PATIENT INFORMATION

Name: ______________________________________________

Birthdate: _______________

Street Address:_______________________________________ City: ______________________
State:______ Zip:___________ Home Ph:___________________ Cell Ph:__________________
Email:__________________________________ SSN#:_________________________________
Sex (circle) M F

Employer Name & Phone #:_____________________________________

PARENT/GUARDIAN INFORMATION (IF UNDER THE AGE OF 18)
Name:____________________________________ Relationship to Patient:_________________
Address:_________________________ City:____________________________ State:________
Zip:______________ Home Ph:_____________________________ Cell Ph:_________________
Email:_____________________________ Employer Name and Phone #:___________________

PRIMARY INSURANCE INFORMATION (If no insurance, skip to following page)
Subscriber Name:_______________________________ Relationship to Patient:_____________
Date of Birth:__________________________ SS#:_____________________________________
Employer Name & Address:_______________________________________________________
Insurance Company:_________________________________ ID#:________________________
Group #:____________________ Insurance Phone #:___________________________________

SECONDARY INSURANCE INFORMATION
Subscriber Name:_____________________________ Relationship to Patient:_______________
Date Of Birth: ________________________________SSN#:_____________________________
Employer Name & Address:_______________________________________________________
Insurance Company:_____________________________ ID#:____________________________
Group #:_______________________ Insurance Phone #:________________________________

OTHER
Whom may we thank for referring you to our office?
______________________________________________________________________________

ASSIGNMENT AND RELEASE
I certify that I and/or my dependant(s) have insurance coverage with _____________________
Name of Insurance Company

and assign directly to TruBlu Dentistry all insurance benefits, if any, otherwise payable to me for
services rendered. I understand that I am financially responsible for all chargeswhether or not
paid by my insurance. I authorize the use of my signature to all insurance information. The
above named company and its associates or agents may use my health information and may
disclose such information to the above named insurance company(ies) and their agents for the
purpose of obtaining payment for services and determining insurace benefits or the benefits
payable for related services.

Sign:__________________________________________ (Patient or Legal Guardianif under 18)
Print Name: _______________________________________________________
Relationship to Patient:_________________________________ Date:____________________

MEDICAL HISTORY FORM
Patient Name________________________________ Birth Date:_________________________
DENTAL HISTORY
What is the reason for today’s visit?_________________________________________________
When was your last visit to a dentist?_______________________________________________
How do you feel about the appearance of your teeth?__________________________________
Do you have or have you had any of the following? (Please check all that apply to you)
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Anemia
Arthritis
Rheumatism
Artificial heart valves
Artificial joints
Asthma
Chronic/persistent cough
Coughup Blood
Diabetes
Epilepsy/seizures
Fainting
Glaucoma/eye disorders
Migraine Headaches
Heart Murmur
Heart Disease (describe)
Hemophillia
Hepatitis/liver
disease/Jaundice
High Blood Pressure

o
o
o
o
o
o
o
o
o
o
o
o

o
o
o
o
o

Low Blood Pressure
HIV
AIDS
Kidney Disease
Mitral Value Prolapse
Malignant Tumor/Cyst
Nervous Disorders
Pacemaker
Psychiatric Care
Radiation Treatment
Respiratory Disease
Rheumatic
Fever/Rheumatic heart
disease
Shortness of Breath
Skin Rash
Stroke
Congestive Heart Failure
Thyroid Disease

o

Tobacco Habit

o
o
o
o
o
o
o
o
o
o
o
o
o

Tuberculosis
Ulcer/Digestive Disorders
Venereal Disease
Sinus problems
Autoimmune Disease
Back problems
Blood Disease
Abnormal bleeding
Cancer
Chemical Dependency
Chemotherapy
Circulatory Problems
Cortisone
Treatments/Steroids
Allergies to Penicillin
Pregnant

o
o

Date of last Physical Exam:_____________(Women) Nursing? Y / N Taking Birth Control? Y / N
Do you consider yourself to be in good health?________________________________________
Allergies/Reactions to medications?_________________________________________________
Are you presently under a Physicians care? Y / N Explain:_______________________________
Physicians Name & Phone #:_______________________________________________________
Please list all medications you are curently taking as well as over-the-counter medications,
herbal remedies, vitamins, homeopathic remedies:____________________________________
_____________________________________________________________________________.
Patient Signature:_____________________________________ Date:_____________________

INFORMED CONSENT OF TREATMENT FOR ADULT PATIENTS

This form is to obtain your consent for your dental treatment or oral surgery procedures. Please read this form very carefully
and ask us about anything that you do not understand. Your dentist or the staff will be pleased to explain it. Thank you.
A.

