
 
 

Lakeside Cosmetic & Family DentistryLakeside Cosmetic & Family DentistryLakeside Cosmetic & Family DentistryLakeside Cosmetic & Family Dentistry    
 

 Patient InformationPatient InformationPatient InformationPatient Information:    
 
Name:Name:Name:Name: ________________________________________   ________________________________________   ________________________________________   ________________________________________  Preferred Name:Preferred Name:Preferred Name:Preferred Name: ___________________________ ___________________________ ___________________________ ___________________________    
    
Address: ___________________________________ City: ______________ State: _______  Zip: ________Address: ___________________________________ City: ______________ State: _______  Zip: ________Address: ___________________________________ City: ______________ State: _______  Zip: ________Address: ___________________________________ City: ______________ State: _______  Zip: ____________    
    
Phone: (mark preferred)       Home: _Phone: (mark preferred)       Home: _Phone: (mark preferred)       Home: _Phone: (mark preferred)       Home: ___________________________________________________      Work: _______________      Cell: ____      Work: _______________      Cell: ____      Work: _______________      Cell: ____      Work: _______________      Cell: ______________________________________________    
    
Sex: M / F  Birthdate: ______  Age: ____  SS# ___________       Single Sex: M / F  Birthdate: ______  Age: ____  SS# ___________       Single Sex: M / F  Birthdate: ______  Age: ____  SS# ___________       Single Sex: M / F  Birthdate: ______  Age: ____  SS# ___________       Single         Married     Married     Married     Married        Divorced    Widowed   Divorced    Widowed   Divorced    Widowed   Divorced    Widowed    
    
Email: _________________________Email: _________________________Email: _________________________Email: ________________________________________________________________________________     _______________________________________________________     _______________________________________________________     _______________________________________________________                             
    
Patient Employed By: ____________________________ Occupation: _________________________________Patient Employed By: ____________________________ Occupation: _________________________________Patient Employed By: ____________________________ Occupation: _________________________________Patient Employed By: ____________________________ Occupation: _________________________________    
    
Whom may we thank for referring you? _______________________________________________Whom may we thank for referring you? _______________________________________________Whom may we thank for referring you? _______________________________________________Whom may we thank for referring you? ___________________________________________________________________________________________    
    
In case of emergency who should be notified? ________________________  Phone: _In case of emergency who should be notified? ________________________  Phone: _In case of emergency who should be notified? ________________________  Phone: _In case of emergency who should be notified? ________________________  Phone: _____________________________________________________________________________________________ 

 

 Primary InsurancePrimary InsurancePrimary InsurancePrimary Insurance: 
 

Person Responsible for Account: _______________________________________________________________Person Responsible for Account: _______________________________________________________________Person Responsible for Account: _______________________________________________________________Person Responsible for Account: _______________________________________________________________    
    
Relation to Patient: Relation to Patient: Relation to Patient: Relation to Patient: ________________  Birthdate: _______________  Subscriber ID#: ____________________________________  Birthdate: _______________  Subscriber ID#: ____________________________________  Birthdate: _______________  Subscriber ID#: ____________________________________  Birthdate: _______________  Subscriber ID#: ____________________    
    
Person Responsible Employed By: ______________________________________________________________Person Responsible Employed By: ______________________________________________________________Person Responsible Employed By: ______________________________________________________________Person Responsible Employed By: ______________________________________________________________    
    
Insurance Company: ___________________________________________  Phone: ___Insurance Company: ___________________________________________  Phone: ___Insurance Company: ___________________________________________  Phone: ___Insurance Company: ___________________________________________  Phone: _______________________________________________________________________________ 
 

 Additional InsuranceAdditional InsuranceAdditional InsuranceAdditional Insurance: 
 

Subscriber Name:_________________________________________________________________________Subscriber Name:_________________________________________________________________________Subscriber Name:_________________________________________________________________________Subscriber Name:_________________________________________________________________________    
    
