
WELCOME TO BISHOP FAMILY DENTAL 
Thank you for selecting our dental office! We will strive to provide you with the best possible dental care. To help 

us meet your dental health needs, please fill out this form completely. 

PATIENT INFORMATION 

Last Name ___________ First Name ___________ M.I. 
Sex: DMale DFemale D Married DSingle DChild DWidowed DDivorced 
Birth date ____________ Social Security# ___________ _ 
Home Address -----------------------------
City ___________ St ate _________ Zip ______ _ 
Home Phone Cell Phone ------------- ------------
Patient Employer _______________ Work Phone _______ _ 
Email Address -----------------------------
Emergency Contact ______________ Phone __________ _ 
Contact preference (check all that apply) DEmail DText OOther ___________ _ 

REFERRAL INFORMATION 

Where did you first hear about us? _____________________ _ 
Whom may we thank for referring you? __________________ _ 
Have you seen or heard about us from any of these places? (Please check all that apply.) 
D Internet DFriend DPatient DYellow pages DDoctor referral Dinsurance 
DCity Deals DLiving Social DAmazon Locals DGroupon DOther _________ _ 

RESPONSIBLE PARTY 

Responsible for account __________ Relation to patient ________ _ 
Birthdate Social Security # --------------
Address --------------------------------
City _____________ State ________ Zip ______ _ 
Home Phone Cell Phone ------------- -------------
Employer Work Phone ----------

DENTAL INSURANCE INFORMATION 

Subscriber Name Birth date -------------- ----------
Address (if different) ---------------------------
Relationship to patient __________ Social Security# __________ _ 
Dental Insurance Provider Phone ----------
Address Subscriber ID # --------
Employer Group Policy # ---------

ADDITIONAL DENTAL INSURANCE INFORMATION 

Subscriber Name Birth date ---------------- -------~ 
Address (if different) _________________________ _ 
Relationship to patient ________ Social Security# ___________ _ 
Dental Insurance Provider Subscriber ID # ----------
Employer Group Policy # _______ _ 

Please continue this form on the reverse side. 



PATIENT HEALTH HISTORY 

Yes No 

D D 1. Have you been under a physicians care or had any health problems in recent years? 
If yes, explain 

Physician's name: _________________ Phone: ___________ _ 
2. Please list name and purpose of any medications you currently take --------------

D D 3. Have any allergies? D Latex, D Antibiotics, D Metal, D Local Anesthetic, D Sulfa, D Codeine 

D D Other (explain) -------------------------------
0 D 4. (Women) Are you pregnant? 

D D 5. Do you have any pain now? _________________________ _ 

D D 6. Are you interested in cosmetic procedures (bleaching, veneers)? 

D D 7. Are you interested in braces or Invisalign (adults and youth)? 

D D 8. Do you have a history of gum disease? _____________________ _ 

D D 9. Do you want missing teeth replaced? _____________________ _ 
10. When was your last dental visit? _______________________ _ 
11. Other information the dentist should know --------------------

D D 12. Have you ever taken Bisphosphonates for Cancer treatment or Osteoporosis? 

D D 13. Have you ever taken any of the group of drugs referred to as "fen-phen"? 

Do you have or have you had any of the following? 
Yes No Yes No Yes No 

D D AIDS/HIV D D Emphysema D D Radiation Treatment 

D D Anemia D D Epilepsy D D Respiratory Disease 

D D Arthritis, Rheumatism D D Fainting or dizziness D D Rheumatic Fever 

D D Artificial Heart Valves D D Glaucoma D D Scarlet Fever 

D D Artificial Joints D D Hay Fever D D Shortness of Breath 

D D Asthma D D Headaches D D Sinus Trouble 

D D Back Problems D D Head Injuries D D Skin Rash 

D D Bleeding abnormally, D D Heart Murmur D D Special Diet 

with extractions or surgery D D Hear Problems D D Stroke 

D D Blood Disease D D Hepatitis Type_ D D Swollen Feet/Ankles 

D D Cancer D D Herpes D D Swollen Neck Glands 

D D Chemical Dependency D D High Blood Pressure D D Thyroid Problems 

D D Chemotherapy D D Low Blood Pressure D D Tobacco Products 

D D Circulatory Problems D D Mental Disorder D D Tonsillitis 

D D Congenital Heart Lesions D D Mitra! Valve Prolapse D D TMJ/Neck Pain 

D D Cortisone Treatments D D Nervous Problems D D Tuberculosis 

D D Cough, persistent/bloody D D Pacemaker D D Tumors 

D D Diabetes D D Psychiatric Care D D Ulcer 

D D Venereal Disease 

I hereby certify that my answers to the forgoing questions are accurate. Since a change in my 
medical conditions or medications can affect dental treatment; I agree to take the responsibility 
to notify the dentist of any changes at any subsequent appointment. 

Signature Date --------------------- -----------
(Patient, legal guardian or authorized agent of patient) 
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