
Kenneth R. Brown, DDS, PA  
 

Patient Information 
 

Patient Name: _____________________________________________________________  Date:____________ 
                                  Last                                    First                                M I                      Preferred name  

      Male    Female                                                Married    Single    Child    Other _______________ 
 

Birth Date:________________________________  Social Security #:_________________________________  
 
Address: __________________________________________________________________________________ 
                            Street                                                                                                                                     Apartment # 

 __________________________________________________________________________________  
                            City                                                                                  State                                                 Zip Code  
 

Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call: _____________ 
 
Cell Phone:_______________________ Email Address:_________________________________________ 
 

 

Health Information 
 

Date of Last Dental Visit: __________________  Reason for this visit:___________________________________ 
 

Have you ever had any of the following?  Please check those that apply:
 AIDS/HIV 
 Allergies __________ 

                  __________ 
 Anemia   
 Arthritis 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Cancer 
 Diabetes 
 Dizziness 
 Epilepsy 

 Excessive Bleeding 
 Fainting 
 Glaucoma 
 Growths 
 Hay Fever 
 Head Injuries 
 Heart Disease 
 Heart Murmur 
 Hepatitis 
 High Blood Pressure 
 Jaundice 
 Kidney Disease 

 Liver Disease 
 Mental Disorders 
 Nervous Disorders 
 Pacemaker 

 Pregnancy 
    Due date:_________ 

 Radiation Treatment 
 Respiratory Problems 
 Rheumatic Fever 
 Rheumatism 
 Sinus Problems 
 Stomach Problems 

 Stroke 
 Tuberculosis 
 Tumors 
 Ulcers 
 Venereal Disease 
 Codeine Allergy 
 Penicillin Allergy 

OTHER: 
 _________________ 

 
 Mitro Valve Prolaspe 

 
Please list any medications you are currently taking _________________________________________________ 
 

 Have you ever had any complications following dental treatment?     Yes   No 
     If yes, please explain:_______________________________________________________________________ 
                                   

 Have you been admitted to a hospital or needed emergency care during the past two years?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

 Are you now under the care of a physician?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

 Name of Physician: _______________________________________________  Phone:___________________ 
 

 Do you have any health problems that need further clarification?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 
 

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have 
any change in my health, I will inform the doctors at the next appointment without fail.  I will not hold my dentist, or any 
other member of his/her staff, responsible for any errors or omissions that I may have made in the completion of this form. 
 

_________________________________________________________  Date: ___________________ 
   Signature of patient, parent or guardian                       
 



 

Referral Information 
 

Whom may we thank for referring you to our practice?    Another patient, friend    Another patient, relative 
 

       Dental Office     Yellow Pages     Newspaper     School     Work     Other__________________ 
 

Name of person or office referring you to our practice:______________________________________________ 

Spouse or Responsible Party Information 
The following is for:    the patient's spouse     the person responsible for payment 
 

Name:   
                     Male    Female                                Married    Single    Child    Other   
 

Social Security #: ________________________________  Birth Date:   
 

Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call:   
 

Address:    
                                  Street                                                                                                                                                                                                         Apartment # 

   
                                  City                                                                                                                                                         State                                                 Zip Code 
 

 
 
 
 
 
 
 

 Employment Information 
The following is for:    the patient                   the person responsible for payment 
 

Employer Name:    Occupation:   
 

Address:     
                                  Street                                                                                                           City                                                                    State                      Zip Code 

 

If you are a student, name of school/college:  _____________________________________________________ 
                 
 

 

 

Insurance Information 

Primary 

Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:  
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other___________________ 
 

Insurance Plan Name and Address:    
 

   
Secondary 

Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:  
 

Insured's Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:   
 

              Address:   
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other___________________ 
 

Insurance Plan Name and Address:    
 

   
 

 

 



Assignment of Insurance Benefits and Release of Information 

 
I, the undersigned, certify that I (or my dependants) have dental insurance coverage with______________________________  and 

assign directly to Kenneth R. Brown, DDS, PA all benefits, if any otherwise payable to me for services 

rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I 

hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize 

the use of this signature on all my insurance whether manual or electronic. 
 
Responsible Party Signature _____________________________________ Date___________________ 

 

Dental Health Information 

 
1.  Are you having any discomfort at this time?  Explain: _____________________________________________  
2. Have you ever had any serious complications associated with previous dental procedures?  Explain: __________    

_______________________________________________________________________________________ 
3. Does dental treatment make you nervous?  No ______ Slightly ______ Moderately ______ Extremely ______ 
4. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)? ________________ 

If so, when? ________________________________________________________________________  
5. How often do you brush? _____________________________________________________________  

Brush is:  Soft _____ Medium ______ Hard 
6. Do you have, or have you ever had any of the following?  Please check those that apply: 

MOUTH      
 Bleeding, sore gums    
 Unpleasant taste/bad breath 
 Burning tongue/lips 
 Frequent blisters, lips or mouth 
 Swelling/lumps in mouth 
 Braces 
 Biting of cheeks/lips 
 Clicking/popping jaw 
 Difficulty opening or closing jaw 

     

TEETH 
 Loose teeth 
 Sensitivity to heat 
 Sensitivity to cold 
 Sensitivity to sweets 
 Sensitivity to biting 
 Food impaction 
 Clenching/grinding … 
       If so, when? _______ 
 Shifting in bite 
 Change in bite 

 
7. Are you happy with your smile and the appearance of your teeth in general (Color, Shape, Spaces)? ______  

If “no”, why not? _________________________________________________________________________ 
__________________________________________________________________________ 

       8.        Do you smoke?     Yes      No Do you use any other tobacco product?  __________ 
  Frequency of use: _______________________________ 
 

 

For Completion by Dentist Only 
 
Comments on patient interview concerning medical history: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_____________________________________________________________________________________ 
 
Significant findings from questionnaire or oral interview: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_____________________________________________________________________________________Dental 
management considerations: 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_____________________________________________________________________________________ 
 
______________________________   _____________________________________________ 
                  (Date)       (Signature of Dentist) 
 
MEDICAL HISTORY UPDATE: 
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