
PleasQ fill in oll the infotmatian ds accurutety 6s possibre. the lnformalion you provide will assist in
formulating a complete health profile. All Answers are confidential.

Todays Date:_

Date of I'rlh

Sex 

- 

SS#: Email Address

Address Clty Slate 

- 

Zip Code

Home Phone ( ) Cell Phone ( )- FAX #

Contact name/number:Name of facility/group home

LEGAL GUARDIAN/POWER OF ATTORNEY *(PROVIDE GUARDIANSHIP PAPERS)

Name Relalionship

Home Phone { }- Cell Phone ( )-
Narne Relationship

Home Phone ( )

Work Phone { )

INSURANCE IN F O RM AT IO N *(PROVIDE COPYS OF ALL INSURANCE CARDS FRONT & BACK)

PRIMARY
lnsurance Carrier

Conlact Number

Group Number

MEDICARE #:

ADDITIONAL INSURANCE
SECONOARY
NAME OF INSURED:

cell Phone ( )- Work Phone ( )-

lnsurance Plan

Pclicy Number

Social Security Number

MEDICAID #:

r-(PROVIDE COPYS OF ALL INSURANCE CARDS FRONT & BACK)

RELATIONSHIP TO PATIENT:

BIRTHDAY OF INSURED

INSURANCE CARRIER:

SOCIAL SECURITY # OF INSURED:

POLICY NUMBER:

ADDITIONAL INSURANCE 
*(PRovlDE coPYs oF ALL lNsuRANcE cARDs FRoNr & BAGK)

NAME OF INSURED: RELATIONSH IP TO PATIENT:

INSURED ADDRESS:

EMPLOYER:

BIRTHDAY OF INSURED

INSURANCE CARRIER:

SOCIAL SECURITY # OF INSURED

POLICY NUMBER:

INSURED ADDRESS:

EIvIPLOYER:

'PLEASE NOTE IF INSURANCE PROVIDED IS INACCURATE OR INACTIVE YOU WILL BE RESPONSIBLE FOR PAYMENT'

Patient lntak0 Fbrm

PATIENT INFORMA?ION

First Name- Last Name *---



Please fitl in oll the informotion os occurotety os possible. The information you provide will assist in
,ormulating a comprete hea tth profile".All Answers are contidential.

PATIENT INFORMATION

F;rst Name Last Name Date of Blrth

PATIENT'S DENTAL HIS1ORY

REASON FOR THIS
vrsrT: PLEASE CHECK IF YOU HAVE ANY OF

THE FOLLOI/IIING:

LAST DENTAL VISIT:

WHAT WAS DONE?

NAME OF PREVIOUS DENTIST:

IS PATIENT COOPERATIVE?
EXPLAIN-

HAVE YOU HAD X.RAYS TAKEN WHEN/ I'YHERE?

"SUPPLYA COPY.,

ANY DIFFICULT EXTRACTIOI{S ll,l THE PAST?

HAVE YOU EVER HAD ANY PROLONGED
BLEEDIT{G FOLLOWING EXTRACTIOI{S?

IS THE PATIENT EOENTULOUS {WTHOUT
TEETH) ?

OO YOU WEAR DENTURES OR PARTI,ALS, IF
YES, OATE OF PLACEMENT?-

HAVE YOU NOTICED ANY LOOSENING OF YOUR
TEETH?

HAVE YOU EVER HAD PERIODONTAL
TREATMENT (GUMS)?-

BAD BREATH

BLEEDING GUIIS

BLISTERS ON LIPS OR iiOUTH

SORES'LUi'PS AROUND I'OUTH

CHEU' OiIE SIDE OF MOUTH

CIGARETTE/CIGAR SMOKING

TOBACCO CHEWING

GRINDING TEETH

SWELLIIT|G OF GUIrS

ORY MOUTH

TUBE FED

MOUTH PAIN

SENSITIVITY TO HOT

SE STTIV|TY TO COLD

SENSITIVITY TO SWEETS

IF SO WHERE...

_JAW tNJURtES EXPLAIN..._

*TEETH PAIN EXPLAIN...-

Patient lntake,,'Form

HAVE YOU EVER WORN A BITE PLATE OR
OTHER APPLIANCE?-



Pledse fill in otl the information os accwately os possibte. The lnformation you provide will assist in
formulating a complete health profi,e. All Answers are cont}dential.

PAIIENT INFORMATION

Put a check next to all thal apply
_ Abno.mal Bloodlng aftor artaction3, Surg.ry or trauma
_ erplain:_
_A0o
_ AOriD
_ AIDS or HIY po.ltivo
_ Alcoholbm
_ Allholmers, damanlia
_ Anemla cr Hornopillla
_Anglna
_ Anxiattt or depro33ion
_ Arihrt$s, Rloumatiim
_ Artmcial ioint....rplain:_

Deprsssion,..

