
 

Get Acquainted Questionnaire 
 
 
 

Patient Full Name: ________________________________________Date of Birth:  ___________________ 

⁭   Married ⁭   Single    ⁭  Male     ⁭  Female   ⁭  Student 

Home Address:  ___________________________________________________________________________ 

Zip Code:  __________  Telephone:  _____________________  Cell Phone Number:  ___________________ 

Driver’s License Number:  ___________________________ Social Security #:  _______________________ 

Email Address:  ___________________________________________________________________________ 

Whom may we thank for referring you to our practice?  __________________________________________ 

 
Patient Dental History    If you are unsure of any of the following questions, please ask for assistance. 
 
Date of last examination or cleaning:  _________________________________________________________ 
 
               
1. Do your gums bleed while brushing or flossing?.............................................................. ⁭  Yes ⁭  No 

2. Are your teeth sensitive to hot or cold liquids/foods?...............................................…… ⁭  Yes ⁭  No 

3. Are your teeth sensitive to sweet or sour liquids/foods?.................................................. ⁭  Yes ⁭  No 

4. Do you feel any pain in your teeth?................................................................................ ⁭  Yes ⁭  No 

5. Do you get a bad taste in your mouth or around certain teeth?....................................... ⁭  Yes ⁭  No 

6. Are you concerned you have bad breath?........................................................................ ⁭  Yes⁭  No 

7. Would you like the doctor to advise you if he detects bad breath?.......................…….... ⁭  Yes ⁭  No 

8. Do you have a problem with dry mouth?........................................................................ ⁭  Yes ⁭  No 

9. Do you have old/silver fillings that you would like to consider replacing?........................ ⁭  Yes ⁭  No 

10. Do you have concerns about the shape or alignment of any of your teeth? …………..…..⁭  Yes ⁭  No 

11. Do missing teeth affect your bite or smile in any way?................................................... ⁭  Yes ⁭  No 

12. Do you play a sport where mouth guards are worn for tooth protection?........................ ⁭  Yes⁭  No 

13. Do you grind or clench your teeth?................................................................................ ⁭  Yes ⁭  No 

   If so, has this grinding resulted in any sore or loose teeth?................................⁭  Yes ⁭  No   

14. Do you have frequent headaches?.................................................................................. ⁭  Yes ⁭  No 

15. Have you ever received oral hygiene instructions regarding the care of your 
 teeth and gums?............................................................................................................. ⁭  Yes ⁭ No 

16. Do you like your smile?................................................................................................... ⁭  Yes ⁭  No 

17. Would you like your teeth to look whiter and brighter?................................................... ⁭  Yes ⁭  No 

18. Do you have any other questions or concerns about your smile?...................................... ⁭  Yes ⁭  No 
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PATIENT NAME _______________________________________________ Birth Date _____________________________________ 

Do you have, or have you had, any of the following?

Yes No

Are you allergic to any of the following?

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be
dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux?

Yes No If yes, please explain:
Yes No If yes, please explain:
Yes No If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

HerpesAnemia
Angina

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Rheumatic Fever
Renal Dialysis

Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No

Hepatitis B or C

High Blood Pressure

Yes No
Yes No
Yes No
Yes No

Hemophilia
Hepatitis A

Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care

Yes No
Yes No
Yes No

Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Other

Aspirin

If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women:  Are you

Are you on a special diet? Yes No
Do you use tobacco? Yes No

Do you use controlled substances? Yes No

Yes No

Have you ever been hospitalized or had a major operation?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates? Yes No

Yes No

Metal Latex Sulfa drugsPenicillin Codeine Local Anesthetics Acrylic

High Cholesterol

Osteoporosis Yes No
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Personal Data 
 

Person Responsible for Account  
Name:  _________________________________________________ Date of birth: ______________________ 

Please check one:  ⁭   Patient ⁭  Spouse  ⁭  Father  ⁭  Mother  

Address (if different than above):  _____________________________________________________________ 

Zip Code:  __________Telephone:  _____________________  Cell Phone Number:  _____________________ 

Driver’s License Number:  ___________________________ Social Security #:  ________________________ 

Is this person a patient in our clinic?  __________________________________________________________ 

 

In case of emergency please call:  ____________________________  Phone:  __________________________ 

 

Do you have dental insurance?  ⁭    Primary  ⁭    Secondary through a spouse 

Primary Insurance company name: ____________________________________________________________ 

Policy Holder:  __________________________________________Employer:  _________________________ 

Date of birth:  ____________Group Number:_______________  ID Number:  _________________________ 

Secondary Insurance company name:___________________________________________________________ 

Spouse’s Name:___________________________________  Spouse’s date birth:  ________________________ 

Employer:  _________________________________________________________________________________ 

Group Number:___________________________  ID Number:  ______________________________________ 

 
Authorization:  I hereby authorize payment directly to Peterson Dental the group insurance benefits 
otherwise payable to me. 
 
Date:___________________________Signature:_________________________________________________ 
 
Please Note 

Your appointment time is especially reserved for you.  If you cannot keep your appointment, we require 24 hours 
advance notice.  If our clinic is not notified, you will be charged for that lost time.  Services are to be paid at each 
visit as they are performed.  In special circumstance, payment arrangements can be made prior to treatment.  
Overdue account are subject to a 1.5% service change (compounded monthly) and accounts beyond 120 days are 
forwarded to external collections, where all recovery costs to do so, will be included in the account. 

 
I, the undersigned, to the best of my knowledge, have answered the questions on these forms accurately.  I 
understand that providing incorrect information can be dangerous to my (or patient’s) health.  It is my 
responsibility to inform the dental clinic of any changes in medical status.  As a new patient to the clinic, I 
understand that diagnostic procedures/tests may be necessary to determine treatment, and my verbal 
consent to taking films and the carrying out of other specific diagnostic tests may be required. I also 
understand that responsibility for payment of the dental services for my dependents and myself is mine, and 
I assume responsibility for fees associated with these services. 
 
Date:___________________________Signature:_________________________________________________ 
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