
PATIENT INFORMATION

RESPONSIBLE PARTY

Thank you for selecting our dental healthcare team!  We will strive to provide 
you with the best possible care. To help us meet your needs, please fill out 
this form completely in ink.  If you have any questions or need assistance, 
please ask us - we will be happy to help.

Welcome!

Name _______________________________________________________  I like to be called ______________________________  Age ___________________

Birthdate ________________________ Phone __________________________ Cell  _________________________ Work Phone _________________________

Gender    M     F          Marital Status:       Minor  Single      Married      Divorced       Widowed     Separated

Social Security#  _____________________________________  Spouse name/ Parent if child ______________________________________________________

Address  ____________________________________________________________________  City/State/Zip  _________________________________________

Who may we thank for referring you?____________________________________________________________________________________________________

Can we send you text message or email appointment reminders?        Email  __________________________________________________

Emergency Contact   _______________________________  Emergency Phone ________________________   Relationship   ____________________________
              

to Patient
Is another member of your family a patient at this office?    

If yes, please provide their Name(s) and Relationship  ______________________________________________________________________________________

Yes No

Yes No

Name of Person Responsible for this Account ______________________________________________________   Relationship   __________________________
                          

to Patient

Phone __________________________ Cell  __________________________  Employer ______________________ Work Phone __________________________

Social Security#  _________________________________________    Email  _______________________________  Birthdate ____________________________

Address  ___________________________________________________________________  City/State/Zip  ___________________________________________

INSURANCE INFORMATION • Primary

Name of Insured _____________________________________________________________________________    Relationship   __________________________
                                

to Patient    
Social Security#  _____________________________________  Birthdate ________________________________  

Employer ______________________________  Employer Address ____________________________________________________________________________
Date Employed__________________________  Employer Phone ____________________________

 

Insurance Company _________________________________________ Group #  __________________________ Ins. Co.Phone __________________________
Ins. Co. Address  ___________________________________________________________________ City/State/Zip _____________________________________
Yearly Deductible $ _____________________  Max. Annual Benefit $  _____________________  How much have you used this year? $  ____________________  

Employer _______________________________________________________

No. of Years Employed ____________________________________________

Occupation  _____________________________________________________

Position ________________________________________________________

Business Address ________________________________________________

City/State/Zip  ___________________________________________________

Phone _________________________________________________________

Other __________________________________________________________

ABOUT YOU ABOUT YOUR SPOUSE
Employer _______________________________________________________

No. of Years Employed ____________________________________________

Occupation  _____________________________________________________

Position ________________________________________________________

Business Address ________________________________________________

City/State/Zip  ___________________________________________________

Phone _________________________________________________________

Other __________________________________________________________
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HOBBS DENTISTRY PATIENT AGREEMENT 

We are committed to providing you with the best possible care.   In order to achieve these goals, we ask for your assistance and your 

understanding of our financial and scheduling policies. 

Financial Policy 

Payment for services rendered is due and payable at the time of treatment unless arrangements have been made in advance.  We 

accept Cash, Personal Checks, American Express, Visa, Mastercard. 

We have an agreement with CareCredit®, a third party financing company, which may afford you the opportunity to make monthly 

payments for your treatment.  CareCredit® offers low interest plans to qualified applicants.  Please inquire if you are interested in 

applying. 

Minor Children: The parent or guardian that brings a minor child in for treatment in our practice is responsible for payment for services.  

Administrative Fees and Interest:  There is a $30 service charge for returned checks.  Account balances that are 30 days or more past 

due are subject to a billing fee of $5 per month. Any fees incurred during the collection of a past due account are the responsibility 
of the account guarantor. 

Dental Insurance: 

Dental insurance amounts are estimated coverage only; the patient/responsible guardian is responsible for amounts not covered or 

claims not paid within 60 days from date of service.  Balances owed are subject to interest and collection practices of this office.  Your 

estimated patient share of the fees is required at the time of service unless you have made arrangements prior to treatment. 

Secondary Dental Insurance Coverage:  We do not file claims with secondary insurance plans in our practice; we will provide you with 

the necessary information to file these claims to reimburse you directly.  Any financial arrangements made in our practice will be based 

on primary coverage only. 

