
Names of Legal Guardians (if applicable): _______________________________________
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Patient Name: ___________________________________________       

DOB: ___________

How did you hear about us?

PAYMENT IS DUE IN FULL AT TIME OF TREATMENT UNLESS PRIOR ARRANGEMENTS HAVE BEEN APPROVED

Mailing Address: _____________________________________ City/State/: __________________ Zip: _________

Physical Address: _____________________________________ City/State/: __________________ Zip: _________



DENTAL/MEDICAL
HISTORY

Patient Name: _______________________________________      DOB: ______________

MEDICAL HISTORY
Physician’s Name: _______________________________________________________________________
Pharmacy used: _________________________________________________________________________
Are you currently under the care of a physician or specialist? _______
Have you had a serious illness, operation, or been hospitalized in the past 2 years: _______
If you answered yes to the above questions, please explain: ________________________________________
_____________________________________________________________________________________
Please list prescription medications, vitamins, or dietary supplements you are currently taking:
      __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Please check () if you currently have or have had any of the following diseases or disorders:
 

  Anemia
  Angina (chest pains)
  Arthritis/Rheumatism
  Arti�cial Heart Valves
  Arti�cial Joints
  Asthma
  Autoimmune Disorder
  Blood Disease/Bleeding Disorder              
  Cancer
  Cardiovascular Disease
  Street/Recreational Drugs 
  Chemotherapy
  Congenital Heart Disease
  Diabetes
  Epilepsy
  Fainting
  Gastrointestinal Disease
  Headaches
  Insulin      

Do you have a disease, condition, or problem not listed above? Please explain: 
_______________________________________________________________________________________
Do you have a medical condition that requires an antibiotic before dental treatment?   _______
Have you taken/are you currently taking Fosamax, bisphosphonates,  or any other drug for osteoporosis? _______
Are you currently taking blood thinners? _______

ALLERGIES
Please check () if you have had a reaction to any of the following:
  Latex      Local Anesthetics
  Penicillin/Amoxicillin    Barbiturates, Sedatives, or Sleeping Pills
  Sulfa Drugs     Codeine
  Metals      Aspirin
  Other: _____________________   None

DENTAL HISTORY
Reason for Today’s Visit: __________________________________________________________________
Do you like your smile?      YES     NO
Have you ever wanted to whiten your smile?  YES     NO
Do you use an electric toothbrush?   YES     NO
Date of Last Dental Visit: _________________________________________________________________

Please check () if you have or have had any of the following:
  Bleeding gums                                             
  History of periodontal (gum) treatment
  History of mouth sores
  History of orthodontics (braces)
  Sensitivity to hot, cold, or sweets
  Headaches or neck pain
  Serious injury to head or mouth
  Clicking, popping, or discomfort of jaw
  Grinding or clenching of teeth
  Dentures or partials
  Missing Teeth

WOMEN ONLY
Are you Pregnant:_______ Nursing:_______ Taking oral contraceptives: _______

To the best of my knowledge, the above information is complete and correct. I understand that it is my 
responsibility to inform my dentist if I have a change in health.

Patient Signature: ___________________________________________ Date: ___________

 Heart Murmur
 Hepatitis or Liver Disease
 High Blood Pressure
 HIV/AIDS
 Kidney Disease
 Low Blood Pressure
 Mitral Valve Prolapse
 Osteoporosis
 Pacemaker
 Radiation Treatment
 Respiratory Disease
 Rheumatic Fever
 Stroke  
 �yroid Problems
 Tobacco Use - Explain ___________
 Tuberculosis
 Ulcers  
 Venereal Disease
 Immunosuppression
 Contact Lenses
 None Apply

(please include dosage and frequency)
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Patient Name: _______________________________________      DOB: ______________

MEDICAL HISTORY
Physician’s Name: _______________________________________________________________________
Pharmacy used: _________________________________________________________________________
Are you currently under the care of a physician or specialist? _______
Have you had a serious illness, operation, or been hospitalized in the past 2 years: _______
If you answered yes to the above questions, please explain: ________________________________________
_____________________________________________________________________________________
Please list prescription medications, vitamins, or dietary supplements you are currently taking:
      __________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Please check () if you currently have or have had any of the following diseases or disorders:
 

  Anemia
  Angina (chest pains)
  Arthritis/Rheumatism
  Arti�cial Heart Valves
  Arti�cial Joints
  Asthma
  Autoimmune Disorder
  Blood Disease/Bleeding Disorder              
  Cancer
  Cardiovascular Disease
  Street/Recreational Drugs 
  Chemotherapy
  Congenital Heart Disease
  Diabetes
  Epilepsy
  Fainting
  Gastrointestinal Disease
  Headaches
  Insulin      

