
adult form

Welcome! We want you to know that we will do our very best to provide you with the 
most pleasant dental experience possible. To help us in this we need to have both the 
front and back sides of this form filled out with as much detail as possible. We pride 
ourselves in our accuracy and our attention to detail, and it makes our jobs easier if 
we can get all of your information charted properly. Thank you for your patience.
Sincerely, Dr. Ammon Jones and Dr. Aaron Jones 

patient info

spouse info

health info

                                    _________________________________________________________   __________________________________
                                         name (first, mi, last)                   p referred name 

male female  married      single      widowed        full-time student     @______________________________

________________________    ___________________________________    _______________________________________________________
birth date (m / d / y) social security number     email address

( ______ ) _________ - _________        ( ______ ) _________ - _________         ( ______ ) _________ - __________     
home phone   work phone                cell phone            
                              
________________________________________________   ______________________________________________________________________
address (street/apt)           city                                     state                          zip code

                                    _________________________________________________________   __________________________________
                                         name (first, mi, last)                   preferred name 

________________________    ___________________________________    _______________________________________________________
birth date (m / d / y) social security number     email address

( ______ ) _________ - _________        ( ______ ) _________ - _________         ( ______ ) _________ - __________     
home phone   work phone                cell phone            
                              
________________________________________________   ______________________________________________________________________
address (if different)           city                                     state                          zip code

Please check any of the following that apply concerning your current health status:

[ ]  BLEEDING DISORDER

[ ]  CODEINE ALLERGY

[ ]  DIABETES

[ ]  EPILEPSY

[ ]  FAINTING/DIZZINESS

[ ]  HEAD/JAW INJURY

[ ]  AIDS/HIV+

[ ]  ALLERGIES:

____________________________

____________________________

[ ]  ARTIFICIAL JOINTS

[ ]  ASTHMA

[ ]  HEART DISEASE

[ ]  HEART MURMUR

[ ]  HEPATITIS

[ ]  HIGH BLOOD PRESSURE

[ ]  MENTAL DISORDERS

[ ]  PACEMAKER

[ ]  PENICILLIN ALLERGY

[ ]  PREGNANT NOW

due date ______________

[ ]  RHEUMATIC FEVER

[ ]  SINUS PROBLEMS
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If you are being treated by a physician who we may need to consult please explain and give his/her name and office number: 

________________________________________________________________________________________________

Please detail any unusual complication or reaction you may have had to previous dental treatment:

________________________________________________________________________________________________
________________________________________________________________________________________________

Are you particularly anxious about dental work? If so, do you prefer that we offer you Nitrous Oxide (laughing gas) or other sedation? 
________________________________________________________________________________________________
________________________________________________________________________________________________

Any preceding information that applies to me has been filled in correctly. 
If I have any pertinent changes in my health history prior to future dental visits I will inform you.

_________________________________________________________   ____________________________
signature             date

X

dental care
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X

employment info

insurance info

concent to examine

adult formdental care

FOR PATIENT
       ________________________________________________________   ______________________________                           

                 employer name                               work phone 

________________________________________________   ______________________________________________________________________
address (street/apt)           city                                     state                          zip code

for spouse          ________________________________________________________   ______________________________                           

                 employer name                                          work phone 

________________________________________________   ______________________________________________________________________
address (street/apt)           city                                     state                          zip code

Primary Insurance: patient’s relationship to insured:  self [ ]   spouse [ ]  child [ ]  other [ ]

_________________________________________________________   ___________________________________
name of insured                     insured’s birth date (d / m / y)
 

_________________________________________________________   ___________________________________
insured’s ssn or subscriber id                   group number

______________________________________________________________________________________________
insured’s address    city  state  zip code

_________________________________________________________   ___________________________________
insured’s employer                             insurance co. phone number

______________________________________________________________________________________________
Insurance co. name and address  city  state  zip code

Secondary Insurance: patient’s relationship to insured:  self [ ]   spouse [ ]  child [ ]  other [ ]

_________________________________________________________   ___________________________________
name of insured                     insured’s birth date (d / m / y)
 

_________________________________________________________   ___________________________________
insured’s ssn or subscriber id                    group number

______________________________________________________________________________________________
insured’s address    city  state  zip code

_________________________________________________________   ___________________________________
insured’s employer                             insurance co. phone number

______________________________________________________________________________________________
insurance co. name and address  city  state  zip code

As a condition of treatment by this office I give consent to the doctors and staff of 
Jones Dental Care to examine and diagnoses my dental & orofacial structures & to 
provide treatment with my verbal approval.

_________________________________________________________   ____________________________  _______________________________
signature of patient, parent or guardian                               date              relationship to patient


