
 

 

3660 Flat Shoals Road    Suite 100        Decatur, GA 30034          Tel 404.243.0217        Fax 404.243.9313         Website www.robertsfamilydental.com 
 

WELCOME…….                     (PLEASE PRINT) 
The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach and maintain maximum oral health. Please 
read and complete each of the following sections. If the Patient is a minor under the age of 18 years, a Parent/Guardian MUST 
complete and sign the final section. The Guarantor MUST be 18 years or older. The better we communicate, the better we can 
care for you. And thank you... for filling out this form completely. It will enable our office to be more effective in meeting your 
needs. If you have any questions at anytime, please ask us. We will be happy to help. Our office is committed to meeting or 
exceeding the standards of infection control mandated by OSHA, the COG and the ADA. 

      …….The Doctors and Staff of Roberts Family Dental, P.C. 
                          
Section A – Patient Information 

(Please Print) 
Today's Date:       
 
Name (First/MI/Last)       
Sex: [ ] Male   [ ] Female      Title:  [ ] Mr. [ ] Mrs. [ ] Ms. [ ] Dr 

SSN#:    Birthdate:   

Home Address:        

Apt#:        City/St/Zip:      

Telephone No:  Home #       

  Work #       

  Cell #       

E/Mail Address:        

Employer:        

If you are a Full Time college student, list the School’s Name: 
(City/State):       

Section B – Patient Allergy ALERT  
(Please check) 

Have you ever had an allergic reaction to? No Yes 
1.   LATEX     [ ]    [ ]  
2.   Aspirin     [ ]    [ ] 
3.   Codeine or Percocet or Percodan  [ ]    [ ] 
4.   Darvon     [ ]    [ ] 
5.   Demerol     [ ]    [ ] 
6.   Erythromycin    [ ]    [ ]  
7.   Ibuprofen/Motrin    [ ]    [ ] 
8.   Local Anesthetic     [ ]    [ ] 
9.   Nitrous Oxide    [ ]    [ ] 
10. Penicillin     [ ]    [ ] 
11. Tetracycline     [ ]    [ ] 
12. Other     [ ]    [ ] 
13. Other     [ ]    [ ] 
14. Other     [ ]    [ ] 
15. Other     [ ]    [ ] 
16. Other     [ ]    [ ] 

Section C – Patient Medical History  

(Please check) 

Are you or Do you or Have you ever had… No Yes 
1. Taking ANTICOAGULANTS?  [ ]    [ ]  
2. Taking ASPIRIN?    [ ]    [ ] 
3. Taking COUMADIN    [ ]    [ ]  
4. Taking ST JOHN’S WART?   [ ]    [ ]  
5. Hospitalized for a recent illness or surgery?  [ ]    [ ] 
6. Smoke or use tobacco?    [ ]    [ ] 
7. Drink coffee, tea or cola?   [ ]    [ ] 
8. Currently under the care of a physician?  [ ]    [ ] 
9. Nervousness?    [ ]    [ ] 
10. Aids/HIV+/ STD    [ ]    [ ] 
11. Allergies/Hay Fever    [ ]    [ ] 
12. Anemia     [ ]    [ ] 
13. Artificial Bones/Joints   [ ]    [ ] 
14. Asthma/Difficulty Breathing   [ ]    [ ] 
15. Back or Neck Problems   [ ]    [ ] 
16. Blood Pressure – High/Low    [ ]    [ ] 
17. Blood Transfusion    [ ]    [ ] 
18. Cancer/Chemotherapy    [ ]    [ ] 
19. Diabetes      [ ]    [ ] 
20. Dizziness or Fainting     [ ]    [ ] 
21. Drug/Alcohol Abuse     [ ]    [ ] 
22. Emphysema     [ ]    [ ] 
23. Epilepsy/Seizures    [ ]    [ ] 
24. Headaches     [ ]    [ ] 
25. Heart Attack      [ ]    [ ] 
26. Heart - Bacterial Endocarditis   [ ]    [ ] 
27. Heart - Heart Valve Replacement  [ ]    [ ] 
28. Heart - Pace Maker    [ ]    [ ] 
29. Hemophilia     [ ]    [ ] 
30. Hepatitis A or B    [ ]    [ ] 
31. Kidney or Liver or Ulcer Problems  [ ]    [ ] 
32. Rheumatic or Scarlet Fever   [ ]    [ ] 
33. Sickle Cell Disease    [ ]    [ ] 
34. Sinus Trouble    [ ]    [ ] 
35. Shingles or Tuberculosis (TB)   [ ]    [ ] 

Please list any other medical conditions/allergies that aren’t 
listed?          