If you have any questions about the above information or any uncertainty regarding insurance coverage, please don’t hesitate to ask 

us.  We are here to help you. 

Appointment Policy: 

We do not double-book appointments in our office and request 2 business days’ notice for all cancellations of appointments.  We do 
not charge broken appointment fees and ask that our patients respect our time and the time of others that may be waiting for care by 
notifying us in a timely manner if they are unable to keep their scheduled appointment.

Appointments broken or canceled without sufficient notice may make it necessary to decline future appointment reservations and 
require the patient to call on the day they would like to be seen to check availability.

I have been informed of Hobbs Dentistry financial and appointment policies. I agree to be responsible for all fees for services and  

materials incurred during the course of my treatment. To the extent permitted by law I consent to your use of my protected health 

information to carry out payment activities in connection with my care.  I hereby authorize payment of the dental insurance benefits 

otherwise payable to me directly to Hobbs Dentistry. 

_________________________________________________________ _____________________________ 

Signature of Patient or Responsible Party  Date 



Dental History

Date of most recent dental examination _______________________________ Date of most recent x-rays  _______________________

Date of most recent treatment (other than cleaning) ______________________  Previous dentist’s name________________________________

I routinely see my dentist every: ______________________ months.           I do not see a dentist regularly.   

What is your primary dental concern? __________________________________________________________________________

Have you ever had an unfavorable dental experience?

If yes, please describe:  _____________________________________________________________________________ 

Are you fearful of dental treatment?                                 If yes, how fearful, on a scale of 1 (least) to 10 (most) ?   [_________] 

Have you ever had complications from past dental treatment?

If yes, please describe:  _____________________________________________________________________________ 

Have you ever had trouble getting numb or had any reactions to local anesthetic (Novocaine)? 

Have you had any teeth removed? 

Is there anything you would like to change about your smile?

If yes, please describe:  _____________________________________________________________________________ 

Have you ever whitened your teeth?                                    If not, would you like them whiter? 

Welcome to Hobbs Dentistry!
To help us better serve your oral health needs, please take a moment 
to answer the following questions:

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No Yes No

Have you been disappointed with the appearance of previous dental work? 

Do you have problems with your jaw joints? (i.e. pain, popping, clicking, locking, limited opening)

Do you chew ice, bite your nails, or have any other oral habits?

Do you clench your teeth in the daytime or when you sleep? 

Do you wear or have you ever worn a bite appliance? 

Have you had any cavities within the past 3 years? 

Does your mouth ever feel dry or do you feel like you have too little saliva? 

Are any of your teeth sensitive to hot, cold, sweets, or brushing?

Do you get food caught between your teeth? 

Do your gums bleed when you brush or floss? 

Is there a history of periodontal (gum) disease in your family? 

Have you ever been diagnosed with or treated for periodontal (gum) disease? 

Are you aware of any gum recession in your mouth? 

Are any of your teeth chipped, broken, or loose?

How often do you brush your teeth? ______________________   Floss? ______________________

What type of toothbrush do you use?      Soft           Medium           Hard           Electric

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________   DATE ______________________

 _______________________________________________________  DATE OF BIRTH          ______________________PLEASE PRINT PATIENT’S NAME

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

ADULT



Patient Name ___________________________________________________ Date of Birth  ______________________________

Physician’s Name ___________________________________________________________  Phone Number ____________________________________

Date of most recent exam ____________________________     Purpose of visit ___________________________________________________________

Do you have any allergies to any medications (ie penicillin) or latex?

If so, please list:  _____________________________________________________________________________________________________

Do you have any other allergies? 

If so, please list:  _____________________________________________________________________________________________________

Have you ever had a serious illness or been hospitalized? 

If so, please describe: _________________________________________________________________________________________________

Have you ever had major surgery or are any surgeries planned? 

If so, please describe: _________________________________________________________________________________________________

Are you taking any prescribed or over-the-counter medications?

If so, please list:  _____________________________________________________________________________________________________

Do you use tobacco products?     If so, what type(s) and how often?

