
Chesheim Dental 
Associates 

 
Patient Information 

 
Patient Name: _____________________________________________   Date: __________________ 
   Last  First  MI 

 Male  Female Married Single  Child 

Social Security # ________________________ Birth Date _____________________ 

Phone (Home) _________________ (Work) _____________________ (Cell) ________________ 

E-Mail _____________________________________  (E-Mail address will not be shared with others) 

Address  __________________________________________________________________________ 
  Street     Apt. # 

__________________________________________________________________________________ 
  City     State   Zip 

Employer’s Name/Address  ___________________________________________________________ 

__________________________________________________________________________________ 

     

Responsible Party Information 
 Same as above 

 
Name: ____________________________________________  Social Security # ________________ 

Birth Date ____________________  Relationship to Patient ________________________________ 

Address ___________________________________________________________________________ 
  Street       Apt. # 
 
  City    State   Zip 

Phone (Home) _____________________ (Work) ______________________ (Cell) ______________ 

 
Insurance Information 

 
Name of Insured ___________________________________________  Is insured a patient?   Yes   No 

Insured Birth Date ____________________  ID# ___________________  Group # ____________________ 

Insured Address __________________________________________________________________________ 
   Street    City    State  Zip 

Insured Employer Name _____________________________________________ 

 Address _______________________________________________________________________ 
   Street   City   State   Zip 



Patient’s Relationship to Insured:   Self    Spouse    Child    Other  ____________________ 

Insurance Plan Name and Address  ________________________________________________________ 
 

Dental History 
 

Date of last dental visit _______________________   Date of last dental x-rays __________________ 

Reason for visit ______________________________________________________________________ 

Do you have presently or have you ever had any of the following: 

 Bleeding gums  Jaw clicks or pops 
 Periodontal (gum) surgery  Headaches, earaches, or neck pain 
 Orthodontic treatment (braces)  Wear removable dental appliances 
 Teeth sensitive to  hot,  cold, pressure,  sweets 
 Have you had a problem with any previous dental treatment?  If so, please 

explain_______________________________________________________________________________ 
Are you happy with the appearance of your teeth?   Yes    N0 
 
 

Health History 
Please check of you have or had any of the following diseases or problems: 

 AIDS or HIV 
 Allergies: 

_______________________ 
 Anemia 
 Arthritis 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Cancer 
 Diabetes 
 Epilepsy 
 Excessive Bleeding 

 

 
 Fainting 
 Glaucoma 
 Hay Fever 
 Heart Murmer 
 Hepatitis 
 High Blood Pressure 
 Kidney Disease 
 Liver Disease 
 Mental Disorders 
 Nervous Disorders 
 Pacemaker 

 
 Pregnancy 

   Due Date:_____________ 
 Radiation Treatment 
 Respiratory Problems 
 Rhuematic Fever 
 Stomach Problems 
 Stroke 
 Tuberculosis 
 Tumors 
 

OTHER_______________ 

• How would you describe your present health?   Excellent    Good    Fair    Poor 

• Have you been admitted to a hospital or needed emergency care in the past two years?   Yes   No          
If Yes, please explain: _______________________________________________________________ 

• Are you under the care of a physician?   Yes    No 
• If yes, please explain: _______________________________________________________________  

• Name of Physician: _________________________________________  Phone: _________________ 

• Are you taking any medications?   Yes    No 
If yes, please explain: ________________________________________________________________ 

• Are you allergic to any medications?  ___________________________________________________ 

• Do you have any health problems that need further clarification?   Yes    No 
            If Yes, please explain: ______________________________________________________________ 



To the best of my knowledge, all of the preceding answers and information provided are true and 
correct. 
_____________________________________________________   Date: __________________________ 
Signiture of Patient or Guardian Spouse 


