------------------------------------------------- 
 Yes No        f.  Iodine----------------------------------------------------------------------------------------------------------------- 
 Yes No        g.  Codeine or other narcotics---------------------------------------------------------------------------------------- 

h. Other__________________________________________________________________________ 
 Yes No 15.  Have you had any serious trouble associated with any previous dental treatment?--------------------------- 
          If so, explain________________________________________________________________________ 
            __________________________________________________________________________________ 
          __________________________________________________________________________________ 

Yes No 16.  Do you have any disease, condition, or problem not listed above that you think I should know about? 
                      If so, explain________________________________________________________________________ 

           __________________________________________________________________________________ 
 Yes No 17.  Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation? 
 Yes No 18.  Are you wearing contact lenses?------------------------------------------------------------------------------------- 
 Yes No 19.  Have you had anything to eat or drink in the last 4 hours?------------------------------------------------------- 
 Yes No 20.  Are you wearing removable dental appliances?------------------------------------------------------------------- 
  
   Women 
 

Yes No 21.   Are you pregnant?----------------------------------------------------------------------------------------------------- 
Yes No 22.   Do you have any problems associated with your menstrual period?------------------------------------------- 
Yes No 23.   Are you nursing?------------------------------------------------------------------------------------------------------ 
 
Chief Dental Complaint:  
                                             
                 
 
 
 
I certify that I have read and understand the above.  I acknowledge that my questions, if any, about the inquiries set forth 

above have been answered to my satisfaction.  I will not hold my dentist, or any other member of her staff, responsible for any errors 
or ommisions that I may have made in the completion of this form. 

            _____________________________________________________ 
       Signature of Patient             Date 
  



 
Policies 

 
 
Financial Policy: 
 
 As a new patient you will be expected to pay what is estimated as your portion of your dental bill the 
day of your first appointment.  This amount will be quoted to you to the best of our knowledge before treatment 
is started.   
 During treatment, there is the possibility that a diagnosis can be changed or made that will affect the 
amount estimated previously.  In this case, a discussion will take place on how this additional cost will be paid 
and if full amount can be broken up into smaller increments. 
 Once established as a patient, our office may choose to extend a payment plan with no interest to help 
expedite any needed dentistry.  A payment plan is not guaranteed to every patient.  If you have been extended a 
payment plan but fail to follow through with your payment obligation, the full balance will be expected to be 
paid before the next statement cycle.  The payment plan will decided by you and a front office staff verbally or 
in writing.   
 
 
Failed Appointment: 
 
 If you fail three or more appointments without sufficient notice our office reserves the right to dismiss 
you from the practice.  A dismissal will be determined by Dr. Graham and the office manager.  If dismissed 
from the practice you will receive a written letter and we will extend our dental services to you for thirty days 
on an emergency only basis.   
 
 
Cancellation Policy:   
 
 If you are not able to make your appointment, you need to cancel the appointment with a preferred 24 
hour notice.  Failing to do so could result in a “No Show Fee” being billed to you. 
 You may cancel appointments by calling (503) 644-9915 or by e-mail at kgraham@grahamclinic.com.  
Voicemail is available at all times and the e-mail is checked frequently.  Please include your name, appointment 
date and time, and phone number so we can reschedule your appointment for a time that is more convenient to 
you.   
 
 
 
No Show Fee: 
 
 The “No Show Fee” is applied at the discretion of the office manager and Dr. Graham.  This fee is 
predominantly for patient’s that frequently cancel with short notice or no notice at all and will not apply to 
every cancellation.  Each incident will be evaluated at the time of occurrence. 

If you do not cancel your appointment in advance and do not show up for your appointment you may be 
charged a “No Show Fee” which will be the cost of the scheduled appointment (varies with appointment length 
and procedure type-minimum charge will be $200 PER HOUR reserved). 
 If you cancel with less then 24 hours notice a fee of half the cost of the scheduled appointment will be 
assessed.  (Minimum charge of $100 PER HOUR reserved). 
 .   
 
 
 
 
 
 








