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PATIENT INFORMATION:         Date  ___________ 
 
Patient:  ________________________  _________________________  ___________     ___________________     
 Last First                 MI  Preferred Name 
 
Street Address  ________________________________________City _________________ State ________ Zip ________ 
 
Home Phone  ________________    Business Phone:  ____________________  Cell:  _____________________________ 
 
Birth Date  _______________  Age______       Sex: M/F      Single-Married-Widowed-Separated-Divorced 
 
Patient S.S#________________________ 
 
Employed By:__________________________  Address__________________________ 
 
Whom may we thank for referring you?___________________________________________________________________ 
 
SPOUSE/PARENT INFORMATION: 
 
Name:  ___________________________   __________________     ____________   Birth Date__________________ 
 Last                                      First                   MI                     
 
Employed By:_________________________  Address______________________________________________________ 
 
Business Phone#  _____________________  Ext: _________ 
 
INSURANCE INFORMATION: 
 
Primary Insurance Coverage: 
Name of Insured:  _____________________     Relationship  to Patient:  Self / Spouse / Dependent 
 
S.S# of Insured:  ________________  Birth Date:  ___________________ 
 
Name of Dental Insurance Co.:  _____________________________  Group #_____________________________________ 
           BRING INSURANCE CARD TO FRONT DESK 
 
Secondary Insurance Coverage: 
 
Name of Insured:  _____________________     Relationship  to patient:  Self / Spouse / Dependent 
 
S.S# of Insured:  ________________  Birth Date:  ___________________ 
 
Name of Dental Insurance Co.:  _____________________________  Group #_____________________________________ 
           BRING INSURANCE CARD TO FRONT DESK 
 
FINANCIAL AGREEMENT: 
 
I acknowledge that payment or insurance co-payment (if applicable) is due at the time of treatment unless other specific arrangements 
are made.  I agree that I am solely responsible for all fees for services provided.  I accept full financial responsibility for all charges not 
covered by insurance. I will make timely/reasonable payments to clear any monies owed as designated by Dr. Gordon’s practice.  I 
agree to clear overdue balances within 120 days unless other arrangements are authorized by Dr. Gordon’s office. 
 
In order for the office to contain increasing administration costs, a 1.50% per month service charge (18% per annum) will be charged on 
all account balances outstanding beyond 60 days.   
 
I have read, understand, and accept the above financial agreement: 
 
X ___________________________ ______                      (TURN OVER AND COMPLETE OTHER SIDE) 
    SIGNATURE OF PATIENT/ PARENT    DATE 



 

MEDICAL HISTORY 
 

IT IS IMPORTANT THAT YOU COMPLETE THIS MEDICAL HISTORY FORM IN ITS ENTIRETY SO THAT 
ACCURATE DIAGNOSIS AND TREATMENT MAY BE PERFORMED ACCORDING TO YOU OR YOUR 
CHILD’S GENERAL HEALTH AND WELLBEING. 
 
EMERGENCY CONTACT: NAME: _______________________ TEL #: _______________________________ 
 
DRUG / MEDICINE ALLERGIES: Circle if you have had an Adverse reaction to: 
 PENICILLIN CODEINE ERYTHROMYCIN  TETRACYCLINE 
 ASPIRIN LATEX  ANESTHETICS  OTHER- List: _________________________ 
 
PHARMACY INFORMATION:  _________________________TEL #:  ________________________________ 
  
ARE YOU PRESENTLY UNDER THE CARE OF A PHYSICIAN? Yes / No 
IF YES, WHAT IS THE CONDITION OR NATURE OF THE ILLNESS? 
________________________________________________________________________________________ 
 
DATE OF LAST PHYSICAL  ____  PHYSICIAN'S NAME / ADDRESS / TEL.: ______________________ ____ 
DO YOU SMOKE?  YES  / NO   IF YES, HOW MANY PACKS/DAY:  __________ 
 
LIST ALL PRESENT MEDICATIONS:  _________________________________________________________  
________________________________________________________________________________________ 
 
PLEASE CIRCLE ITEM IF YOU HAVE YOU EVER BEEN DIAGNOSED OR TREATED FOR: 
   
HEART MURMUR DIABETES HEART DISEASE OSTEOPOROSIS COLITIS 
ARTHRITIS GLAUCOMA HEART ATTACK CANCER CHEST PAINS 
KIDNEY PROBLEMS HEPATITIS ASTHMA AIDS/ARC/HIV ANEMIA 
DIZZINESS DELAYED HEALING RHEUMATIC FEVER ULCERS STROKE 
SINUS PROB TUBERCULOSIS SEIZURES HERPES TRANSPLANT 
THYROID PROB. .  NERVOUS DISORDERS LIVER PROB  
ABNORMAL BLEEDING  SHORTNESS OF BREATH JOINT REPLACEMENT  
HIGH BLOOD PRESSURE  CIRCULATORY PROB. 
 
IN-HOSPITAL SURGERY- List:  _______________________________________________________________ 
 
DO YOU TAKE OR HAVE YOU TAKEN BISPHOSPHONATES (FOSAMAX,ACTONEL, BONIVA)?       Y      N 
 
FOR WOMEN: IS THERE A POSSIBILITY THAT YOU MAY BE PREGNANT?  Yes / No 
   ARE YOU TAKING BIRTH CONTROL PILLS?  Yes / No 
   ARE YOU NURSING?  Yes / No 
THE INFORMATION GIVEN IS ACCURATE TO THE BEST OF MY KNOWLEDGE. 
 
X  ___________________ ______ 
     SIGNATURE OF PATIENT      DATE 
 
FOR MINOR/CHILD: I, being the parent or guardian of ________________ do hereby request and authorize 
the dental staff to perform necessary dental services for my child, including but not limited to X-rays and the 
administration of local anesthetics, which are deemed advisable by the doctor, whether or not I am present at the 
actual appointment when the treatment is being rendered. 
 
X  ____________________________ ______ 
    SIGNATURE OF PARENT / GUARDIAN  DATE 
 
 
 
 
_________________________________________________________________________________________ 