Relation to Patient: ________________  Birthdate: _______________  Subscriber ID#: ____________________Relation to Patient: ________________  Birthdate: _______________  Subscriber ID#: ____________________Relation to Patient: ________________  Birthdate: _______________  Subscriber ID#: ____________________Relation to Patient: ________________  Birthdate: _______________  Subscriber ID#: ____________________    
    
Insurance CompanyInsurance CompanyInsurance CompanyInsurance Company: _____________________________________________  Phone: _____: _____________________________________________  Phone: _____: _____________________________________________  Phone: _____: _____________________________________________  Phone: _________________________________________________________________ 
 

 Authorization and ReleaseAuthorization and ReleaseAuthorization and ReleaseAuthorization and Release: 
 

I authorize my insurance company to pay to Dr. Heap or Dr. Snell all insurance benefits otherwise payable to me for services I authorize my insurance company to pay to Dr. Heap or Dr. Snell all insurance benefits otherwise payable to me for services I authorize my insurance company to pay to Dr. Heap or Dr. Snell all insurance benefits otherwise payable to me for services I authorize my insurance company to pay to Dr. Heap or Dr. Snell all insurance benefits otherwise payable to me for services 
rendered. I understand trendered. I understand trendered. I understand trendered. I understand that I am financially responsible for all charges whether or not paid by insurance.hat I am financially responsible for all charges whether or not paid by insurance.hat I am financially responsible for all charges whether or not paid by insurance.hat I am financially responsible for all charges whether or not paid by insurance.    
    

Dr. Heap & Dr. Snell may use my health care information and may disclose such information to my insurance company(ies) and Dr. Heap & Dr. Snell may use my health care information and may disclose such information to my insurance company(ies) and Dr. Heap & Dr. Snell may use my health care information and may disclose such information to my insurance company(ies) and Dr. Heap & Dr. Snell may use my health care information and may disclose such information to my insurance company(ies) and 
their agents for the purpose of obtaining paymenttheir agents for the purpose of obtaining paymenttheir agents for the purpose of obtaining paymenttheir agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for  for services and determining insurance benefits or the benefits payable for  for services and determining insurance benefits or the benefits payable for  for services and determining insurance benefits or the benefits payable for 
related services, as pertaining to the HIPAA guidelines.related services, as pertaining to the HIPAA guidelines.related services, as pertaining to the HIPAA guidelines.related services, as pertaining to the HIPAA guidelines.    
    
    
Signed: __________________________________________________________  Date: ________________Signed: __________________________________________________________  Date: ________________Signed: __________________________________________________________  Date: ________________Signed: __________________________________________________________  Date: ________________    



 

 Dental HistoryDental HistoryDental HistoryDental History: 
 

ReasonReasonReasonReason for Today’s Visit: ___________________________________________________________________ for Today’s Visit: ___________________________________________________________________ for Today’s Visit: ___________________________________________________________________ for Today’s Visit: ___________________________________________________________________    
    
Date of Last Dental Cleaning: ______________________ Date of Last Dental XDate of Last Dental Cleaning: ______________________ Date of Last Dental XDate of Last Dental Cleaning: ______________________ Date of Last Dental XDate of Last Dental Cleaning: ______________________ Date of Last Dental X----Rays: ______________________Rays: ______________________Rays: ______________________Rays: ______________________    
    
Mark if you have had problems with any of the following: Mark if you have had problems with any of the following: Mark if you have had problems with any of the following: Mark if you have had problems with any of the following:     

� BadBadBadBad Breath Breath Breath Breath    
� Bleeding GumsBleeding GumsBleeding GumsBleeding Gums        
� Clicking or Popping JawClicking or Popping JawClicking or Popping JawClicking or Popping Jaw    
� Food Collection Between TeethFood Collection Between TeethFood Collection Between TeethFood Collection Between Teeth    
� Grinding TeethGrinding TeethGrinding TeethGrinding Teeth        
    
    

� Jaw Pain Jaw Pain Jaw Pain Jaw Pain     
� Loose or Broken TeethLoose or Broken TeethLoose or Broken TeethLoose or Broken Teeth    
� Loose or Broken FillingsLoose or Broken FillingsLoose or Broken FillingsLoose or Broken Fillings    
� Periodontal TreatmentPeriodontal TreatmentPeriodontal TreatmentPeriodontal Treatment    
� Sensitivity to ColdSensitivity to ColdSensitivity to ColdSensitivity to Cold    
    
