
 
Neil G. Baird DDS 

WE WOULD LIKE TO GET TO KNOW YOU BETTER 
Date:__________ 

Patient’s Name____________________________ Date of Birth______________Age_____Male_____Female____ 
Address_____________________________________City____________Zip____________Phone______________ 
Alternate Phone_________________ Occupation____________ Who referred you to our office?_______________ 
Responsible Party__________________ Address _____________ City_________ Zip________ Phone__________ 
 
Insurance Information: 
Subscriber Name___________________________ Birth Date_______________ SSN________________________ 
Address (if different from patient) _________________________________________________________________ 
Insurance Company__________________________________________________ Group #___________________ 
Are you covered by another insurance plan? 
Subscriber Name___________________________ Birth Date_______________ SSN________________________ 
Second Insurance Co._________________________________________________ Group #___________________ 

Yes or No 
Are your teeth sensitive to: 
 Heat ..................................................................�      �  
 Cold..................................................................�      � 
 Sweets ..............................................................�      � 
 Biting Pressure .................................................�      � 
Does food catch between your teeth? .............................�      � 
Do your gums bleed when you brush? ...........................�      � 
Have you noticed gum swelling around your teeth?.......�      � 
Do you have a bad taste or odor in your mouth? ............�      � 
Problems of the jaw: 
 Clickin in the jaw .............................................�      � 
 Pain (joints, ear side of face)............................�      � 
 Difficulty opening and Closing ........................�      � 
 Difficulty Chewing...........................................�      � 
Have you ever had a reaction to local anesthetic? ..........�      � 
 Which one?____________________________ 
Are you worried about the cost of fixing your teeth? .....�      � 
Do you smoke?...............................................................�      � 
Have you ever had any teeth removed?..........................�      � 
How long have these teeth been missing? ......................�      � 
Are you nervous about dental treatment? .......................�      � 
When did you last see a Dentist?___________________ 
Why did you leave your last Dentist?_______________ 
 ______________________________________ 
 

Yes or No 
What is your present dental Problem?______________ 
 _____________________________________ 
Have you ever taken “phen fen” for weight loss?...........�      � 
Have you had surgery? ...................................................�      � 
 Please describe_________________________ 
 _____________________________________ 
Are you currently under a physician’s care?...................�      � 
 Reason_______________________________ 
 Any medications? ______________________�      � 
To the best of your knowledge, are you or have you ever been 
afflicted with: 
 Heart ailment ....................................................�      � 
 Diabetes............................................................�      � 
 Rheumatic Fever ..............................................�      � 
 Epilepsy............................................................�      � 
 High Blood Pressure.........................................�      � 
 Respiratory Disease..........................................�      � 
 Hepatitis ...........................................................�      � 
 HIV positive .....................................................�      � 
 Prolonged bleeding...........................................�      � 
 Healing complications......................................�      � 
Allergies to any medications?____________________.�      � 
 _____________________________________ 
Do you have any specific health problems not 
specified?____________________________________�      �

 
Payment Policy: Fees for all dental treatment are due and payable when completed unless prior arrangements have 
been made.  A finace charge of 14% per annum will be charged on all balances 60 days and older. 
 
Responsible Party Signature_______________________________________________ Date__________________ 


