
 
531 E. Roosevelt Road Suite 100 Wheaton, IL 60187 630-529-0303 

 
 

PATIENT INFORMATION 
 

 

Full Name ________________________________________ SS#_________________________ Date of Birth___________________ 

 

Address__________________________________________ City ____________________________ State/Zip___________________ 

 

Home Phone _______________________ Work Phone ____________________________ Cell Phone_________________________ 
 

Employer____________________________________________ Email Address___________________________________________ 
 

Please Check Appropriate Box:      Minor       Single        Married        Divorced        Widowed        Separated 

 
 

Whom may we thank for referring you? ___________________________________________________________________________ 
 

Who should we contact in case of Emergency?  Name________________________________________________________________ 
 

Emergency contact phone #______________________________________ Relationship to Patient____________________________ 

 

RESPONSIBLE PARTY 
 

Name of Person financially responsible for this account _______________________________________________________________  

 

Relationship to Patient____________________ Address ______________________________________________________________ 

 

SS#_____________________________ Date of birth__________________________  Home Phone  ___________________________ 

 

Cell Phone __________________ Work Phone ___________________ Is this person currently a patient in our practice? YES  NO           

 

Employer Name _____________________________________ Email Address ____________________________________________ 

DENTAL INSURANCE INFORMATION 
Primary Dental Insurance 

Name of Policy Holder_______________________________________ Relationship to Patient _______________________________  

 

Member ID#/SS#___________________________________  Date of Birth (Policy Holder) __________________________________ 

 

Name of Employer __________________________________________ Work Phone (       ) _________________________________ 

 

Insurance Company _____________________________________ Group #_________________ Union or Local# ________________ 

 

Insurance Co. address _____________________________________ City ____________________ State __________ Zip _________ 
 

Secondary Dental Insurance 

Name of Policy Holder_______________________________________ Relationship to Patient _______________________________  

 

Member ID#/SS#___________________________________  Date of Birth (Policy Holder) __________________________________ 

 

Name of Employer __________________________________________ Work Phone (       ) _________________________________ 

 

Insurance Company _____________________________________ Group #_________________ Union or Local# ________________ 

 

Insurance Co. address _____________________________________ City ____________________ State __________ Zip _________ 
 

AUTHORIZATION AND RELEASE 

 

I hereby authorize Arden Dental P.C. to release any information including the diagnosis and the records of any treatment or 

examination rendered to me or my child during the period of such Dental care to third party payers and/or health practitioners. I 

authorize and request payment of the dental insurance benefits otherwise payable to me directly to Arden Dental P.C. I understand that 

I am financially responsible for all charges whether or not paid by the insurance. If  my dental insurance pays less than expected, I 
understand any remaining balance is my responsibility and I agree to be responsible for payment on all services rendered on my behalf 

and my dependents.  It is my responsibility to pay any deductibles, co-payments and any other fees not paid by insurance. I understand 

payment is expected at the time of service.  Please note: Returned checks will be subject to additional fees. If Arden Dental P.C. seeks 

enforcement of payment through the services of a collection  agency, I shall be responsible for any incidental expenses, including 

collection costs/attorney fees. 

 
Patient Signature _____________________________________ Date_________________ Reviewed By _______________________ 
(If patient is a minor, a parent or guardian must sign)         (Staff Signature) 

 



PATIENT DENTAL HISTORY 
 

Please check any that apply to you:    YES      NO       YES NO 

Sensitivity (hot, cold, sweet, pressure)               If you could whiten your teeth for  

Where? UR  LR   UL    LL    an affordable cost, would you do it?    

Headaches, ear aches, neck pain                          Would you like to replace old silver     

Jaw joint pain                           fillings to tooth colored fillings?     

Teeth or fillings breaking                          Would you like to straighten your teeth?     

Bleeding, swollen or irritated gums                         Rate your smile on a scale from 1 to 10       _______ 

Grinding or clenching teeth                         Is there anything about the appearance of your 

Loose, tipped or shifting teeth                         teeth that you would like to change?    

Bad breath                           If yes, what _______________________________________________ 

Do you have or have you ever had any of the following? Do you smoke or chew  tobacco?     

Dentures or partials                           How often? __________pack(s)/day 

Braces/Orthodontic treatment                Do you have dry mouth?      

Facial Aesthetics (Botox or Juvederm)                         Have you ever had trouble getting numb?    

Periodontal/Gum Disease                           Are you fearful of dental treatment?    
 

When was your last cleaning?    ________/________     Your last complete x-rays  ________/_________ 

Name of previous dentist _____________________________City _____________________ State ______ Phone ________________ 

Why did you leave your previous dentist ? _________________________________________________________________________ 

 

PATIENT MEDICAL HISTORY 
 

Primary Physician Name __________________________________ Office Phone __________________ Last Exam ______________ 

      YES     NO                   YES      NO 

Have you ever been hospitalized for any surgical   Women ONLY 

operation or serious illness in the past 5 years?       Are you/do you think you are pregnant?   

If yes, please explain ______________________________  Are you nursing?      

________________________________________________  Are you taking oral contraceptives?    
Are you taking any medication(s) including 

non -prescription?         Have you ever taken Fosamax, Boniva, Actonel 
If yes, what medication(s) are you taking? ________________  or any cancer medications containing 

___________________________________________________ bisphosphonates?      

 

Do you have or have you had any of the following? 

             YES   NO     YES  NO              YES  NO 

High blood pressure          Heart Disease            Chest Pains        

Heart Attack           Cardiac Pacemaker/Defib           Easily Winded        

Rheumatic Fever           Heart Murmur            Stroke         

Swollen Ankles           Angina             Hay Fever/Allergies       

Fainting/Seizures           Frequently Tired            Tuberculosis        

Asthma            Anemia             Radiation Therapy         

Low Blood Pressure          Emphysema            Glaucoma        

Epilepsy/Convulsions          Cancer             Recent Weight Loss       

Leukemia           Arthritis             Liver Disease        

Diabetes            Joint Replacement/Implant          Heart Trouble        

Kidney Disease           Hepatitis/Jaundice           Respiratory Problems       

AIDS or HIV Infection          Sexually Transmitted Disease      Mitral Valve Prolapse       

Thyroid Problem           Stomach Troubles/Ulcers            Sleep Apnea        
BP_______    Glucose Level_______ Cholesterol Level_______   Other: ____________________ 

ALLERGIES Are you allergic to any of the following? 

 Penicillin  Sulfa  Erythromycin  Aspirin  Latex  Valium  Local Anesthetic  Iodine  Tetracycline  Codeine    
Other allergies (Please List) _____________________________________________________________________________________ 

CONSENT                 

The undersigned herby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough 

diagnosis of the patient’s dental needs. I also authorize Doctor to perform any and all forms of treatment, medication and therapy that may be indicated. I also 

understand the use of anesthetic agents embodies a certain risk. I have read, understand and agree to the above terms and conditions.  

 

I agree to have my pictures/video taken and released on the Arden Dental Center website or social media.        Yes       No   

 
 

___________________________________________        _________________          _____________________________________ 

Patient Signature             Date                        Dentist Signature 
 


