
Thank you for selecting Drs. Petrie, Storer &Associates 
as your dental healthcare team! We will strive to provide 
you with the best possible dell tal care. To help liS meet all 

your dental healthcare needs, please fill out this fonn 
completely in ink. If you have any questions or need 
assistance, please ask liS - we will be happy to help. 

Patient # 

Soc. Sec. # 

DatePatient Information (CONFIDENTIAL) 
Name ___________ _______________ Birthdate ______________ 

Home Phone ___________________ Cell Pholle___________________ 

Address ______ _______________ City _______ State ____ Zip _____ 

Check Appropriate Box: D Minor D Single D Married D Divorced D Widawed D Separated 

D Full D PartIf Stlldent, Name of School / College____________City ________State ___ Time Time 

Patient's or Paren t's Employer Work PhOlle ________ 

Business Address __________________City _______ State ____ Zip _ ___ 

Spouse or Parent's Name Employer ___________ Work Phone ________ 

Whom May We Thank for Referring You? _______________________________ _ 


Persoll to Contact in Case of Emergency (Not Living With You)___________ _ _ Phone __________ 


Responsible Party 
Relationship 

Name of Person Responsible for this Account _____________ ___ ___ to Patient _________ 

Address Home Phone________ 

Driver's License # _________ Birthdate _______ Financial Institutioll _____________ 

Employer ____________________ Work Phone ______ SSN#__________ 

Is this Person Currently a Patiellt ill our Office? DYes D No 

Insurance Information 
Relatiolls/rip 

NameofInsured _ ___________________________ to Patient 

Birthdate _________ Social Security # _______________ Date Employed 

Name of Employer ___ __________ ____ Unioll or Local # Work Phone 

Address of Employer ________________ City State Zip 

Insurance Company _________________ Group # Policy/JD # 

Ins. Co. Address __________________ City State Zip 

DO YOU HAVE ANY ADDITIONAL INSURANCE? DYes D No IF YES, COMPLETE THE FOLLOWING: 

Relationship 

Name of Illsured ____________________________to Paticllt _________ 


Birthdate _________ Social Security # _______________ Date Employed ______ _ 


Name of Employer _________________ Ullioll or Local # ____Work Phone ________ 


Address of Employer _________________City ________State ____Zip _____ 


Insurallce Company ______ _________ __ Group # _______PolicyIID # ________ 


Ins. Co. Address __________________ City ________State ____Zip _ ____ 


Over Please 

FORM 089724 _ rtEM 8101 



_________ _ 
_________ ____________ ____ _ 

Patient Medical History 
Physician ______________ Officc Phone _____________ Date of Last Exam ________ 

Yes No 	 Yes No 

1. Arc YOIl IInder medical treatmellt now? 	 D D 8. Are you /JUergic to or have YOIl had any reactiol1s 

2. 	Have YOIl ever been hospitalized for any 
surgical operatioll or serious illness wIthin the last 5 years? D D 
If yes, please explain 

3. Are yOIl taking any medicalioll(s) 
incilidillg nOli-prescription medicille? ..... .. ......... . D D 
If yes, what medicatioll(s) are you taking? _______ 

4. Do YOIl use tobaccolalcohol? . . . ............... ... ... . D D 


to the following? 
Local Allesthetics (e.g. Novocail1) ... .. . . . .. .... . 
Penicillill or other Antibiotics ........ . ... .. ... . 
SlIlfa Drugs ... . . . .. . ............. . ... . .... . 
Barbitllrates . ........ .. .. .. ... . ............ . 
Sedatives . .............. . .. .. . .. ........ . . . 
Iodine . ................ . ........... . ...... . 
Aspirin . . .............. . ...... . ........... . 
Any Metals (e .g. nickel, mercury, etc.) ..... . . .. . . 
Latex Rllbber .... ..... .............. . . . .... . 
Other (please list) ___________ _ 

5. Do YOll use COli trolled substances? ................... . D D 9. Women Ollly: 
a) Are you preg1lant or thillk YOIl may be pregnant? .6. Are you wenring contact lenses? .............. . ...... . D D 

b) Are you "lIrsing? ......................... . 
c) Are you takillg oral colltraceptives? .. ... . . ... . . 

7. Do you have or have you had any of the followillg? 

High Blood Pressure. . . . . . . . . 
Hearl Atlack . . . . . . . . . . . . . . . 
Rhelllllalic FL'Ver . . . . . . . . . . . . 
Swollen Ankles . . . . . . . . . . . . . 
Epilep'Y I Seizllres I Convulsiolls 
Asthma .. .......... . . . . . . . 
Low Blood Pressllre . .. ... . .. 
Diabetes ....... . .. . ...... . 
Kidl1e1J Diseases ........... . 
AIDS or HlV IIIJeclioll ...... . 
Thyroid Problelll ........... . 
Heart Disease ...... . ... . .. . 
Cardiac Pacemaker. . . . ... . . . 

Yes No 
D D 

D D 

D D 
D D
D D 
D D 
D D 

D D 

D D 
D D 
D D 
D D 
D D 

Heart Mllrmur 
NeurologiC Disorder I DepressiOIl 
Freqllently Tired ........... . 
Pacemaker I Sten! ... . .... . . . 
Emphysema . ...... .. ...... . 
Callcer .............. .. ... . 
Arthritis . .. . ............. . 
Joint Replacelllent or IlIlplallt .. 
H17}(1iitis I Jall lldice ........ . . 
Sexllally Transmitted Disease .. 
StOIrWc/1 Trou bles I Ulcers . .... 
Chest Pains I Allgina . .... .. . 
Easily Winded .. . . . ..... . .. . 

