
WELCOME TO OUR PRACTICE
Thank you for selecting our office for your dental care needs.

We are committed to providing you with the best care possible.

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive 
or maintain. Your answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked 
some questions about your responses to this questionnaire and there may be additional questions concerning your health. This information 
is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

PATIENT INFORMATION
(confidential)

Name________________________________________________________________________________________________________________
	 LAST	 FIRST	 MIDDLE

Home Phone(____)_____________________ 	 Cell Phone(____)___________________________ 	 Business Phone(____)______________________
	 INCLUDE AREA CODE	 INCLUDE AREA CODE	 INCLUDE AREA CODE

Address_______________________________________________ 	City	__________________________ State________ Zip_ ________________
	 MAILING ADDRESS				  

SS# or Patient ID_ _______________________	 Date of Birth_________________	 Email___________________________________________

Sex:   M    F	 Status:	 q Minor	 q Single	 q Married	 q Divorced	 q Widowed	 q Separated

Emergency Contact:____________________________ 	Relationship:__________	Home Phone(____)_ __________	Cell Phone(____)___________
	 			   INCLUDE AREA CODE	 INCLUDE AREA CODE

Patient Employer____________________________________ Address	___________________________________Phone(____)	_______________

Spouse__________________________________________	 Phone (____)______________	Birth Date______________________ 	SS#________________________

Spouse Employer___________________________________	Address_ _____________________________________ 	Phone(____) _ ___________

Whom can we thank for referring you?______________________________________________________________________________________

If you are completing this form for another person, what is your relationship to that person?_______________________ 	____________________
	 YOUR NAME	 RELATIONSHIP

RESPONSIBLE PARTY

Name of Person Responsible for this account_____________________________________________ 	Relationship to patient__________________

Address_________________________________________________	City___________________	State___________	Phone___________________

Birth Date____________________________________	Social Security #___________________________________________________________

Employer______________________________________________________ 	Work Phone_____________________________________________

Is this Person currently a patient in our office? ____yes   ____no

PLEASE COMPLETE OTHER SIDE

Date_________________________



PRIMARY DENTAL INSURANCE INFORMATION

Name of Insured_ ____________________________________________________	Relationship to patient_____________________________

Birth Date_____________________ 	Social Security #_ ___________________________ 	Work Phone________________________________

Name of Employer___________________________________________________________________________________________________

Address___________________________________________________________________________________________________________

Insurance Company______________________________________________	 Group #_____________	Policy ID#_ _____________________

Insurance Co. Address____________________________________ 	 City_____________________ 	 State_______ Zip	 ___________________

Do you have a secondary dental insurance policy? ____yes   ____no    If yes, please provide card.

FINANCIAL AGREEMENT

I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered 
to my child or me during the period of such dental care to third party payors and/or appropriate health practitioners. I authorize 
and request my insurance company to pay directly to the dentist or dental group benefits otherwise payable to me. I understand 
that my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services 
rendered on my behalf or my dependents. Payment for services is due in full at the time service is provided. In the event your 
account is delinquent and placed with a collection agency you are responsible for the collection fee of 30% of the account balance 
as liquidated damages, and if an attorney is hired to collect, after maturity, 15% of unpaid principal and interest owing on said 
account as attorneys’ fees.

Signature of patient (parent if minor)_ _________________________________________________________	 Date_____________________



Women Only	 Box

Currently or Possibly Pregnant

Currently Breast Feeding

Use of Oral Contraceptives

Respiratory

Hay Fever

Sinus Trouble

Allergy/Hives

Asthma

COPD

Emphysema

Chronic Bronchitis

Tuberculosis

Breathing Difficulties

Dermatologic

Skin Rash

Fever Blisters

Canker Sores

Endocrine

Diabetes

Thyroid Disease

Steroid Use

Genitourinary

Kidney Problems

Dialysis

Sexually Transmitted Disease

Musculoskeletal

Arthritis

Osteoporosis

Joint Replacement

Bone Disorders

Muscle Disorders

Other

Prostate Problems (Male)

HIV Positive

Drug Addiction

Do you Drink Alcohol

Tumor or Cancer

Radiation Treatment

Chemotherapy

Organ Transplant

Tobacco Use

Unexplained Weight Loss or Gain

Reaction to General Anesthesia

Medical History Form

	 Today’s Date:____________________________

Patient’s Name_______________________________________________________________________	 Date of Birth_____________________________

Please Check ONLY the Box for any condition you have had in the past or have now.

ARE YOU ALLERGIC TO:	 Box

Local Anesthetics

Codeine/Narcotics

Aspirin/NSAIDS

Barbiturates

Sedatives

Sleeping Pills

Sulfa Drugs

Iodine

Metals

Latex

Food

Other

Please Complete Other Side

Are You Allergic to Penicillin, or any 

Other Antibiotics?	 q Yes	 q No

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Any conditions not mentioned here?_________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

OFFICE USE ONLY

BP_____________________________

Pulse__________________________

Med Alert_ _____________________

Bisphosphonate Derivatives are medications use 
to strengthen bones and they are used in cancer 
chemotherapy.

Common Bisphosphonate Derivatives include: 
Fosamax, Aredia, Actonel, Boniva, Reclast, 
Zometa, and Didronel.

