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2765 E. Grand River | Howell, MI 48843 | 517.546.3440

www.howellfamilydentist.com

NEW PATIENT INFORMATION FORM

DENTAL INSURANCE INFORMATION

PERSON RESPONSIBLE FOR ACCOUNT (other than patient)

Title: _____ First Name: __________________ MI: _____ Last Name: ______________

Birthdate: _______________ SSN: ___________________ Gender:      Male      Female

Address: ________________________________________ Apt/Suite: ______________

City: _______________________________ State: _______ Zip Code: ______________

Phones: Home: ___________ Work: ______________ Ext: ________

 Mobile: ___________ Fax: ________________ Email: _____________________

Employer: _______________ Phone: ______________ Occupation: _________________

Referred By: __________________ Previous Dentist: ___________________________

Date of last dental exam/cleaning: ______________________________

Title: _____ First Name: __________________ MI: _____ Last Name: ______________

Relationship to patient:      Self      Spouse      Child      Other _______ SSN: _________

Address: ________________________________________ Birthdate: ______________

City: _______________________________ State: _______ Zip Code: ______________

Phones: Home: ___________ Work: _______________ Ext: ________

   Mobile: ___________ Fax: ________________ Email: ____________________

Employer: _______________ Phone: ______________ Occupation: ________________

Primary Insurance Secondary Insurance

Ins. Co.: _____________________________

Group: ____________ Phone: ___________

Employer: ___________________________

Employee (if other than patient)

Name: ______________________________

Birthdate: ________ SSN: ______________

Subscriber #: _________________________

Gender:      Male      Female

Ins. Co.: _____________________________

Group: ____________ Phone: ___________

Employer: ___________________________

Employee (if other than patient)

Name: ______________________________

Birthdate: ________ SSN: ______________

Subscriber #: _________________________

Gender:      Male      Female

The undersigned consents to dental services and agrees to the release of information for insurance purposes.
All co pays and deductibles not covered by insurance will be the responsibility of the account holder. 

HOWELL



 SECTION 1
 HOWELL FAMILY DENTIST PATIENT HEALTH HISTORY (Please complete sections 1-6)

                    Yes No
  1. Are you in good health?          ����
  2. Are you under a physician’s care?       ����
  3. Are you subject to prolonged bleeding?     ����
��ϰ͘� ,ĂǀĞ�ǇŽƵ�ĞǀĞƌ�ŚĂĚ�ĐŚĞŵŽƚŚĞƌĂƉǇͬƌĂĚŝĂƟŽŶ͍   ����
  5. Have you had joint replacement in the last 2 years? ����
��ϲ͘� ,ĂǀĞ�ǇŽƵ�ďĞĞŶ�ŝŶƐƚƌƵĐƚĞĚ�ƚŽ�ƚĂŬĞ�Ă�ƉƌĞŵĞĚͬĂŶƟďŝŽƟĐ
� � ƉƌŝŽƌ�ƚŽ�ĚĞŶƚĂů�ƚƌĞĂƚŵĞŶƚ�ĚƵĞ�ƚŽ�Ă�ŚĞĂƌƚ�ĐŽŶĚŝƟŽŶ�Žƌ
  hip/joint replacement?           ����
  7. Do you have pain or clicking in your jaws/TMJ?  ����
  8. Have you ever been treated for TMJ?      ����

                    Yes No
  9. Have you ever had major surgery?       ����
  List of procedure(s) performed.
  ________________________________________
  ________________________________________
  ________________________________________
��ϭϬ͘� ,ĂǀĞ�ǇŽƵ�ďĞĞŶ�ŚŽƐƉŝƚĂůŝǌĞĚ�ŝŶ�ƚŚĞ�ůĂƐƚ�ĮǀĞ�ǇĞĂƌƐ͍  ����
� � >ŝƐƚ�ǁŚĞŶ�ĂŶĚ�ƚŚĞ�ƌĞĂƐŽŶ�Žƌ�ĐŽŶĚŝƟŽŶ͘
  ________________________________________
  ________________________________________
  ________________________________________
  11. Women Only:
  Are you pregnant or think you may be pregnant?  ����
  What month? ___________
  Are you taking birth control?         ����

                    Yes No
 Cancer                 ����
� ,ĞĂƌƚ�ĐŽŶĚŝƟŽŶ�;ƉĂĐĞŵĂŬĞƌ͕ �ĂŶŐŝŶĂ͕�ĞƚĐ͘Ϳ     ����
� ,ĞĂƌƚ�ĂƩĂĐŬ�;ĐŽƌŽŶĂƌǇͿ�           ����
 Heart murmur               ����
� ZŚĞƵŵĂƟĐ�ĨĞǀĞƌ              ����
 Diabetes                ����
� �ƌƚŚƌŝƟƐ                 ����
� ,ĞƉĂƟƟƐ�Žƌ�ůŝǀĞƌ�ĚŝƐĞĂƐĞ           ����
 High blood pressure             ����
 Kidney problems              ����
 Ulcers                 ����
 Stroke                 ����
 Asthma                 ����
 Respiratory or lung disease          ����
 Osteoporosis               ����
 Dental anxiety               ����

                    Yes No
 Anemia                 ����
 Epilepsy                 ����
 Neurological disorders            ����
 Glaucoma                ����
 Tuberculosis               ����
 Blood disorders              ����
� ,/s�ƉŽƐŝƟǀĞ�Žƌ��/�^             ����
� ^ĞǆƵĂůůǇ�ƚƌĂŶƐŵŝƩĞĚ�ĚŝƐĞĂƐĞ          ����
 Herpes (oral-cold sores)           ����
� &ĂŝŶƟŶŐ�ƐƉĞůůƐ               ����
 Medical marijuana             ����
 Other health problems-please list below:

 SECTION 2

          Yes No
 Amoxicillin      ������ Please list any other
 Penicillin      ������ allergies:
� �ĞŶƚĂů�ĂŶĞƐƚŚĞƟĐ   ����
 Novacaine      ����
 Aspirin       ����
 Codeine       ����
 Nitrous oxide     ����
 Latex/rubber products  ����
 Motrin       ����
� �ŶƟͲŝŶŇĂŵŵĂƚŽƌǇ   ����
� EĂƌĐŽƟĐƐ      ����

 SECTION 3  Allergies  SECTION 4
 LIST ALL MEDICATIONS THAT YOU ARE CURRENTLY TAKING.
 INCLUDE NON-PRESCRIPTION DRUGS (I.E. VITAMINS, HERBAL)

 SECTION 5
 Medical Doctor's Name:             
 Medical Doctor's Phone Number:          

 SECTION 6
� /�ĂĐŬŶŽǁůĞĚŐĞ�ƚŚĞ�ĂďŽǀĞ�ŚĞĂůƚŚ�ŝŶĨŽƌŵĂƟŽŶ�ƚŽ�ďĞ�ĐŽƌƌĞĐƚ�ĂŶĚ�ƵŶĚĞƌƐƚĂŶĚ�ĂŶǇ�ŽŵŝƐƐŝŽŶƐ�ŵĂǇ�ĐŽŵƉůŝĐĂƚĞ�ŵǇ�ĐĂƌĞ͘
 
 Print Name:                        Date:      � � � �ƵƐŝŶĞƐƐ�^ƚĂī��    
� � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � � �ůŝŶŝĐĂů�^ƚĂī�     
� WĂƟĞŶƚ�^ŝŐŶĂƚƵƌĞ͗                      Date:         Doctor        