Patient Dental History 
Nome of Previous Dentist and Locatioll ____________ __
Why are ,VOl< seekillg del/tal treatmelll at Ihis time? ____________

1. Do yOllr gil illS bleed while brushillg or flossing? . . . . ..... . 
2. Are YOllr teeth sensitive to hot or cold liquidslfoods? . . ... . . 
3. Are YO llr teeth sellsitive to sweet or sour liqllidslfoods? .... . 
4. Do 'you feel paill to all'y of your/cet"? .. . ... ........... . 
5. Do YOII have allY sores or llimps ill or near YOllr IIIOllt"? ... . 

. Have YOIl "ad any head, neck or jaw illjuri ? . .......... . 
7. Have YOIl ever experiellced allY of tl1f' [ollowillg 

problems in YOllr jaw? 
Clickillg? . ............. ... ............... . . . . . . 
Paill (jOillt, ear, side ojface)? ......... . ...... . .. . .. . 
Difficulty ill opcllillg or closil1g? .... . . .. ... . ....... . 
DiJftculty ill chewillg? . ............. .. . . ......... . 

Authorization and Release 


Yes No 

D D 
D D 
D D 
D D 
D D 
D D 


D D 

D D 

D D 

D D 


Yes No 

D D Stroke . ............ . . . ..... 

D D Tllberculosis ....... . ........ 

D D RadiatiOIl Therapy . .......... 

D D Glaucoma .... . . .. ..... . .... 

D D Recent Weight Loss . ......... 

D D Liver Disease ............. . . 

D D RespimtonJ Problems . .. . . . . .. 

D D Mitral Valve Prolapse . . . . . . . . 

D D Excessive Thirst I Urination . .. 

D D Blood Disorders I Anemia 

D D Other 

D D 

D D 

Date of Last Exam 

D aD 
D D 
D D 
D D 

§a D 

D D 
D D 

a D D 
D 
D 

Yes No 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 
D D 

Yes No 
S. Do you have frequent headaches? ... . .... .... ... D D 
9. Do YOIl del/ell or grind YOllr teeth? ........... .. D D 


10. Do you bite YOllr lips or cheeks frequelltly? ...... . D D 
11. Have YOII ever had tilly diffiCIIIt extmctiolls 

ill the past? ............ . ..... . ............. D D 
12. Have YOIl ever had allY prolollged bleeding 


followillg t::(/ractions? . ............. .... ...... 
 D D 
13. Have YaHhad tilly orthodontic treatmcllt? . ... ... . D D 

14. Do you wear dCl1tures or partials ? . . . . . . . . . . . . . . D D 

If yes, date ofplacemellt 
15. Do YOIl like YOllr smile? . ....... . .... . ........ D D 

16. Do YOIl premedicate for dental work? .. .. ...... . . D D 


I certifi) that I "ape read alld IIlldcr,,;tand tI/(: aboUt' illjiJmllllllJII tv tilt> Ill'st of /11,1/ kllJ)t,ulcoige. Til" above qllestil1llS IIalle bel'li accurately ollswcred. I Hllrlerstolld tlmt 
prot'idillg incorrect injun/lntian call be dal1gt'l'oHs t(l Illy Iwal//! . I 1lllll10rne Ihe dl'lI tis! to r...lense any illjimllolioll illc/lldillg tll~ ,tingllosis IIl1d the records of OilY 
tro:Otl1lCll t or extlmillotion rendered to lIIe or Illy c/,ild drlrillg tile paio.! of .,/1ell Dell tal mIT to tlrird party poyers nlld/or ilmll lr practitiallt'rs. I hereby olltl,ari::e IIle 
doctor or desigllll/cd siaff to lake x-mIlS, stlldy IIIOdds, plw/vgraplls. alld <my Ot/lfl' dlagllo~tic lIid" dee/lled appraprint~ by the dac/ar to perfo rm all recanllllended 
trro/l/wl/ l lIlutually agr~ed UpOIl by IIII' alld /0 e/llploy ."11 It 1Is,,<is/mu'" relluired to provull' proper care. I COIIStllt to tire lise oj lI/tpropriatL' IIIL'dicatiulI olld tfrempyas 
da"lllcd IIi'CI!SSilry. Ifu lly III lrlerS/alld that IIsillg QI/t!Sth.'ti agmh ell/hodi!':; II l"i'rtaill risk. 
lA ·lIy. f olltlrorize 1111£1 retl'lest Illy IIISllrmlce compally to pay direct(y to ti,e .ferltist or delltal gl'QI.I/1 illst/rmlc.. bI!Il".fiIS ollll~rtllist' pnyn/Jle fa 11/1' III/lliersfalld tlrat Illy 
dmtal illsl/rimet' mrrier may pay II.'S:J tlmu t/lt' act1101 bill for S/.-rvires. Tagr!!/! to be r/!Spolls/ble for payment of 1111 services rnldl!1'ed Oil Illy belralf or Illy depelldell /:;. I 
ulldL'rslmld IllOt pOy/llell1 is rille 01 lire lillll! of !len'ic.· /llIlrs' olir!!r ",rmlgemplIl.:; Illwe hem ",adl? III /TIt' .wIII P"Y/IIClILs lire 110/ rt'Ceil>ed b!l/ire agre~d UpOIl dille. a 
1.5% fillllllce cllllrge (18% APR) lIIoy be liMed to Illy IICCO'III/. 

Sigllilture of patient (or parent if minor) 
X 