_ Dlabltes
_ Oown Syndromo
_ Eating disordsr
_ Epllepsy.....dato ot laBl sgizu.s and frequency_

_ Fainting or dizzy spslls explain_

_ Foading tubo
_ Fetal Alcohol Syndromo
_ Fraglls X
_ Ganotlc ayndrome
_ Glaucoma
_ Hay fever or *inus trouble
_ H.aring lmpaired
_ H.art Atteck
_ Heart condition.....expl!ln_

_ Haarl murmur
_ Haart Surgsry...axpla

_ Atllticlal ho.rl yalya....arplain:_

_ A3lhma or Emphys€ma
_ Auli3m
_ Arpergers
_ Back problsmi
_ Bifolar
_ Blind
_ 8,ood dis€rso...oxplain

_ Bl€6ding disordar...erplain

_ Trllng blood thinrl6r3

- 
Plavir

_ Eliquig
Coumadin

_ Lrvonox
_ Canccr..

_ Can 3wallor pill6?
_ Cerobral P.lsy
_ Crfvical Spins tusirn
_ Chemical Dop€ndency....explain

_ Chemoth3repy
_ Ch$l pain
_ Circulatory problem3
_ Catrgenatal Haart D&toct...oxplain

_ CortlEona lsatmont
_ Cough, porslstent or bloody..".explaln_

_ Haadachag
_ Hepatitls {A,B,C, or carrior}....erplain_
_ Hsmophili.
_ Horpei or cold soros.
_ High blood prassure
_ Hivos
_ Huntlngtona dlloase
_ llypoglycomia
_ lntslloctual disabllity,..orplaln and lndlc.to mlld,
mod€rate, or advancod)

lniermlttanl Exploslve Dlsorder
Jaundica
Jaw pain
Kidney dlsraEo
Leukemia
Laver DiBaa$6
Low blood prs3suro
Lung or braathlng problema
Mallgnanl hyp€rthsrmia
iligrainos
Itiitral valve prolap8s
It onlal Rotardation
iits
f,tuscular Dystrophy
Narvou$ problom3

_ Cy$tb tlbrsls
O.ef

Patient lntake form rt

Firsl Name 

- 

Lasl Name Date of Blrth



Please til! in oll the infurmatian os occurat€ry os possibre. The lnforrna$on you provide will assistr in
formulating a complete health profile. All Answers are confidential.

PATIENT INFORMATION

First Name- Last Narne Date ol Bidh

Put a check next to all that apply
_ llourologic condition
_ l{on-Verbal
_ Obseasive-compulslve dlsorder
_ Organ Transplant...explai

_ Orygen us6 or uss of C-PAP machin.....erplain_

_ Pacsmaksr
_ Phobic
_ PlcA
_ Poat-traumatlc afo3s disordor
_ nrdiation traatmant
_ R.tt'3 Syndrome lourettss
_ Ro3plratory dls.is....explaln_
_ Rheumalic tev6r o. hrart diBers3,...rpl.in_
_ Scarlal l6Yor
_ Schtsophr.nla
_ S.lzuroa...oxpl.ln drto ot Ittt and frequency_

_ Sinur prcblams
_ Skin rash
* Slo6p apnoa spoclty trertad oluntroatod

_ Speclal Olot....erplaln

_ Spina blfile
_ Spinal cord dissasa...s

Please list any condition or illness patient
may haye that has not been mentioned:_

Have you eyer been hospitalized for any
illness or operation? explain:_

Allergies:

Height:_Weight: _ Sex: Age:_

Medications: **Attach a list*'
Do you require pre-medicalion (antibiotic)
before dental work?

Have you evsr taken Fosamax, Boniva,
Actonel, Didronel, Reclasl or any medication
contain ing bisphosphonat€s? Explain_

Any contradictions to goneral anesthesla?
..-where

-Spinal 
Fusion

_ Stokr....sxplai

_ Srvollon fGet, ankls3 or hand3...erplaln

_ Swollor! nock or glands
_ Slomach ulcer3
_ Thyroid Dbsa3e
_ ThrombocytopanL
_ Tracheoslomy
_ Traumttic Erain injury
_ Tonsilltls
_ fuborculosl3
_ Iumors...expl8ln _
_ Ulcor
_ Vinsroal dllaass

- 
Whool chalr bound, u3o of crns ,salker or sttetcher...

ls sedation noeded?
Primary Care Doctor:_
Phone number:
Far:
Add ress:

Date of last Physical exam:_
Pharmacy:_
Phone number:
Address:

axpla

FormPatient lntake

_ Shortnoss of broath
_ Slcklo Call Olraasa o, trall...axplain_



SPECIAL N EEDS PATIENT If{FORMATION

DOB

SIN PAT NTs ADDRESS

S/N PATIENTS MEDICAL CONDITIOI\

FACILITY FAX#

SUPERVISOR T-MAIL

* * 
I F M U LTIPLE I NSU RAN CES/WHO:;E I NSU RANCE/RET.ATIONSH I P/AN D THEr R DO B

ww
YES or NODO THEY NEED SEDATION?

