
PATIENT INFORMATION                                                                     CONFIDENTIAL 

Welcome! 
 

Date: __________________________ 
 

 
Name: ______________________________________________________ 
                  first                                     middle                                last 
 
 

 
Nickname: _________________ 
 

Address: ________________________________________________________________________________ 
                                   street                                                                 city                                             state                   zip 
 

 Telephone 
Home: ________________________ Work: _______________________ 

Mobile: _______________________ 

Email (if preferred): _________________________________________ 

When is the best time to reach you? _____________________________ 

Best day? _____________________ Where? _____________________ 

In the event of an emergency, whom should we contact? 

Name: ____________________________________________________ 

Relationship: _______________________________________________ 

Work #: ________________________ Home #: ____________________ 

  
Birth date: 

 
 
 

  √ Check appropriate box:  
 

 Male 

 Minor 
 Married 
 Widowed 

 Female 

 Single 
 Divorced 
 Separated 
 

  
Patient’s or parent’s employer: ______________________________ 
 

 

Spouse’s or parent’s name: _______________________ Employer: _______________ Work phone: _______ 
 
If patient is a student, name of school/college: _______________ City: _____________ State: ____ Zip: _____ 
 
Whom may we thank for referring you?  _______________________________________________________ 

If not your dentist, name of dentist: _______________________________________________________ 
  

RESPONSIBLE PARTY                                                                      
 
Person financially responsible for this account: ______________________________ 
 

Relationship: ________ 
 

Address: _________________________________________________________________________________ 
                                            street                                                            city                                             state                   zip 
 
Phone Number:___________________ 
 

Soc Sec#: ___________________ 
 

Birth date: ______________ 
 

Driver’s license #: _____________________________________ 
 

 

Employer: ____________________________________________ 
 

Work phone: ____________________ 
 

Is this person currently a patient in our office?  Yes   No  
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INSURANCE INFORMATION                                                                      
 
Name of insured: _________________________________________ 
 

Relationship: ____________________ 
 

Birth date: _______________ 
 

SSN/ID#: ________________ Work Phone: ____________________ 
 

Employer: ______________________________________________ 
 

City/State: ______________________ 

Insurance Company: _________________________________              Group Number: __________________ 
 
Ins. co. address: _____________________________________ 
 

        City/State: ______________________ 

Do you have any secondary insurance?  Yes  No If yes, complete the following: 

 

Name of insured: ________________________________________ 
 

  

 Relationship: ____________________ 

 

 

Birth date: _______________ 
 

SSN/ID#: ________________ Work Phone: ____________________ 
 

Employer: ______________________________________________ 
 

City/State: ______________________ 

Insurance Company: _________________________________        Group Number: __________________ 
 

Ins. co. address: _____________________________________ 
 

City/State: ______________________ 

 
 

FINANCES  Authorization, Release, & Agreement  
to Pay for Services Rendered 

 

Payment in full is expected at each appointment. We will provide 
each patient with a detailed financial explanation after the initial 
consultation and for any changes in treatment.  

We do request 48 business hours notice to cancel or change an 
appointment in order to avoid a fee. The charged fee is $100. We 
do keep a credit card on file for each patient. If you do not provide 
48 business hours notice to cancel or change a surgery 
appointment, we will charge the card on file. 

My signature below signifys that I accept financial responsibility for 
this account and that the information provided is accurate and true. 
It signifies that I authorize Dr. Scott Clayhold’s office to hold a credit 
card on file for the specific use of a $100 cancellation fee for 
surgeries cancelled with less than 48 business hours notice. 

 

I authorize the dentist to release any information including the 
diagnosis and the records of any treatment or examination 
rendered to me during the period of such dental care to third-
party payors and/or health practitioners. 

I authorize and hereby request my insurance company to pay 
directly to the dentist (or the dental group) insurance benefits 
otherwise payable to me. 

I understand that my dental insurance carrier may pay less than 
the actual bill for services.  I agree to be responsible for payment 
of all services rendered on my hehalf or on behalf of my 
dependents. 

