Thank you for choosing Prairie Meadows Dental for your dental needs! We will do everything we can
to make your visit with us a very pleasant experience. Please take a moment to fill out these forms completely.
If you have any questions we’ll be glad to help.

Patient Information

Name Social Security #

LAST FIRST MIDDLE
Address City Zip
Home # Cell # ____Male/ ___ Female
Birthdate E-mail

__Single _ Married __ Partnered __ Widowed __ Minor __ Separated __ Divorced

Patient Employer: Occupation:

Employer Address: Phone #:

If Student - School: Grade:

In case of emergency, who should be notified? Phone#:

How did you hear about us? Family/Friend Name:

WEBSITE / GOOGLE/ / Insurance Company / Drive By / Other:

Primary Insurance

Person Responsible for this Account

Relationship to Patient Spouse Partner Parent Birthdate: Social Security #
Address (if different from patient’s) Phone

City State Zip
Primary Insured’s Employer Occupation
Business Address Business Phone

Dental Insurance Company

Member ID # Group #

Secondary Insurance

Is this patient covered by additional insurance? _ YES _ NO

Subscriber's Name Relationship to Patient Spouse Partner Parent
Birthdate: Social Security #

Address (if different from patient’s) Phone

City State Zip

Secondary Insured’s Employer Occupation

Business Address Business Phone

Dental Insurance Company

Member ID # Group #




Dental History

Reason for today’s visit

Former Dentist Phone #
Address City State
Date of last dental care Date of last x-rays

Have you had problems with any of the following:

____ Bad Breath ___ Grinding teeth ____Sensitivity to hot

___ Bleeding gums __ Loose teeth ___ Sensitivity to cold

___ Clicking or popping jaw ____Broken teeth or fillings ___ Sensitivity to sweets
__Food collection between teeth __ Periodontal treatment __Sensitivity when biting
____Sores or growths in your mouth ___ Cold sores

How often do you floss? How often do you brush?

Medical History

Physician’s Name Date of last visit

Have you ever used a bisphosphonate medication? Common brand names are Fosamax, Actonel, Atelvia, Didronel, Boniva YES or NO

Have you ever taken any of the group of drugs collectively referred to as “fen-phen”? These include combinations of lonimin, Adipex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (desfenfluramine) YES or NO

Have you had any serious illnesses or operations? _ YES __ NO If yes, please describe

Have you ever had a blood transfusion YES NO If yes, give approximate dates

(Women) Are you pregnant? _ YES _ NO Nursing? _ YES __ NO Taking birth control pills? _ YES __ NO

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

____Anemia ____ Cortisone Treatments ___ Hepatitis ____Scarlet Fever

___Arthritis-Rheumatoid __ Cough, Persistent ___ High Blood Pressure ___ Shortness of Breath

__Arthritis-Osteo __ Cough Up Blood ___HIV/AIDS ___Skin Rash

____Artificial Joints ____Diabetes ___Jaw Pain ____ Stroke

____Asthma __ Epilepsy ____Kidney Disease ___Swelling of Feet or Ankles

___ Back Problems ___ Fainting __Kidney Stones ____ Thyroid Problems

___ Blood Disease __ Glaucoma ___Mitral Valve Prolapse ___ Tobacco Habit

____ Cancer ___ Headaches ___Ms ___Tonsillitis

____Chemical Dependency ____Heart Murmur ____ Pacemaker ____Tuberculosis

__ Chemotherapy ___ Heart Problems ___Radiation Treatment _ Ulcer

___Circulatory Problems __ Heart Valve Replacement ___Respiratory Disease __ Venereal Disease
____Hemophilia ___Rheumatic Fever

MEDICATIONS you are currently taking

ALLEGRIES