Below is a list of dental procedures that may be performed on you; but this list is not a comprehensive list of all possible
dental procedures. A treatment plan will be made for you and presented to you after the initial examination. Prior to
each appointment the specific treatment that will be performed on you that day will be explained to you.

1.
2.

Diagnostic Procedures: Examination, radiographs (x-rays) of the teeth & jaws, consultation, photographs, dental cast.
Dental Cleaning: Removal of soft and hard deposits on teeth, and teeth polishing with special toothpaste. This may
entail a more extensive procedure called scaling and root planing or “deep cleaning” depending on the health of your
teeth and gums, your dentist will inform you which kind of cleaning you need.
Fluoride Treatment: A solution of fluoride is placed on the teeth after cleaning. Fluoride hardens the surface of teeth
and helps resist tooth decay.
Dental Sealants: Plastic sealants are applied to the grooves of the chewing surface newly erupted permanent molar
teeth to help resist tooth decay.
Local Anesthesia Injection: “Numbing medicine” carefully used to numb the teeth and surrounding areas prior to
certain dental procedures such as tooth removal or dental fillings.
Dental Rubber Dam: A sheet of latex rubber used to carefully isolate the teeth that need dental treatment.
Dental Fillings/crowns: Depending on the size of the tooth decay, and location of tooth in the mouth, the following
may be done. Front teeth: white filling/crown. Back teeth or canine teeth: silver amalgam fillings or tooth colored
composite fillings.
Pulp (tooth nerve) Treatment: A procedure to save teeth that would otherwise be lost because of a deep cavity that
has affected the tooth nerve. Your doctor may have you sign a more specific consent form for this procedure.
Extraction: Teeth may be removed because of infection, injury, orthodontic reasons (teeth crowding), or if they are
diseased and cannot be saved by any dental procedures. Your dentist may ask you to sign a more specific consent
form for this procedure. Cap or Crown: When teeth are badly broken down, at risk for fracture, or following a root
canal procedure, you may need a crown or cap for your tooth. Your dentist will explain if this is needed for you and
what this will entail. Your dentist may also ask you to sign a more specific consent form for this procedure.

3.
4.
5.
6.
7.

8.
9.

The nature and purpose of the treatment and procedures have been explained to me in general terms by the dental staff at
TruBlu Dentistry. Alternate procedures or methods of treatment if any, have been explained to me. I have also had the
advantages, disadvantages, risks, consequences, and probable effectiveness of each explained to me, as well as the prognosis if
no treatment is provided.
I am advised that though the results of the treatment are expected to be good, the possibility and nature of complications
cannot be accurately anticipated for everyone. Therefore, there can be no guarantee as expressed or implied either of the
result of the treatment or of the cure.
Risks and Complications: Although their occurrence is not frequent, some risks and complications are known to be associated
with dental or oral surgery procedures. Possible complications include the risk of numbness, infection, swelling, prolonged
bleeding, discoloration of tissues, vomiting, allergic reactions, swallowing or asperation of dental materials, an extracted tooth
or gauze packing, injury to the tongue and lips, damage to the possible loss of existing teeth and or fillings, injury to nerves near
the treatment site, and fracture of a tooth root which may require additional surgery for its removal. For patients with certain
heart diseases, the risk of Infective Endocarditis (heart infection) following certain dental procedures exists. Therefore,
antibiotics will be prescribed before the treatment, to minimize the risk. I further understand and accept that complications
may require additional medical, dental, or surgical treatment that may require hospitalization. We prescribe antibiotics prior to
appointments in accordance with the American Heart Association guidelines.
I hereby acknowledge that I have read and understand this consent form. I have also been given the opportunity to ask any
questions that I might have about the procedures and have been answered in a satisfactory manner. I understand that I have

the right to be provided with answers to questions, which may arise during my dental treatment. I also understand that I am
free to withdraw my consent to treatment at any time. This consent shall remain in effect until I choose to terminate it.

Do you have any objections? ______________Yes _____________ No
If yes, please explain. ______________________________________________________________________________________
________________________________________________________________________________________________________
By signing this consent form, I authorize and direct the dentist at TruBlu Dentistry assisted by the dental staff of his/her choice,
to perform the dental treatment or oral surgery procedures explained herein.
Today’s Date: _______________
Patient’s Name: _______________________________________________

Date of Birth: __________________________

Patient’s Signature: _____________________________________________________________