WHO IS LEGAL GUARDIAN?

LAST DENTLVISIT

PHON E#

xre
ANY X-RAYS? YES or N0

APPOINTMENT SCHEDULED FOR

S/N PATIENT NAME---

FACILITY NAME-- SUPERV1SOR NAME-_-

FACILITY PHONE#- SUPER\/ISOR CELL#-

DENTAL INSURANCE- MEMBER IDf-_

MOTHERS NAME- FATHERS NAME-

REFERRED BY



PATIENT CONSENT FORM

I understand that, under the Health tnsurancts Portabllity & Accountablllty Act of
1996 (HIPAA), I haye certaln rights to pilvaoy regarding my protected heallh
lnformatlon, I uoderstand tnat tnts lnformation can and wlll be used t0:

. Conduct, plan and dlroct my treatment and follow-up among the multiple
healthcaro provtders who may bo lnvolved h thal treAlmenl dlroclly and
indirectly.

r Obtain payment from lhlrd.party peyors,
! Conduct normal healthcaro oporatlons such as quallty assessments and

physlclan certlflcatlons,

I have been lnformed by you of your Norice ot Prlvacy Practlces contalning a
more complete doscriptlon of the uses and dlsclosuros of my health lnformallon. I

have bson given tho right to revlow such Notloo of Privacy Pracflcos plior to
signlng thls consent. I understand that this organlzation hes the right to change
Its Nol/co of Prlvacy practlcss frorn tims to tlme and that I may contact this
olganlzatlon at any tlme at the address below lo obtain a current copy of tho
Notlce of Privaay Pracllces.

lunderstand that I m6y rgqusst in rvrltlng that you restrlct how my prlvale
lnformatlon is usod or dlsclosod to carry out trsatmsnt, payment, or health care
operallons, I also undsrstand you are not requlrsd to agree to my rgquested
rostrlctlons, but lf you do agree then you ar8 bound to ablde by such rsstrlctlons.

lunderstand that I may rovoke thls consent in wrltlng at anytlme, except tg extent
lhal you hav6 taken actlon rslylng on this consont,

Patlont Name:

Slgnature:

Rslatlonshlp to Palienll

Date:

SIMPLY SPECIAL DENTAL OF VOORHEES
RICHARD ROSENTHAL, DMD, JD

lOOO WHITE HORSE ROAD
SUITE 916

VOORHESS TOWNSHIP, NJ 08043

(856)-772-0007
(856)-545-32e5(FAX)

s I MPLYSPECTALDENTAL@YAHOO.COM
SIMPLYSPECIALDENTALVOORHEES@GMAIL.COM



Patient lnformation Update
*x****Please provlde updated medicatlon llst, insurance cards, guardlanshfp papers**+***

Todav's Drte

PtstJenh Name DOB

Address -_

Faclllfy Name

Faci ty phone fl-- Fac tty Fax f .....-.-.--
Prlma ry Aid Name_

emall

P ho nefl

Supervlsor Name P hone H

ema r

r.i. i. r*1r,tt r+r +. a a rt+.ra {aaa la ittr ta aari l,i,t lrt a,tt.+ alt I r aa +a ltl+t+alitatta aatatltatiaa+a raaiatata t l*taataariaarr a t. *.i+r r

Today's Wejgh Ioday'5 Helgh 8M

Llst health changes ln past year

Prlmary Care Phy5lclan Name

Pr)mary Care Physlclans Addres5_

LeSalcua.dlan Name_ Relatlonshlp

LesalGuardlan Phone fl

art i+*tr rr'ttaraltrtr+ rit{rt rlr rarrrtr$atatt}ttttltttattiat aa*iatt*rart tata+ttrttta+att*tr'r*taral at

Denta'lnsurance

ll* ++lal i*a * a a.r.l a + {

Me mber lD fi

Carrie15 addres5

Member lD fl

Carrlers Narne

Carrlers DOg

Carrlers adclress

Carrlers Relatlonrhlp to Patlent

Prlmary Care Physlclans Phone r-.--- faxff_ I _
I ti r I it+r r+rrat ar a r* li* *rr +l trr aar* iri rraar arra aar(+itraaa aar+r ar,rrrrlrrrar aartrtt,trtaiar,r rrt*rr,rr rlcrtrrr rr rtlat r ai, + t* i i t

l

Mothers Name

Fathers Nirme

I

l

I

-.r-F__-
Carrlers DO8---- Carrters Relafl onshtp to pafl ent_-_-____--_:_-_-_

I

Addtttonat tnsurance l......1--


