
PATIENT  INFORMATION   FORM
Welcome to our office.  We appreciate the confidence you place with us to provide dental services.  To assist us in serving you, 

please complete the following form.  The information provided on this form is important for your dental health.  If there have 

been any changes in your health, please tell us.  If you have any questions, don’t hesitate to ask. 

Patient's Name:_______________________________________________________Date of Birth:______________   (Female) or (Male)   Today's Date:______________
[If applicable, Parent and/or Guardian's Information Below]

Gaurdian's Name:________________________________________Relationship to Patient?_________________Gaurdian's Phone#:____________________________

Home Address:______________________________________________________City:_____________________________________State:_______Zip:_____________ 

Billing Address (if different): ________________________________________________City:________________________________State:_______Zip:_____________ 

Home#: ___________________________Cell#:____________________________ Email: _______________________________________________________________

Patient's Social Security Number (SSN): ___________________________Employer/Occupation or School: ________________________________________________

Spouse and/or Emergency Contact Name:  ______________________________________________________Their Phone#: __________________________________ 

Name of Primary Dental Insurance:_________________________________________Member/Subscriber ID#:_____________________________________________ 

Name of Secondary Dental Insurance: ________________________________________Member/Subscriber ID#: ___________________________________________ 

Name of the Policy Holder for Patient's Dental Insurance(s) : _____________________________________________________________________________________

Policy Holder's Date of Birth: ___________________________________Policy Holder's Social Security Number (SSN): _______________________________________

Name & Location of Patient's Medical Doctor: _________________________________________________________________________________________________

Date of last visit to a medical doctor: ____________________Referred By (or found us through): _____________________________________________________ 

DENTAL   HEALTH   HISTORY
Yes No

How often do you brush?  ______________________________

How often do you fl oss?  ______________________________

Does your jaw make noise so that it bothers you
        or others?

Do your jaws ever feel tired?

Do you find jaw pain or discomfort extremely

frustrating or depressing?

Do you take medications or pills for pain or discomfort

(pain relievers, muscle relaxants, antidepressants)? 

Do you have a temporomandibular (jaw) disorder (TMD)?

Are you a habitual gum chewer or pipe smoker? ■

Yes No

Are you apprehensive about dental treatment?
Have  you  had  problems  with  previous  dental  treatment?
*If "Yes" to either please explain: _______________________
_________________________________________________
_________________________________________________
_________________________________________________

Are  your  teeth  sensitive? 
*If  "Yes" please explain: ______________________________
_________________________________________________
_________________________________________________
_________________________________________________

Do you take fluoride supplements?

Are you dissatisfied with the appearance of your teeth?

Do you prefer to save your teeth?

Do you want complete dental care? ■
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Julie A. Konop, DDS 
4792 Dakota Street SE

Prior Lake, MN 55372 
Phone:  952-447-3777

Fax:  952-447-2877
Email:  info@blissfamilydental.com 

*Date of last Dental Cleaning & Exam and frequencies  (add durations 
if known; examples: "...went every 3" or "4" or "6 months;" or general 
number of years since last Dental Cleaning & Exam): 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________



Patient's Name: DOB: Today's Date:
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HEALTH  HISTORY 