Section D – Female Patients Only
(Please check) 

Are you currently…     No Yes  
1. Pregnant?      [ ]    [ ]  
  If yes, how many weeks?     

(Please check) 
Are you currently…     No Yes 
2. Nursing?     [ ]    [ ] 
3. Taking birth control pills or other hormones? [ ]    [ ]

Section E – the Patient Clinical Review 

We care about you!  
1. How did you hear about our office?   [ ] Walk-In    [ ] Patient Referral or Advertisement? (Please List)    
2. What would you like to change about the look of your teeth?         
3. What is the most important thing we can do for you today?        
4. What is most important to you in a dentist?          
5. What are your expectations of our office?          
6. Would you like the very best dentistry we can offer YOU, or do you just want to get by?     
7. Would you like us to present our recommendations by giving you:  All the details (or) an overview?    
8. If a problem exists, would you rather:  Wait until it becomes unbearable (or) Handle it NOW?     

 (Please check) 
Are you or Do you or Have you...   No Yes 
9. Currently in pain or discomfort?  [ ]    [ ] 
10. Have Sores in your mouth?   [ ]    [ ]  
11. Have Bad Breath (Halitosis)?   [ ]    [ ] 
12. Experienced TMJ or a clicking of or pain? [ ]    [ ] 
13. Experience Pain/Swelling/Bleeding gums? [ ]    [ ] 
14. Experience Stress/Anxiety in the dental office? [ ]    [ ] 
15. Clench/grind your teeth?  Bite your lips/cheeks? [ ]    [ ] 
16. Have difficulty opening/closing your mouth? [ ]    [ ] 
17. Have difficulty chewing or swallowing?  [ ]    [ ] 
18. Had Dental X-rays taken within the last 5 years? [ ]    [ ] 
19. Had Periodontal or Oral Surgery Treatment? [ ]    [ ] 

  

(Please check) 
Are you or Do you or Have you...   No Yes 
20. Teeth sensitive to hot or cold air or liquid? [ ]    [ ] 
21. Teeth sensitive to sweets or pressure?  [ ]    [ ] 
22. Noticed food catching between your teeth? [ ]    [ ] 
23. Noticed Loosening of your teeth?  [ ]    [ ] 
24. When was your last dental visit?    
25. How long do you want to keep your teeth?   
26. How many times a week do you floss?     
27. How many times a day do you brush?     
28. Rate your interest in having a healthy, beautiful smile. 

0                1          2         3          4            5                6 
Not Interested                                          Very Interested

Section F – the Guarantor 
 

Parent/Guardian to complete this section - ONLY if Patient is 
a MINOR or a FULL TIME College Student. 

Guarantor Name t       
Sex: [ ] Male   [ ] Female     Title:  [ ] Mr. [ ] Mrs. [ ] Ms. [ ] Dr 

Relationship to the Patient:  [ ] Parent   [ ] Legal Guardian  

SSN#:    Birthdate:   

Home Address:        

Apt#:        City/St/Zip:      

Telephone No:  Home #       
Work #       

  Cell #       

E/Mail Address:        

Section G – Guaranteed Intent to Pay  
As the Guarantor/Insured Party (herein referred to as I/us/my) of this account, and for anyone enrolled under or added to this 
account, I hereby, guarantee payment to the office of Roberts Family Dental, or a representative of, Roberts Family Dental, for 
services rendered by the doctor and/or his agents; to us. I understand the doctor is acting in good faith by agreeing to perform said 
services prior to payment and this acts as my guarantee to pay the doctor in full for all services rendered. In the event payments 
are not received as agreed upon, I understand that a 1-1/2% late charge (18% APR) may be added to my account. I have 
read and understand the office policies stated and agree to accept financial responsibility as described, for all services 
rendered, for myself and for anyone enrolled under or added to my account. 
 
      ________        
Guarantor's Signature (MUST be 18 years or older)    Date (Month/Date/Year)    

 Last Rev Date: 2009-12-24 
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