
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please Complete Reverse Side 

Patient Information 

Patient Name: ________________________________________________________________________  Date: _________________ 

                                            First    Last                                                          MI 

Social Security #: __________________________________ Birth Date: ________________________  Sex: ___Male ___Female 

Marital Status: ____ Minor ____Married____ Single ____Widowed ____Divorced ____Separated  

Phone (Home): ____________________________  (Work): ___________________________  (Cell):___________________________   

Address: _________________________________________  City: ________________  State: _______________  Zip Code: __________ 

Employer: ________________________________________  Occupation: ___________________________________________________ 

Business Address: __________________________________ City: ________________  State: _______________  Zip Code: __________ 

Email Address: ____________________________________  Whom should we thank for referring you? __________________________ 

Spouse or Person Responsible for Account 

Name: __________________________________________________________________________________________________________                                           

First    Last                                                           MI 

Relationship to patient: _____ Self _____ Spouse _____ Father _____ Mother _____ Guardian 

Social Security #: __________________________________ Birth Date: ____________________________________________________ 

Phone (Home): ________________________ (Work): ___________________________ (Cell):_________________________   

Address: _________________________________________  City: ________________  State: _______________  Zip Code: __________ 

Employer: ________________________________________  Occupation: ___________________________________________________ 

Dental Insurance 

Primary Dental Insurance      Secondary Dental Insurance 

Insurance Co. Name: _____________________________________ Insurance Co. Name: _____________________________________ 

Insurance Co. Address: ___________________________________ Insurance Co. Address: ___________________________________ 

City, State, Zip: _________________________________________ City, State, Zip: _________________________________________ 

Insurance Co Phone #: ___________________________________ Insurance Co Phone #: ___________________________________ 

Group/Plan #: __________________________________________ Group/Plan #: __________________________________________ 

ID #: __________________________________________________ ID #: __________________________________________________ 

Insured’s Name: ________________________________________ Insured’s Name: ________________________________________ 

Relationship to Insured: ____ Self ____ Spouse ___Child ___ Other Relationship to Insured: ____ Self ___ Spouse ___Child ___Other 

Insured’s DOB: _________________________________________ Insured’s DOB: _________________________________________ 

Insured’s SSN#: ________________________________________ Insured’s SSN#: ________________________________________ 

Insured Employer: ______________________________________ Insured Employer: ______________________________________ 

Consent: The undersigned hereby authorizes the Doctor and staff to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis 

of the patient’s dental needs. I also authorize Doctor to perform any and all forms of treatment, medication, and therapy that may be indicated. I also understand the use of anesthetic agents 

embodies certain risk. By providing my email address I authorize to receive emails from the dental office. I understand that my dental insurance is a contract between the insurance carrier, and me 

and not between the insurance carrier and the Doctor and that I am still fully responsible for all dental fees. These fees are due and payable at the time of services rendered unless prior financial 

arrangements have been made. I also assign all insurance benefits to the Doctor. Any payments received by the Doctor from my insurance coverage will be credited to my account, or refunded to me 

if I have paid the dental fees incurred. I further understand that a finance charge will be added to any overdue balances. 

 

_____________________________________________________ ______________________________________________________ 

Signature of Patient, Parent, or Guardian     Date 

 

David A. Faget, DMD PA 
 

___________________________________________________________________________________________________ 



 

 

 

Patient Name: ____________________________________________________________________________________________________ 

                                             First     Last                                                           MI 

Dental History 

Former Dentist: ___________________________________________  How Often Do You Floss: __________________________________ 

Date of Last Dental Visit: ____________________________________  How Often Do You Brush: _________________________________ 

Jaw Clicking and/or Pain Yes    No Loose Teeth or Broken Filling Yes     No Bleeding Gums Yes    No Orthodontic Treatment Yes     No  

Blisters on Lips or Mouth Yes    No Frequent Headaches  Yes     No  Finger Nail Biting Yes    No Periodontal Treatment Yes     No 

