

  
    	
        
          
            New Patient Form

          

        

      
	 Your Name* 
        
          First NameLast Name

        

      
	 Date of Birth* 
        
          
             -Month -DayYear
Date
          

        

      
	 Today’s date* 
        
          
             -Month -DayYear
Date
          

        

      
	 Gender* 
         Please Select
Male
Female

 

      
	
        
          

        

      
	 Your medical doctor’s name 
        
          First NameLast Name

        

      
	 Doctor’s Phone Number 
        
           -Area CodePhone Number

        

      
	
        
          

        

      
	 Are you being treated by a medical doctor now?* 
        
          YesNo

        

      
	 If yes, for what?* 
          

      
	 Have you ever been hospitalized or treated for a serious illness or injury?* 
        
          YesNo

        

      
	 If so, please explain* 
          

      
	 Do you bleed easily or do cuts in your skin stay open a long time?* 
        
          YesNo

        

      
	 Have you ever fainted?* 
        
          YesNo

        

      
	 How long ago?* 
          

      
	 Do you have any pains in the chest?* 
        
          YesNo

        

      
	 How long ago?* 
          

      
	 Do you have or are you a carrier of an infectious disease?* 
        
          YesNo

        

      
	 If yes, which ones?* 
          

      
	 Are you allergic (i.e. itching, swelling of hands, feet, or eyes) or made sick by any medicines? Penicillin or other antibiotics, Local anesthetics (freezing), Aspirin, Codeine, Sulfa,* 
        
          YesNoOther

        

      
	 If yes, which ones?* 
          

      
	 Are you being treated for osteoporosis?* 
        
          YesNo

        

      
	 Please describe type of treatment 
          

      
	 Are you taking any medicine or pills of any kind, including oral contraceptives, and herbal medicine?* 
        
          YesNo

        

      
	 Please list medications* 
          

      
	
        
          

        

      
	 Do you have or ever had any of the following (please Check) 
        
          Heart FailureRheumatic FeverStrokeSleep ApneaKidney ProblemsHIV/AIDSAlcohol AbuseLung/Breathing ProblemsCancer/LeukemiaDiabetesHeart Disease/AttackCongenital Heart ProblemAnemiaHearing LossDialysisBlood TransfusionArthritis/RheumatismAsthmaRadiation/Cobalt TreatmentCold SoresAngina PectorisHeart PacemakerFrequent HeadachesNervousnessLiver ProblemsHemophiliaVenereal Disease Syphilis/GonorrheaSinus TroubleChemotherapyGlaucomaHigh Blood PressureArtificial Heart ValveMental/Physical HandicapPsychiatric TreatmentYellow JaundiceBruise EasilyTuberculosis (TB)Allergies/HivesCortisone/Steroid TreatmentDigestive ProblemsHeart MurmurHeart SurgeryBrain InjuryEpilepsy or SeizuresHepatitisDrug AddictionThyroid ProblemsEmphysemaArtificial JointUlcers

        

      
	 Are you pregnant?* 
        
          YesNo

        

      
	 When is the due date? 
        
          
             -Month -DayYear
Date
          

        

      
	
        
          

        

      
	 Are you presently in good health?* 
        
          YesNo

        

      
	 Describe* 
          

      
	 Is there anything else about your health that we should know about?* 
        
          YesNo

        

      
	 If so, what?* 
          

      
	
        
          

        

      
	 Are you experiencing any of the following? (please Check) 
        
          ToothacheBad BreathThumb SuckingBleeding GumsFood Wedging Between TeethGrinding TeethFeel tired, fatigued, or sleepy during daytimeReceding GumsPopping / Painful / Clicking Jaw JointMouth BreathingPainful GumsLumps / Swelling / Ulcers in the MouthSnoringSomeone has noticed you stop breathing during sleepLoose TeethPainful Wisdom TeethLip Biting

        

      
	
        
          

        

      
	 Are your teeth sensitive to 
        
          ColdHeatBiting PressureBrushingSweets

        

      
	
        
          

        

      
	 What Is your present concern about your mouth or teeth? 
          

      
	
        
          

        

      
	 Have you had any problems with previous dental treatment?* 
        
          YesNo

        

      
	 If so, what?* 
          

      
	 When was your last dental visit? 
          

      
	 What was done? 
        
