
 
 

“Sedation  -  Dental Care while you “Sleep”      

“We Care for People Not Ju
______________________________________________________________

 
11700 Haymarket Avenue  Baton Rouge, Louisiana  70806  Phone: (225) 

 

We are looking forward to having you join our great family of friends and patients.  The benefits of a healthy, 
beautiful smile are immeasurable and our goal is to allow you to obtain the healthy teeth and attractive smile you 
want and deserve. Please complete this form so that we can provide the best care possible for you. 
 

Name: _________________________________________ Today’s Date: _______________ 
Patient Information 

I like to be called: ___________________________________S.S. #: __________________ 
Spouse’s Name: _____________________________Spouse’s S.S.#: __________________ 

Home address: _____________________________________________________________________________________ 
     Street     City   Zip

Email address: _______________________________  
Marital status: Single Married    Divorced    Widowed        Home Ph # ___________________  Cell Ph # ______________________ 

Employer: ____________________________ Occupation:_____________________ Work Ph #  ________________ 
Date of Birth: ______________ Whom can we thank for referring you?  _______________________________ 
In case of emergency, is there someone we can call? Name ______________________ Ph # _______________ 
 
 
 
 
Name ____________________________________ 
Relationship to Patient _______________________ 
Birthdate ___________ S.S. # _________________ 
Home Address _____________________________ 
Home Ph # ______________Work Ph __________ 
Employer _________________________________ 
Name of spouse ____________________________ 
 
 
 
 

 

 

 

Are y
plan?
 

 Yes
 
If so,
copy
form
 
 
 Medical Histor

Name of Personal physician _____________________________
Date of last visit with physician _____________________  Curre
Do you smoke or use chewing tobacco?   Yes  No             If yes, how much
 
 

Are you currently taking prescription medications?   Yes  No   
 
Name of medication       
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
 
______________________________________________________________________
Insurance Information
Responsible Party Information 
st Teeth” 
___________________________________________ 
292-4321  Fax: (225) 292-0584  collinsdental.com 

 

ou covered under a dental insurance policy or 
  

     No 

 please give us your dental insurance card to 
 for our records and a completed insurance 
 with employee’s signature. 

y 

____ Phone # __________________________ 
nt health:  Excellent   Good   Fair    

 per day?___________ 

 If yes, list below: 

Purpose 

_________________________________________________ 
_________________________________________________ 

_________________________________________________ 
_________________________________________________ 



 
 
A
__
 
 

d 

 
 

Medical History Continue

   

 
Have you ever had, or been treated for any of the following diseases or medical problems? 
 
Y  N  Heart attack/Stroke    Y  N    Heart murmur/Rheumatic fever/MVP 
Y  N Hepatitis/Jaundice    Y  N Hip or Knee Replacement 
Y  N Epilepsy/Seizures/Fainting   Y  N High/Low blood pressure 
Y  N Cancer/Chemotherapy    Y  N Abnormal bleeding 
Y  N Psychiatric problems    Y  N Kidney problems      
Y  N Drug/Alcohol abuse    Y  N Tuberculosis 
Y  N AIDS or HIV positive    Y  N Anemia 
 
Have you been treated for any other illnesses not listed above?  ?   Yes _____________________  No   Don’t know            
 
Are you allergic to any of the following medications? Y  N Penicillin Y  N Aspirin 

Y  N Erythromycin Y  N Codeine 
Y  N Dental Anesthetic Y  N Others ____________ 

re you allergic to anything else?   Yes   No   If yes, please explain  ___________________________________ 
________________________________________________________________________________________________ 

    

Why have you come to the dentist today?  __
_______________________________________
Are you currently in pain or discomfort with 
_______________________________________
How would you describe the condition of yo
The date of your last dental visit ___________
If you could change anything you could abou
____________________________________
If you could easily and safely whiten your tee
How often do you brush your teeth? _______
Do your gums bleed when you brush?   Yes
Have you ever experienced pain in your jaw 
Do you grind your teeth?   Yes  No   
Have you ever been treated for TMJ symptom
 

O
 
A broken appointment is a loss to everyone. 
keep an appointment.  Cancellations made w

I understand that the above information is co
strictest confidence and only be used to im
permission for the doctor or his staff to use a

Signature _____________________
   Dental History
__________________________________________________________ 
___________________________________________________________ 
your teeth and gums?    Yes  No 
_________________________________________________________ 
ur teeth and gums?   Good  Fair    Poor 
__________  Previous dentist’s name __________________________ 
t the appearance of your smile, what would you like to do? 
____________________________________________________ 
th, would you be interested?   Yes  No   
_____________  Floss your teeth?  ________________________ 
  No            Floss?   Yes  No   
joint?   Yes  No   

s?   Yes  No     If yes, Please explain:  _________________________ 

ur Cancellation Policy 

 Please let us know at least 24 hours in advance if you are unable to 
ith less than 24 hours notice are subject to a cancellation fee. 

rrect to the best of my knowledge.  I understand it will be held in the 
prove communication between the doctor and myself.  I also give 
ny photos he may take to be used for lecturing or education purposes. 

 

___________________    Date ________________ 


