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McCordsville Family Dentistry
PATIENT INFORMATION

We are pleased to welcome you to our office. Please take a few minutes to fill out this
form as completely as you can. If you have any questions we’ll be glad to help you.

PERSONAL

Name________________________________________________________________________________________
Last First MI (Preferred)

Birthdate________________ SS#_____________________ Gender: [ ] M [ ] F Married: [ ] Y [ ] N

Work Phone__________________ Wireless Phone____________________ Wireless Carrier__________________

Email________________________________________________________________________________________

Preferred contact method [ ] HmPhone [ ] WkPhone [ ] WirelessPh [ ] Email
Student status if dependent over 19 (for ins) [ ] Nonstudent [ ] Fulltime [ ] Parttime

How did you hear about us?
_____________________________________________________________________________________________
(If someone referred you here, please write down their name so we can thank them.)

ADDRESS AND HOME PHONE

Address_______________________________________________________________

Address 2_____________________________________________________________

City______________________________ State________Zip_____________________

Home Phone__________________________

INSURANCE POLICY 1
Your relationship to subscriber: [ ] Self [ ] Spouse [ ] Child

Subscriber Name_______________________________________Subscriber ID # ________________________

Insurance Company
__________________________________________Phone______________________________

Employer____________________________Group Name_______________________Group #__________________
Please present insurance card to receptionist.

INSURANCE POLICY 2
Your relationship to subscriber: [ ] Self [ ] Spouse [ ] Child

Subscriber Name_______________________________________Subscriber ID # ________________________

Insurance Company
__________________________________________Phone______________________________

Employer____________________________Group Name_______________________Group #__________________



ACKNOWLEDGEMENT OF PRIVACY PRACTICES PATIENT CONSENT FORM
McCordsville Family Dentistry

7473 N 600 WMcCordsville, IN 46055
(317)335-3395

My signature confirms that I have been informed of my rights to privacy regarding my protected health
information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I understand
that this information can and will be used to:

● Provide and coordinate my treatment among a number of health care providers who may be
involved in that treatment directly and indirectly.

● Obtain payment from third-party payers for my health care services.
● Conduct normal health care operations such as quality assessment and improvement activities

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. I have been given the right to
review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider has
the right to change the Notice of Privacy Practices and that I may contact this office at the address above
to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations and I understand that you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by such
restrictions.

Patient Name: ______________________________________________ Date: _____________________

Signature: _______________________________________Relationship to Patient: _________________

Dependent family members also covered by this acknowledgement:

_____________________________________________________________________________________

_____________________________________________________________________________________

AUTHORIZATION TO RELEASE INFORMATION TO OTHERS

Many of our patients allow family members or others close to them to call and request information

regarding their condition and/or treatment. Under the requirements for H.I.P.P.A. we are not allowed to

give this information to anyone without the patient’s consent. If you wish to have your dental condition

and/or dental treatment disclosed to someone else indicate below. You have the right to revoke this

consent, in writing, except where we have already made disclosures in reliance on your prior consent.

€May Disclose My Information to the Following €Do Not Disclose My Information to Anyone But Me

1. ____________________________Relationship to Patient: ______________________ Date: ________

2. ____________________________Relationship to Patient: ______________________ Date: ________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

For Office Use Only: We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to

the following reason:

• The patient refused to sign •Communication Barriers •Emergency Situation •Other



DENTAL HISTORY

Patient Name: _________________________________________________ Date:
__________

What is the reason for your visit today?
_____________________________________________
______________________________________________________________________

________
If you were able to change anything about your smile, what would you change?
____________
______________________________________________________________________

________
Date of last dental visit________ Last dental cleaning________ Last full mouth
x-ray________
What was done at your last dental visit?
____________________________________________
Previous Dentist’s Name:
_________________________________________________________
How often do you have dental examinations?
________________________________________

How often do you brush your teeth? ______________ How often do you floss?
_____________

Do you have dental problems? Yes No If yes, please describe:
_________________

______________________________________________________________________
________

Please circle the correct response
to:

Sensitive to hot or cold? YES NO
Sensitive to Sweets?
YES NO
Sensitive when biting or chewing?
YES NO

Odors or bad tastes?
YES NO

Cold sores/blisters? YES NO
Gums bleed or hurt?

YES NO

Do you have loose teeth? YES NO
Change in your bite?

YES NO
Does food get caught between your teeth?

YES NO
Clench or grind your teeth?

YES NO
Bite your lips/cheeks?

YES NO
Bite your nails? YES NO



DENTAL HISTORY

Do you mouth breathe? YES
NO

Smoke or chew tobacco? YES NO
Had braces? YES NO

Treatment for gum disease?
YES NO

Mouth guard or bite plate? YES NO
Serious head/neck injury? YES NO

Clicking or popping in jaw?
YES NO

Pain in jaw joint/ear? YES NO
Difficulty chewing? YES NO

Headaches no neck aches?
YES NO

Satisfied with your teeth’s
appearance?

YES NO
Nervous about dental treatment?

YES NO
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