
                                            Schall Family Dental, Inc. 

     Patient Information 

     Name __________________________________________Preferred Name_______________ 
        Last Name           First Name 

     Check  appropriate Box:      Single    Married                    Male                   Female  

     Birthdate ________________________           Soc. Sec # ______________________________  

     Address___________________________City__________________State______Zip________  

     E-Mail_____________________________________Mobile Phone _____________________  

     Patients Employer ____________________________Work Phone  _____________________ 

     List anyone in your household currently a patient___________________________________  

     Who can we thank for referring you? _____________________________________________ 

     Pesron Responsible for Account ___________________DOB ________ Soc Sec # __________ 

     Emergency contact & relationship _________________________/______________________ 

                                                                                         Contacts Phone #_______________________                                                                            

    Primary Dental Insurance             Please complete OR give us your card to copy 

     Place of Employment for the Insurance ___________________________  

     Name Insurance is listed under:_____________________ DOB ________ Soc Sec # _________ 

      Insurance Company ______________________________ Phone # ______________________ 

     Member ID # ___________________________________  Group # ______________________ 

    Additional Dental Insurance 

     Place of Employment for the Insurance ___________________________  

     Name Insurance is listed under:_____________________ DOB ________ Soc Sec # _________ 

     Insurance Company ______________________________ Phone # ______________________ 

     Member ID # ___________________________________  Group # ______________________ 



MEDICAL HISTORY 
Although dental personnel primarily treat the area in and around your mouth, your 
mouth is part of your entire body.  Health problems that you may have, or medications 
that you are taking could have an important interrelationship with the dentistry you will 
receive. Thank you for answering the following questions: 

   
Physician’s Name ______________________________ Pharmacy______________________________ 
Have you ever been hospitalized Or had a major operation? 

       If yes please explain ________________________________________________ 
Have you ever had a serious head or neck injury? 
                    If yes please explain ________________________________________________ 
Please list any prescibed medications by name: 
____________________________________________________________________________________ 
 

Do you take a Blood Thinner?    

Do you use tobacco?       OR       controlled substances?    

Women       Pregnant and/or trying to get pregnant    

 

*CONDITIONS IN BOLD MAY REQUIRE PREMEDICATION FOR DENTAL WORK 

*If you have an artificial joint you are required to find out if you need a Pre-Med from your Physician 

To the best of my knowledge, the questions on this form have been accurately 

answered. I understand that providing incorrect information can be dangerous to my (or 

patient’s) health. It is my responsibility to inform the dental office of any changes in my 

medical status. 

SIGNATURE OR PATIENT, PARENT OR GAURDIAN __________________________Date ___________ 


