
Cottonwood Family Dental
 

 Patient Introduction
 

___________________________________|_____________________|__________________________________________________ 
First Name                                                        Last Name 
_____________________________|_____________________|_____________|__________________________________________ 
Social Security #       Occupation 
 _____________________________________________________|_____________________|_______________________________ 
Email Address                                                
________________________________________________________________|________|____________|__________|__________ 
Mailing Address                                                                             Zip Code 
Were you referred by:  Friend or Family __________________________________  Dental Insurance   Internet/ Website? 
  Their Name 

Complete if someone other than the patient is responsible  
 
_________________________________________|_____________|____________________________________________________ 
First Name                                                         
__________________________|_______________|___________________________________|_____________________________ 
Social Security #           Phone                                      E mail Address  Relationship to patient 
________________________________________________________________|________|____________|__________|__________ 
Mailing Address                                                                        Zip Code 
 
Health Information - If yes, explain on the line below  
 
Within the last year have there been any changes in your general health?      
____________________________________________________________________________________________________________ 
Have you ever had complications following dental treatment?                         
____________________________________________________________________________________________________________ 
Are you currently under the care of a physician due to a specific condition?    
____________________________________________________________________________________________________________ 
Have you been hospitalized within the past 5 years due to surgery or illness?    
____________________________________________________________________________________________________________ 
Are you currently taking any prescription or non-prescription medications?         
____________________________________________________________________________________________________________ 
Are you allergic to any drugs, medications or latex?                                                  

 
If yes, list allergies

 
Do you require pre-medication prior to treatment?                                                       

 If yes,
 
then why?

 
When was your last visit to the dentist? ___________________________________________________________________________ 

Circle any of the following you have had: The following confidential information is for our records only. 

If any of the above are marked, please explain:             ____________________________________________________________ 
Female Patients Are you pregnant? ______________ Due Date _______________________. 
I hereby certify that the answers to the forgoing questions are accurate to the best of my knowledge. Since a change in my medical condition or medications I take 
can effect dental treatment,  I understand the importance of and agree to take the responsibility to notify the dentist of any changes at any subsequent appointment. 

 
Signature: ____________________________________Date: ____________Relation to patient: ____________________________ 

|      Yes                   |      No

|      Yes                   |      No

|      Yes                   |      No

|      Yes                   |      No

|      Yes                   |      No

|      Yes                   |      No

|      Yes                   |      No

Apt #              City                  State         

Middle Name       Last Name       

Apt #               City                  State     

 Middle Name  

Date of Birth               Marital Status 

 Home Phone                      Mobile Phone

Check

Please email please email completed form to:  
Cottonwoodfamilydental@gmail.com

mailto:Cottonwoodfamilydental%40gmail.com?subject=
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