
armstrongadvanced.com    744 Roosevelt Trail, Suite 104   Windham, Maine     207-892-8325     888-5SMILE1

name

i prefer to be called

email

birthdate                           age                     ssn

home address

home phone                                   cell phone

work phone

employer address

                                                       occupation

where & when are the best times to reach you?

whom may we thank for referring you?

other family members seen by us

previous/present dentist name

name of person responsible for your account

insurance information

about you

DATE

Primary Carrier

Secondary Carrier

INSURANCE COMPANY

GROUP #                                                       INSURED’S ID #

EMPLOYER NAME

INSURED’S NAME

INSURED’S DATE OF BIRTH

INSURED’S RELATIONSHIP TO PATIENT

INSURED’S SSN                                           PATIENT’S SSN

INSURANCE COMPANY

GROUP #                                                      INSURED’S ID #

EMPLOYER NAME

INSURED’S NAME

INSURED’S DATE OF BIRTH

INSURED’S RELATIONSHIP TO PATIENT

INSURED’S SSN                                           PATIENT’S SSN

his/her name

employer

work phone

name of relative or friend not living with you

relation

home phone                                   work phone

PAYMENT IS DUE IN FULL AT THE TIME OF TREATMENT FOR 
WORK DONE BY DR. ARMSTRONG. We will submit all claims to your 
insurance company and they will reimburse you directly.  Dental Cleanings will 
be sent directly to your insurance company and once the insurance company 
pays us, we will send you a statement for the remaining balance which will be 
due upon receipt. I understand that I am responsible for payment of  services 
rendered and also responsible for paying any co-payment and deductibles that 
my insurance does not cover. I hereby authorize payment directly to Advanced 
Dental Concepts of  the group insurance benefits otherwise payable to me. I 
understand that I am responsible for all costs of  dental treatment. I hereby 
authorize release of  any information, including the diagnosis and records of  
treatment or examination rendered, to my insurance company.

how long there? 

The benefits of a happy, healthy smile are 
immeasurable! Our goal is to help 
you reach and maintain optimal 
oral health. Please fill out this 
form completely. The better we 
communicate, the better we can 
care for you.

signature                                                                          date
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medical history

dental history

are you allergic to any of the following?
Y N Aspirin Y N Erythromycin Y N Penicillin
Y N Codeine Y N Jewelry/Metals Y N Tetracycline
Y N Dental Anesthetics Y N Latex Y N Other

primary care physiscan’s name

phone                                             date of your last visit

if yes, please explain:

do you smoke or use tobacco in any form?

have you had any metal rods, pins or implants?

please list any prescription or over the counter drugs you use:

Women:
are you using birth control?
are you pregnant?
are you nursing?

please circle any that apply:
Y N Abnormal Bleeding/Hemophilia Y N Herpes/Fever Blister
Y N AIDS Y N High Blood Pressure
Y N Alcohol/Drug Abuse Y N HIV
Y N Anemia Y N Hospitalized for Any Reason
Y N Arthritis Y N Kidney Problems
Y N Artificial Bones/Joints/Valves Y N Liver Disease
Y N Asthma Y N Low Blood Pressure
Y N Blood Transfusion Y N Lupus
Y N Cancer/Chemotherapy Y N Mitral Valve Prolapse
Y N Colitis Y N Pacemaker
Y N Congenial Heart Defect Y N Psychiatric Problems
Y N Diabetes Y N Radiation Treatment
Y N Difficulty Breathing Y N Rheumatic/Scarlet Fever
Y N Emphysema Y N Seizures
Y N Epilepsy Y N Shingles
Y N Fainting Spells Y N Sickle Cell Disease/Traits
Y N Frequent Headaches Y N Sinus Problems
Y N Glaucoma Y N Stroke
Y N Hay Fever Y N Thyroid Problems
Y N Heart Attack/Surgery Y N Tuberculosis (TB)
Y N Heart Murmur Y N Ulcers
Y N Hepatitis Y N Venereal Disease

are you currently under the care of a physician?

have you ever taken fasamaz, actonel, boniva 
or any other bisphosphonate?

please list any serious medical condition(s) 
that you have ever had:

are you currently in pain?

do you require antibiotics before dental treatment?

why have you come to our office today?

have you ever had a serious/difficult problem 
associated with any previous dental work?

do you floss daily?                                brush daily?

have you ever had gum treatment?

do your gums ever bleed?                        ever itch?

have you ever been diagnosed with periodontal 
disease?

do you now or have you ever experienced pain/
discomfort in your jaw joint (tmj/tmd)?

are your teeth sensitive to heat, cold or 
anything else?

do you have any loose teeth?

would you like fresher breath?      whiter teeth?

are you happy with the way your smile looks?

I understand that the information that I have given today is correct to the 
best of  my knowledge. I also understand that this information will be held 
in the strictest confidence and it is my responsibility to inform this office of  
any changes in my medical status. I authorize the dental staff  to perform any 
necessary dental services that I may need during diagnosis and treatment with 
my informed consent.

if not, what would you change?

signature                                                                          date

medical history update: please note any changes 
in your health since  your last visit:

date               description                                              initials

date               description                                              initials

date               description                                              initials

Our office is HIPAA Compliant 
and is committed to meeting 
or exceeding the standards of 

infection control mandated by 
OSHA, the CDC and the ADA.
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acknowledgement of   receipt of  
notice  of   privacy practices

I,                                                                                                          have received a copy of this office’s Notice of Privacy Practices.

print name

signature

child/children’s name(s) (if under 18)

date

Our office is HIPAA Compliant and is 
committed to meeting or exceeding the standards 

of infection control mandated by OSHA, the 
CDC and the ADA.