    

� Sensitivity to HotSensitivity to HotSensitivity to HotSensitivity to Hot    
� Sensitivity when BitingSensitivity when BitingSensitivity when BitingSensitivity when Biting    
� Sensitivity to SwSensitivity to SwSensitivity to SwSensitivity to Sweetseetseetseets        
� Sores or Growths in your Sores or Growths in your Sores or Growths in your Sores or Growths in your 

MouthMouthMouthMouth

Is there anything you would like to change about the appearance of your smile? ________________________________Is there anything you would like to change about the appearance of your smile? ________________________________Is there anything you would like to change about the appearance of your smile? ________________________________Is there anything you would like to change about the appearance of your smile? ________________________________    
    
How often do you brush? ____________________________ How often do you floss? ______________________How often do you brush? ____________________________ How often do you floss? ______________________How often do you brush? ____________________________ How often do you floss? ______________________How often do you brush? ____________________________ How often do you floss? ______________________    
 

 MediMediMediMedical Historycal Historycal Historycal History:  
 

Physician’s Name: ____________________________________  Phone: ______________________________Physician’s Name: ____________________________________  Phone: ______________________________Physician’s Name: ____________________________________  Phone: ______________________________Physician’s Name: ____________________________________  Phone: ______________________________    
    

Have you had any serious illnesses or operations?  Yes / No   If yes, describe: _______________________________Have you had any serious illnesses or operations?  Yes / No   If yes, describe: _______________________________Have you had any serious illnesses or operations?  Yes / No   If yes, describe: _______________________________Have you had any serious illnesses or operations?  Yes / No   If yes, describe: _______________________________    
    

Have you ever had a blood transfuHave you ever had a blood transfuHave you ever had a blood transfuHave you ever had a blood transfusion?  Yes / No   If yes, give approximate dates: ____________________________sion?  Yes / No   If yes, give approximate dates: ____________________________sion?  Yes / No   If yes, give approximate dates: ____________________________sion?  Yes / No   If yes, give approximate dates: ____________________________    
    

Has it ever been necessary for you to preHas it ever been necessary for you to preHas it ever been necessary for you to preHas it ever been necessary for you to pre----medicate for dental appointments?  Yes / No   If yes, describe: _____________medicate for dental appointments?  Yes / No   If yes, describe: _____________medicate for dental appointments?  Yes / No   If yes, describe: _____________medicate for dental appointments?  Yes / No   If yes, describe: _____________    
    
    

Mark if you have or have had any of the following:Mark if you have or have had any of the following:Mark if you have or have had any of the following:Mark if you have or have had any of the following:  
 

�   Anemia  Anemia  Anemia  Anemia    
�   Arthritis, Rheumatism  Arthritis, Rheumatism  Arthritis, Rheumatism  Arthritis, Rheumatism    
�     Artificial Heart Valves    Artificial Heart Valves    Artificial Heart Valves    Artificial Heart Valves    
�     Artificial Joints    Artificial Joints    Artificial Joints    Artificial Joints    
�     Asthma    Asthma    Asthma    Asthma    
�     Back Problems    Back Problems    Back Problems    Back Problems    
�     Blood Disease    Blood Disease    Blood Disease    Blood Disease    
�     Cancer    Cancer    Cancer    Cancer    
�     Chemotherapy    Chemotherapy    Chemotherapy    Chemotherapy    
�     Chemical Dependency    Chemical Dependency    Chemical Dependency    Chemical Dependency    