          CheckupCleaningFillingToothacheOther

        

      
	
        
          

        

      
	 Have you ever had any injury, surgery or x-ray therapy to the face, head, neck, mouth or jaws?* 
        
          YesNo

        

      
	 Do you smoke or chew tobacco?* 
        
          YesNo

        

      
	 If yes, how often?* 
          

      
	 Do you brush your teeth* 
        
          At least 2x daily1x dailySometimes

        

      
	 Do you floss your teeth* 
        
          DailySometimesNever

        

      
	
        
          

        

      
	 Are you concerned about the appearance of your teeth or your smile?* 
        
          YesNo

        

      
	 I am concerned about 
        
          Dental crowdingTooth colorTooth shapeTooth sizeAppearance of the gumsComfort of the biteComfort of the Jaw JointOther

        

      
	
        
          
            	To the best of my knowledge, all the preceding answers are true and correct.
	If I ever have any change in my health, or if my medicine changes, I will inform the dental staff at the next appointment.
	I consent to whatever dental procedures, anesthetics, and/or x-rays that are necessary for the treatment of my case.
	I will assume responsibility for fees associated with those procedures. Fee payment is due at the time of service unless other prior arrangements have been made with Dr. Palka Sawhney Sharma.
	I have read the “Dental Office Personal Information Consent Form” and do consent to the collection, use, and disclosure of my personal information for the purpose of optimizing my health care


          

        

      
	
        
          Back

          Next

          

        

      


    	
        
          
            Confidential Personal Information

          

        

      
	 Name* 
        
          First NameMiddle NameLast Name

        

      
	 Address* 
        
          
            Street Address

            Street Address Line 2

            CityState / Province

            Postal / Zip Code

          

        

      
	 Home Phone Number 
        
           -Area CodePhone Number

        

      
	 Work Phone Number 
        
           -Area CodePhone Number

        

      
	 Cell Phone Number* 
        
           -Area CodePhone Number

        

      
	 Email Address* 
         example@example.com 

      
	 Which method of contacting you is most convenient for you? 
          

      
	 Date Of Birth* 
        
          
             -Month -DayYear
Date
          

        

      
	 Spouse’s Name 
        
          First NameLast Name

        

      
	 Children’s Names 
        
          First NameLast Name

        

      
	
        
          

        

      
	 How did you hear about our office? (Please check one) 
        
          LocationWebsiteStreet signCommunity newsletterFacebookFamily member or friend?

        

      
	
        
          

        

      
	
        
          
            Dental Insurance Information

          

        

      
	
        
          
            Providing us with the following information will allow us to help you with dental insurance claim submissions. Many insurance companies today accept claims electronically, resulting in a more time-efficient reimbursement process. We are equipped to handle these electronic submissions for you. If your insurance company does not yet accept electronic claims, we will gladly mail these on your behalf.

          

        

      
	
        
          

        

      
	 Subscriber’s Name 
          

      
	 Date of Birth 
        
          
             -Month -DayYear
Date
          

        

      
	 Employer 
          

      
	 Insurance Company 
          

      
	 Group or Policy Number 
          

      
	 Certificate or ID Number 
          

      
	 Annual Maximum 
          

      
	 Recall Interval 
          

      
	 Benefit Period 
        
          
             -Month -DayYear
Date
          

        

      
	 Units of scaling allowed per benefit year 
          

      
	 Do you have secondary Insurance 
        
          YesNo

        

      
	 Subscriber’s Name 
          

      
	 Date of Birth 
        
          
             -Month -DayYear
Date
          

        

      
	 Employer 
          

      
	 Insurance Company 
          

      
	 Group or Policy Number 
          

      
	 Certificate or ID Number 
          

      
	 Annual Maximum 
          

      
	 Recall Interval 
          

      
	 Benefit Period 
        
          
             -Month -DayYear
Date
          

        

      
	 Units of scaling allowed per benefit year 
          

      
	
        
          

        

      
	 * 
        
          By clicking this checkbox and pressing submit below, you agree to our Privacy Policy and Terms of Service.

        

      
	
        
          

        

      
	 Signature* 
        
          
            
              
                
              

              
                

              

              Clear
            

            
              
            

          

        

      
	 Your Name* 
        
          First NameLast Name

        

      
	 Date* 
        
          
             -Month -DayYear
Date
          

        

      
	
        
          Submit

        

      
	Should be Empty: 


  

  
  
  