___________________________________________________________________________________________________________________ 

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Do you have a history of any of the following?
� Yes � No   Abnormal Bleeding
� Yes � No   Allergies
� Yes � No   Alzheimer’s Disease
� Yes � No   Anemia
� Yes � No   Angina Pectoris
 � Yes � No   Arthritis/Gout
� Yes � No   Artificial Heart Valve
� Yes � No   Artificial Joints
� Yes � No   Asthma
� Yes � No  Blood Disease
� Yes � No  Blood Thinners
� Yes � No  Blood Transfusion
� Yes � No  Bronchitis
� Yes � No  Cancer
� Yes � No  Chemotherapy
� Yes � No  Colitis
� Yes � No  Congenital Heart Defect
� Yes � No  Diabetes

� Yes � No  Osteoporosis
� Yes � No  Pacemaker
� Yes � No  Pregnancy (# mos ________)
� Yes � No  Psychiatric Care
� Yes � No  Radiation Therapy
� Yes � No  Respiratory Problems
� Yes � No  Rheumatism
� Yes � No  Rheumatic Fever
� Yes � No  Seizures
� Yes � No  Sexually Transmitted Disease
� Yes � No  Sickle Cell Disease
� Yes � No  Sinus Trouble
� Yes � No  Spina Bifida
� Yes � No  Stomach/Intestinal Problems
� Yes � No  Stroke
� Yes � No  Ulcers
� Yes � No   Thyroid Problems
� Yes � No   Tonsilitis

� Yes � No  Drug Addiction
� Yes � No  Emphysema
� Yes � No  Epilepsy
� Yes � No  Fainting Spells
� Yes � No  Fever Blisters
� Yes � No  Frequent Headaches
� Yes � No  Glaucoma
� Yes � No  Heart Attack
� Yes � No  Heart Murmur
� Yes � No  Heart Surgery
� Yes � No  Hemophilia
� Yes � No  Hepatitis A, B, C
� Yes � No  HIV/AIDS
� Yes � No  High Blood Pressure
� Yes � No  Joint Replacement
� Yes � No  Kidney Problems
� Yes � No  Liver Disease
� Yes � No  Low Blood Pressure

Patient Medical History
Your oral health is directly related to your overall physical health and well-being, and understanding 
your complete health condition will help us arrive at recommendations for your dental care.  Please 
provide us with as much information as possible in your answers to the following questions:

Are you on a special diet? 
Have you ever had a serious head or neck injury? 
Do you take, or have you taken, Phen-Fen or Redux? 

Yes No

Yes No

Yes No

Have you ever taken Fosamax, Boniva, Actonel or any other 
medications containing bisphosphonates?

Yes No

I certify that the information provided is complete and correct.

PATIENT SIGNATURE

__________________________________________________________

DATE_______________________________________
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

** You may refuse to Sign this Acknowledgement** 

I have received a copy or have been given access to the Hobbs Dentistry Notice of Privacy Practices.  I give my permission to Hobbs 

Dentistry to: 

- Communicate with other health care professionals and dental insurance carriers (if applicable) as needed throughout the course of

my care.

- Leave messages for me at my contact numbers provided and mail, email or text reminders to me (unless I decline one of these

options in writing) regarding appointment dates and times.

______________________________________________________________ __________________________ 

PATIENT OR PARENT/GUARDIAN  SIGNATURE     DATE 

CONSENT FOR TREATMENT 
▪ I attest that to the best of my knowledge the information provided is accurate and complete.  Any changes in health status or
medications will be reported to the Doctor at the next visit following the change.  In addition I authorize the Doctor or her representative
to take radiographs, study models, photographs, or any other diagnostic aids deemed appropriate to make a thorough diagnosis
and to develop proper treatment recommendations.
▪ I also authorize the Doctor to perform all forms of treatment, medication, and therapy that may be indicated, and further authorize
and consent that the Doctor choose and employ such assistance as she deems fit.  I understand that the use of anesthetic agents
embodies a certain risk.
▪ I understand that responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and
payable at the time services are rendered unless other arrangements have been made in advance.

SIGNATURE __________________________________________________ 

PLEASE PRINT PATIENT’S NAME ________________________________________________________________   DATE ______________________ 

  PATIENT PARENT GUARDIAN
SIGNED BY
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