Grinding of Teeth  Yes    No Sensitivity to Cold  Yes     No Bad Breath Yes    No Tooth Pain   Yes     No 

 

 

Medical History 

 
Are you under a physician's care?  Yes     No  If yes, physician’s name and phone #:________________________ 

Have you ever had a serious illness or operation Yes     No   If yes, please explain: _____________________________________  

Do you use tobacco/smoke?   Yes     No   If yes, please explain: _____________________________________  

Do you use alcohol, cocaine or other drugs  Yes     No   If yes, please explain: _____________________________________ 

 

 

Women:        Sleep Questions:  

Are you pregnant/trying to get pregnant?   Yes     No   Do you snore or have you had someone tell you that you do? Yes   No 

Are you taking oral contraceptives?   Yes     No   Have you ever been given or prescribed a CPAP?  Yes   No 

Are you nursing?    Yes     No   If yes, how often do you wear it? ___________________________ 

 

 

ALLERGIES 
 

Do you have any allergies?  YES or NO    Are you allergic to any of the following? (Please Circle) 

 

Aspirin   Penicillin      Codeine   Acrylic   Metal   Latex   Local Anesthetics  

 

Sulfa  Iodine  Other  If yes, please explain: ____________________________________________________ 

 

 

DO YOU HAVE, OR HAVE YOU HAD, ANY OF THE FOLLOWING? (Please Circle) 

AIDS/HIV Positive   Yes     No   Excessive Bleeding   Yes      No    Lung Disease   Yes      No  

Anemia   Yes     No  Fainting Spells/Dizziness  Yes      No   Mitral Valve Prolapse   Yes      No 

Angina    Yes     No  Frequent Cough   Yes      No   Osteoporosis   Yes      No 

Arthritis/Gout   Yes     No  Frequent Headaches   Yes      No   Psychiatric Care   Yes      No  

Artificial Heart Valve   Yes     No  Glaucoma    Yes      No   Radiation Treatments  Yes      No  

Artificial Joint   Yes     No  Hay Fever    Yes      No   Rheumatic Fever   Yes      No  

Asthma    Yes     No  Heart Attack/Failure   Yes      No   Scarlet Fever   Yes      No 

Blood Disease   Yes     No  Heart Murmur   Yes      No   Sickle Cell Disease   Yes      No 

Blood Transfusion   Yes     No  Heart Pace Maker   Yes      No   Sinus Trouble   Yes      No 

Breathing Problem   Yes     No  Heart Trouble/Disease  Yes      No   Stomach/Intestinal Disease Yes      No 

Cancer    Yes     No  Hemophilia  Yes      No    Stroke    Yes      No 

Chemotherapy   Yes     No  Hepatitis A, B or C  Yes      No   Swelling of Limbs   Yes      No 

Chest Pains   Yes     No  Herpes    Yes      No   Thyroid Disease   Yes      No 

Cold Sores/Fever Blisters  Yes     No  High Blood Pressure   Yes      No     Tonsillitis   Yes      No 

Cortisone Medicine   Yes     No  Hypoglycemia   Yes      No    Tuberculosis   Yes      No 

Diabetes    Yes     No  Kidney Problems/Dialysis Yes      No   Tumors or Growths   Yes      No 

Emphysema   Yes     No   Liver Disease   Yes      No    Ulcers    Yes      No 

Epilepsy or Seizures   Yes     No  Low Blood Pressure   Yes      No     

      

PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING 
______________________________________________________________________________________________

____________________________________________________________________________________________ 
Consent: To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. It is 
my responsibility to inform the dental office of any changes in medical status. Dr. David Faget may use my health care information and may disclose such information to my insurance company and 
their agents for the purpose of obtaining payment for services and determining insurance benefits. 
 
______________________________________________________________________________ _______________________________________________________________________________ 

Signature of Patient, Parent, or Guardian     Date 

 

 

David A. Faget, DMD PA 
 

___________________________________________________________________________________________________ 