�     Circulatory Problems    Circulatory Problems    Circulatory Problems    Circulatory Problems    
�     Cortisone Treatments    Cortisone Treatments    Cortisone Treatments    Cortisone Treatments    
�     Cough, Persistent    Cough, Persistent    Cough, Persistent    Cough, Persistent    
�           Diabetes  Diabetes  Diabetes  Diabetes    
�     Epilepsy    Epilepsy    Epilepsy    Epilepsy    
�     Fainting    Fainting    Fainting    Fainting    
�     Glaucoma    Glaucoma    Glaucoma    Glaucoma    
�     Heart Murmur    Heart Murmur    Heart Murmur    Heart Murmur    
�  Heart Problems Heart Problems Heart Problems Heart Problems    
�   Hemophilia  Hemophilia  Hemophilia  Hemophilia    

� Hepatitis ___Hepatitis ___Hepatitis ___Hepatitis ___    
� High Blood PressureHigh Blood PressureHigh Blood PressureHigh Blood Pressure    
� HIV / AIDSHIV / AIDSHIV / AIDSHIV / AIDS    
� Kidney DiseaseKidney DiseaseKidney DiseaseKidney Disease    
� Liver DiseaseLiver DiseaseLiver DiseaseLiver Disease    
� Mitral Valve ProlapseMitral Valve ProlapseMitral Valve ProlapseMitral Valve Prolapse    
� PacemakerPacemakerPacemakerPacemaker    
� Radiation TreatmentRadiation TreatmentRadiation TreatmentRadiation Treatment    
� Respiratory DiseaseRespiratory DiseaseRespiratory DiseaseRespiratory Disease    
� Rheumatic FeveRheumatic FeveRheumatic FeveRheumatic Feverrrr    

� Scarlet FeverScarlet FeverScarlet FeverScarlet Fever    
� Shortness of BreathShortness of BreathShortness of BreathShortness of Breath    
� StrokeStrokeStrokeStroke    
� SwellingSwellingSwellingSwelling of of of of    Feet or Feet or Feet or Feet or AnklesAnklesAnklesAnkles    
� Thyroid ProblemsThyroid ProblemsThyroid ProblemsThyroid Problems    
� Tobacco HabitTobacco HabitTobacco HabitTobacco Habit    
� TuberculosisTuberculosisTuberculosisTuberculosis    
� TonsillitisTonsillitisTonsillitisTonsillitis    
� UlcersUlcersUlcersUlcers    
� Veneral DiseaseVeneral DiseaseVeneral DiseaseVeneral Disease    

 

Women:           Are you pregnant?   Yes / No Women:           Are you pregnant?   Yes / No Women:           Are you pregnant?   Yes / No Women:           Are you pregnant?   Yes / No     Nursing?    Yes / NoNursing?    Yes / NoNursing?    Yes / NoNursing?    Yes / No    Taking birth control pills?   Yes / NTaking birth control pills?   Yes / NTaking birth control pills?   Yes / NTaking birth control pills?   Yes / Noooo    
 

MedicationsMedicationsMedicationsMedications    
List medications you are currently taking:List medications you are currently taking:List medications you are currently taking:List medications you are currently taking:    

AllergiesAllergiesAllergiesAllergies    
List any allergies you are aware of:List any allergies you are aware of:List any allergies you are aware of:List any allergies you are aware of: 

_________________________________ 

_________________________________

_________________________________

_________________________________ 

_________________________________

_________________________________

_________________________________

______________________________

The above information is accurate and complete to the best of my knowledge. I will not hold Dr.Snell, Dr. Heap or any member The above information is accurate and complete to the best of my knowledge. I will not hold Dr.Snell, Dr. Heap or any member The above information is accurate and complete to the best of my knowledge. I will not hold Dr.Snell, Dr. Heap or any member The above information is accurate and complete to the best of my knowledge. I will not hold Dr.Snell, Dr. Heap or any member 
of their staff rof their staff rof their staff rof their staff responsible for any errors or omissions that I may have made in the completion of this form.esponsible for any errors or omissions that I may have made in the completion of this form.esponsible for any errors or omissions that I may have made in the completion of this form.esponsible for any errors or omissions that I may have made in the completion of this form.    
    
Signed: ______________________________________________  Date: ____________________________Signed: ______________________________________________  Date: ____________________________Signed: ______________________________________________  Date: ____________________________Signed: ______________________________________________  Date: ____________________________ 