Are you taking or have you ever taken 
Bisphosphonate Derivatives	 q Yes	 q No

Cardiovascular	 Box

Congestive Heart Failure

Heart Attack/Disease

Angina or Chest Pain

Heart Surgery

High Blood Pressure

Low Blood Pressure

Heart Murmur

Infective Endocarditis

Congenital Heart Defect/Disease

Artificial/Prosthetic Heart Valve

Arrhythmias

Pacemaker/Defibrillator

Heart Transplant

Other Heart Problems

Blood Thinners

Aneurysm

Shortness of Breath

Swollen Ankles

Sleep Disorder

Hematologic

Blood Transfusion

Anemia

Hemophilia

Leukemia

Sickle Cell Disease

Bleeding Tendencies

Neurologic

Glaucoma

Hearing Loss

Severe Headaches

Fainting Spells

Stroke/CVA

Seizures/Epilepsy

Psychiatric Treatment

Paralysis

Alzheimer’s / Dementia

Gastrointestinal

Stomach Ulcers

Gastritis/Colitis

Hepatitis

Liver Disease

Yellow Jaundice

Cirrhosis

Eating Disorders

Diet Suppressants





Dental History
For the following questions, please mark (X) your responses to the following questions.

	 	 	Yes	N o

Are you currently experiencing dental pain or discomfort?...	 q	 q 

Do your gums bleed when you brush or floss?.....................	 q	 q

Are your teeth sensitive to cold, hot, sweets or pressure?....	 q	 q

Does food or floss catch between your teeth?.......................	 q	 q

Is your mouth dry?..................................................................	 q	 q

Have you had any periodontal (gum) treatments?................	 q	 q

Have you ever had orthodontic (braces) treatment?.............	 q	 q

Is your home water supply fluoridated?.................................	 q	 q

What is your reason for your visit today?___________________________________

______________________________________________________________________

______________________________________________________________________

How do you feel about your smile?_ ______________________________________

______________________________________________________________________

______________________________________________________________________

Do you have earaches or neck pains?...................................	 q	 q

Do you have any clicking, popping

or discomfort in the jaw?.........................................................	 q	 q

	 	 	Yes	N o

Do you clench or grind your teeth?........................................	 q	 q

Do you have sores or ulcers in your mouth?.........................	 q	 q

Do you wear dentures or partials?.........................................	 q	 q

How many partials/dentures have you had?	 ___________________

When was your last partial/denture made?	 ___________________

Have you ever had a serious injury to your head or mouth?.	 q	 q

____________________________________________________________

____________________________________________________________

Have you had any problems associated with previous

dental treatment?....................................................................	 q	 q

____________________________________________________________

____________________________________________________________

Date of your last dental exam:__________________________________

What was done at that time?___________________________________

____________________________________________________________

Date of last dental x-rays:______________________________________

Signature______________________________________________ Date____________

Name:____________________________________________________________________________________________________________



PATIENT CONSENT TO RECEIVE
COMMUNICATIONS / MESSAGES

Patient Name:_________________________________________________________________

D.O.B.:________________________

I give authorization to be contacted or leave information pertaining to my care by the 
following methods, I assume responsibility to update this information whenever it may 
change.

Check all that apply:

______ 	 Home Phone	 and/or	 Voicemail 	 #________________________________

______ 	 Cell Phone	 and/or	 Voicemail	 #________________________________

______ 	 Work Phone	 and/or	 Voicemail	 #________________________________

______ 	 Email:________________________________________________________________	

______ 	 Other – Please Indicate:________________________________________________

List the names of people we can discuss your dental care with:

_____________________________________________________________________________
NAME	 RELATIONSHIP	 PHONE NUMBER

_____________________________________________________________________________
NAME	 RELATIONSHIP	 PHONE NUMBER

_____________________________________________________________________________
NAME	 RELATIONSHIP	 PHONE NUMBER

	 ______________________________________________________
PLEASE PRINT NAME OF PERSON COMPLETING FORM

	 ______________________________________________________
RELATIONSHIP TO PATIENT

	 ______________________________________________________
	 SIGNATURE	 DATE



 

Jeffrey A. Houston, D.M.D. 

John P. Robison, D.M.D. 

1625 Broadrick Dr. 

Dalton, Ga.  30720 

 

 

Acknowledgment of our 

Appointment Policy 
 

 

   We want to thank you for choosing us as your dental health care provider.  In 

order to provide you and our other patients with the best care possible, we request that 

you follow our guidelines regarding broken and/or cancelled appointments. 

 

 You are the only one scheduled for your appointment time.  Your appointment 

time is important to you, your dentist and to others who are in need of our services. 

 

If you cannot keep your appointment for any reason, please call us 24 hours prior to 

your appointment time.  If you cancel with less than 24 hours notice, do not show for 

your appointment, or arrive too late for your procedure to be completed, a fee could be 

charged to your account.  You will be personally responsible for this charge.  This 

charge will not be billed to nor paid by your insurance company.  Future appointments 

will not be scheduled until this fee is paid.  Please make us aware of any unforeseen 

circumstances you feel we should know about. 

 

Additionally, we reserve the right to dismiss any patients with multiple broken 

appointments.   

 

Please help us keep the scheduling of appointments fair for everyone.   

 

Thank you. 

 

 

 ______________________   ____________________ 

             Signature      Date 

 

      

 

            ______________________ 

            Printed Name 
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