Do you have a disease, condition, or problem not listed above? Please explain: 
_______________________________________________________________________________________
Do you have a medical condition that requires an antibiotic before dental treatment?   _______
Have you taken/are you currently taking Fosamax, bisphosphonates,  or any other drug for osteoporosis? _______
Are you currently taking blood thinners? _______

ALLERGIES
Please check () if you have had a reaction to any of the following:
  Latex      Local Anesthetics
  Penicillin/Amoxicillin    Barbiturates, Sedatives, or Sleeping Pills
  Sulfa Drugs     Codeine
  Metals      Aspirin
  Other: _____________________   None

DENTAL HISTORY
Reason for Today’s Visit: __________________________________________________________________
Do you like your smile?      YES     NO
Have you ever wanted to whiten your smile?  YES     NO
Do you use an electric toothbrush?   YES     NO
Date of Last Dental Visit: _________________________________________________________________

Please check () if you have or have had any of the following:
  Bleeding gums                                             
  History of periodontal (gum) treatment
  History of mouth sores
  History of orthodontics (braces)
  Sensitivity to hot, cold, or sweets
  Headaches or neck pain
  Serious injury to head or mouth
  Clicking, popping, or discomfort of jaw
  Grinding or clenching of teeth
  Dentures or partials
  Missing Teeth

WOMEN ONLY
Are you Pregnant:_______ Nursing:_______ Taking oral contraceptives: _______

To the best of my knowledge, the above information is complete and correct. I understand that it is my 
responsibility to inform my dentist if I have a change in health.

Patient Signature: ___________________________________________ Date: ___________
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May we phone, email, or send a text to you regarding your appointment?  YES  NO
May we send e statements in regards to your account?    YES  NO
May we leave a message on your answering machine or voicemail?   YES  NO
May we discuss your medical / dental condition with anyone other than yourself? YES  NO
May we discuss your financial / billing information with anyone other than yourself? YES  NO

Protecting the privacy of our patients is crucial; therefore, we ask that anyone accompanying a patient remain in the 
waiting area.
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FINANCIAL AGREEMENT     
Full payment is required at the time of service. Payment plan options are available such as Care Credit, Lending Point, 
and �nancing through Amarillo National Bank. By signing this form, you accept responsibility for all fees and services 
rendered, whether or not paid by insurance. �e patient/guardian is responsible for all charges not covered by 
insurance. Any account with a pending balance will not be scheduled until balance is paid.

Initials: _________

INSURANCE     
We are happy to �le insurance claims as long as your insurance can be veri�ed. If we are unable to verify your insurance 
with the information you provided, you will be responsible for full payment. You will be provided with an estimate of 
your insurance coverage and the amount you are responsible for. We have no control over insurance carriers; therefore, 
we cannot guarantee that this estimation is correct. Because dental insurance is a contract between the patient and the 
insurance carrier, the patient/guardian is responsible for all charges, regardless of insurance bene�ts. If we do not 
receive insurance payment within 5 weeks of treatment, patient/guardian will be expected to pay for all dental services. 
In the event of duplicate payment, you will be reimbursed. By signing this form, you understand that you are 
responsible for all fees associated with services rendered by Full Smile Dental.

Initials: _________

OUT OF NETWORK INSURANCE PLANS 

It is the responsibility of patient/guardian to know if their insurance is in network with the Lubbock Dental Specialists 
o�ce in which they are being seen for treatment. In the event that a patient’s insurance is out-of-network, we will 
gladly �le an insurance claim; however, the patient/guardian is responsible for all charges estimated to not be covered 
by insurance before they leave the o�ce.

Initials: _________

NO-SHOW POLICY 
When our o�ce books your appointment, we are setting aside a dedicated time slot just for you. If you must 
reschedule your appointment, please notify the o�ce within 48 hours of your scheduled appointment time. 
Lubbock Dental Specialists  will charge a NO SHOW fee of $50 if you fail to appear to any of your scheduled 
appointments. Any patient that is more than 10 minutes late to their appointment may be asked to reschedule.

Initials: _________

Patient/Guardian Signature: ___________________________________ Date: ________________
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PAYMENT IS DUE IN FULL AT TIME OF TREATMENT UNLESS PRIOR ARRANGEMENTS HAVE BEEN APPROVED