________________________________    _________  
Patient Signature (or parent if patient is a minor)               Date  
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HEALTH HISTORY RECORD  
 

 
PERSONAL INFORMATION  
 

NAME: ______________________________________________ AGE: _________ GENDER: M or F (circle)  
 
PARENT/GUARDIAN: _________________________________  
 
 

HEALTH HISTORY  
Physician's Name _______________________________________________________  
Are you currently taking any prescription, no prescription, or herbal medications?  ___ Yes ___ No  

If yes, please list: __________________________________________________________________________  
____________________________________________________________________________________________ 
____________________________________________________________________________________________  
 

Are you allergic to:  
Any drugs or medications?  
If yes, please list: __________________________________________________________  
Local anesthetics (Novocain, etc.)  
Latex or rubber products  
Soybeans  
Eggs or Yolk  
Other: ________________________________________________________________  
 

Do you have or have ever had:  
Scarlet Fever or rheumatic fever  
Congenital heart disease  
Cardiovascular disease (heart trouble)  • Angina (chest pain)  • Damaged heart valve  • Heart murmur  • Heart attack  

If yes, when: ___________________________________________________  • Heart surgery  
If yes, when: ___________________________________________________  • High blood pressure  • Low blood pressure  • Pacemaker  • Stroke  

___ Yes ___ No  
 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
 
 
 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
 
___ Yes ___ No  
 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  

Lung disease  ___ Yes ___ No           Cancer treatment  ___ Yes ___ No  • Asthma  • Bronchitis  • Emphysema  • Shortness of Breath  • Tuberculosis  

___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  

• Surgery  • Radiation  • Chemotherapy  • Oral drugs for cancer  
treatment  

___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
 
___ Yes ___ No  



Nervous disorder  • Epilepsy  • Seizures • Fainting  • Breakdown  • Psychiatric treatment  
Blood Disorder  • Anemia  • Bleeding disorder  • Bleed or bruise easily  
Kidney disease  
Liver disease  • Hepatitis  
Diabetes  
Thyroid disease  
Glaucoma  
Bone disease  • Osteoporosis  • Medications: _________  

________________________  
________________________  

Immune system  • Organ or tissue  
transplant?  • HIV  • AIDS  

 
Do you have a disease or  
condition not mentioned  
above?  
Please list: _________________ 
___________________________  

___ Yes ___ No  
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
___ Yes ___ No  
___ Yes ___ No  
___ Yes ___ No 
___ Yes ___ No  
___ Yes ___ No  
___ Yes ___ No  
___ Yes ___ No 
___ Yes ___ No  
___ Yes ___ No  
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
 

 
 
 
___ Yes ___ No  
 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  
 

 
 
 
___ Yes ___ No  

Do you have difficulty  
opening your mouth? 
Are you wearing any  
removable denture or plate?  
 
 
Do you smoke?  
Amount? ________________ 
How many years? ________  
 
Do you chew tobacco?  
Amount? ________________ 
How many years? ________  
 
Do you use alcohol?  
Amount? ________________  
Do you or have you ever 
used street/recreational  
drugs?  
Amount? ________________ 
How many years? ________  
Do you snore or have you  
been diagnosed with sleep  
apnea?  
Do you wear any oral or  
facial piercing(s)?  
Do you wear contact lenses?  
Women Only:  
Are you pregnant?  
Are you nursing?  
Are you on birth control?  

 
___ Yes ___ No  
 
___ Yes ___ No  
 

 
 
___ Yes ___ No  
 

 
 
 
___ Yes ___ No  
 

 
 
 
___ Yes ___ No  
 
 
 

___ Yes ___ No  
 

 
 
 
 
___ Yes ___ No  
 
___ Yes ___ No 
___ Yes ___ No  
 
___ Yes ___ No 
___ Yes ___ No 
___ Yes ___ No  

 
 

I understand the importance of a truthful health history to assist the doctor in providing the safest care possible.  
 
Person completing health history: ____________________________________________________  
 
Relationship to patient: ______________________________________________________________  
 
Signature: ___________________________________________________ Date _________________  
 
Medical History Reviewed:  
 
Doctor: ______________________ 
Doctor: ______________________ 
Doctor: ______________________ 
Doctor: ______________________ 
Doctor: ______________________ 
Doctor: ______________________  

 
Patient: ______________________ 
Patient: ______________________ 
Patient: ______________________ 
Patient: ______________________ 
Patient: ______________________ 
Patient: ______________________  

 
Date: ________________________ 
Date: ________________________ 
Date: ________________________ 
Date: ________________________ 
Date: ________________________ 
Date: ________________________  
 






