
Patient Information (confidential)                            Date______________

Name_______________________________________ Home phone_____________________________
Address_____________________________________  Work phone_____________________________

Cell phone______________________________
City _______________________ Zip code__________ email___________________________________

� Married
� Single 

� Divorced

� Minor

Social Security #______________________________ Date of Birth _______________________________
Drivers License #______________________________
Person to contact for emergency and phone #_________________________________________________
Whom may we thank for telling you about us?________________________________________________

Insurance Information
Insured Name________________________________ Social Sec. #_____________________________
Birthdate of insured___________________________ Relationship to patient_____________________
Name of Employer____________________________ Date employed___________________________
Work Address_________________________________   City _____________________ Zip Code________
Insurance Company____________________________ Group #_________________________________

Phone ________________________________
Ins. Co. Address _______________________________  City _____________________ Zip Code________
Please provide information for additional dental insurance

Responsible Party Information
Name of person responsible for this account___________________________________________________
(If responsible party is not the patient, please fill out the rest of this section)
Relationship to Patient__________________________ Home phone ___________________________
Address_____________________________________ City _____________________ Zip Code_______
Work phone ________________________________ Cell phone  _____________________________
Social Security # ______________________________

Continued on next page



Dental History
Please check all that apply
� Currently experiencing dentally related pain
� Gums bleed when brushing
� Grind teeth
� Sores or lumps in the mouth
� Teeth are sensitive to sweets
� Have had difficult extractions
� Have had braces
� Previous injury to mouth or jaw
� Prolonged bleeding after an extraction

When was your last dental visit?__________________________________________________________
For what reason?______________________________________________________________________
Who provided your previous dental care? ___________________________________________________
What do you like least about the dentist?____________________________________________________
What do you like most about the dentist (if anything)?__________________________________________
Please rate how you like your own teeth on a scale 1 – 10_______________________________________
What do you like least about your teeth?____________________________________________________
Are you interested in cosmetic suggestions?__________________________________________________

Authorization and release:
I certify that I have read and fully understand the above information to the best of my knowledge.
I understand that providing false or incorrect information may be dangerous to my health. I have answered
the above questions accurately. I authorize the dentist to release any or all information including the diagno-
sis and records of any examination or treatment rendered to me or the person I am responsible for during the
period of such Dental care to third party payors and/or health practitioners.
I authorize and request my insurance company to pay directly to the dentist or dental care group 
insurance benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than
the actual bill for the services rendered. I agree to be held financially responsible for payment of all services
rendered on my behalf or my dependants. I understand that payment is expected at the time service is ren-
dered unless financial arrangements have been made in advance. I further agree to be responsible for all col-
lection fees , court costs, and reasonable attorney fees if this account is turned over to a collection agency or
attorney.

Signature________________________________________ Date_______________________________

Patient__________________________________________

Continued on next page







Appointment Attendance Policy

In order for us to provide the best possible dental care, we require that you make all 

scheduled appointment times or cancel 24 hours in advance. A $25.00 fee will be assessed

for missed appointments. Appointments cancelled within 24 hours of the appointment time

will be considered as a missed appointment. By signing below, you acknowledge that you

have read and understand this policy. Feel free to ask any questions or express any concerns

pertaining to our policy.

Thank you,
Dr. Friedman and Staff 

Signature________________________________________ Date_______________________________


