
	 Patient	information	 Date	___________________________

Name	 _____________________________________ 	 ❑	marrieD	 ❑	SiNgle	 ❑		miNor	  ❑	male	 	❑	Female	

mailiNg	aDDreSS	________________________________________________________________________________

Street	aDDreSS	 ________________________________________________________________________________

BirthDate		__________________________________ telephoNe	 ________________________________________

employer	(or	School)	___________________________ 	graDe		______ SS#	 ____________________________

DeNtal	iNSuraNce	co.		 _________________________________________ group	No.	______________________

Has any member of your family ever been treated in our office?   ❑	yes	 	 ❑ 	No
Whom may we thank for referring you to our office?	________________________________________________________

	 family	information

SpouSe	or	pareNt

Name	________________________________________ address	_____________________________________________

Birthdate		_____________________telephone	_________________________________SS#	______________________

employer	_________________________________________________________________________________________

Dental Insurance Co. 	_____________________________________________________group	No.	_________________
	

	 Person	to	contact	outside	of	immediate	family	in	case	of	emergency

Name	_____________________________________________________ telephone	______________________________

address	__________________________________________________________________________________________	

	
	 dental	History

Do you have a specific dental problem?  Describe ___________________________________________________________________

When was your last dental visit? _________________________________________________________________________________

Name	of	previous	dentist	(optional)	_______________________________________________________________________________
									
										medical	History

Medical doctor's name _________________________________________________________________________________________

Are you under a doctor's care now?  Why? _________________________________________________________________________

Have you been hospitalized or received a blood transfusion? ______________________________ When? ______________________

Are you taking any prescriptions or other medications?  What? _________________________________________________________

Are you allergic to any medications or substances?	__________________________________________________________________

Are you pregnant?  ____________________________________________________________________________________________

laSt		 	 	 FirSt		 	 			m

	 home	 	 											WorK

laSt		 	 	 FirSt		 	 			m

mo	 	 Day	 	 yr	 	 	 	 home	 	 	 		WorK

Street	 	 	 	 	 	 	 city		 	 	 State		 												 	Zip

H.	a.	nicHolson	iii,	d.d.s.,	P.a.
1631	DoctorS	circle	 •	 WilmiNgtoN,	Nc	28401	 •	 telephoNe	(910)	762-4459

Street	 	 	 city		 	 State		 Zip

laSt		 	 	 														FirSt			 																																				m

primary	reason	for	this	dental	appointment:	 ❑ Routine Check-Up ❑ Emergency ❑	consultation

Street	 	 	 	 apt.	#	 	 	 city		 	 														State		 														Zip

Street	 	 	 	 apt.	#	 	 	 city		 	 												State		 																																						Zip

(if	different	than	above)

--	meDical	hiStory	coNtiNueD	oN	BacK	--	

(Penicillin, Codeine, Latex Rubber, Etc.)



	 medical	uPdates
I have read my MEDICAL HISTORY dated ________________  and confirm that it adequately states past and present conditions.

DATE   ExCEPTIOnS  PATIEnT’S SIgnATURE B.P.  REvIEWED BY

________	 	____________________________________________ 	 ❑ None	______________________ 	 	___________ Dr.		 __________________
________	 	____________________________________________ 	 ❑ None	______________________ 	 	___________ Dr.		 __________________
________	 	____________________________________________ 	 ❑ None	______________________ 	 	___________ Dr.		 __________________
________	 	____________________________________________ 	 ❑ None	______________________ 	 	___________ Dr.		 __________________
________	 	____________________________________________ 	 ❑ None	______________________ 	 	___________ Dr.		 __________________
________	 	____________________________________________ 	 ❑ None	______________________ 	 	___________ Dr.		 __________________ 	

dental	and	medical	Histories	–	uPdates

please	circle	if	you	have	had	any	of	the	following:

Patient	name		__________________________________________________ date	___________________________
(Full	Name)	 	 								laSt		 	 	 	 FirSt		 			 	miDDle

heart	trouble
high	Blood	pressure
low	Blood	pressure
heart	murmur
Rheumatic Fever
congenital	heart	lesion
Artificial Heart valve
Heart Pacemaker
heart	Surgery
Blood	Disease
anemia
chest	pain

Shortness	of	Breath
Swelling	of	Feet/ankles/hands
Fainting	or	Dizziness
Stroke
Diabetes
Excessive Thirst
Artificial Joints/Hips
Kidney	trouble
Ulcers
allergies
Scarlet Fever
asthma

thyroid	Disease
parathyroid	Disease
X-ray	or	cobalt	tmt.
chemotherapy/radiation
arthritis/gout
rheumatism
Pain in Jaw Joints
Cortisone Medicine
glaucoma
epilepsy	or	Seizures
Nervousness
Alzheimer’s Disease

hay	Fever
Sinus	trouble
emphysema
Frequent Cough
lung	Disease
Tuberculosis
liver	Disease
Hepatitis A (infec.)
hepatitis	B	(serum)
Yellow Jaundice
Recent Weight Loss 
Cancer

Hypoglycemia
Psychiatric Care
Drug Addiction
Blood	transfusion
hemophilia
AIDS (HIv)
venereal Disease
cold	Sores
Fever	Blisters
herpes
Bruise	easily
Sickle Cell Anemia

Have you ever had any other serious illness not circled above?	_______________________________________________________	 yeS	 No
Please describe in detail	_____________________________________________________________________________________
Do you wish to talk to the doctor privately about any problem?	 _______________________________________________________	 yeS	 No

medical	History	continued

X	 ______________________________________________________________________________ Date	____________________________________

Reviewed by: Doctor	_______________________________________________________________ Date	________________B.p.	________________ 	

❑		adult	patient	 ❑		Father	(or	husband)	 ❑		mother	(or	wife)	 ❑		guardian

Payment	Policy

To help our patients meet their dental needs and to help keep costs down, our dental office adheres to the following payment policies:

❑   If you do not have dental insurance, you are required to pay your balance in full at the time services 
are rendered. (We accept cash, checks, Mastercard, visa and Discover.)	

❑   If you have dental insurance, it is required that you pay 1/2 of your uninsured balance as well as your 
deductible on the day of service for any major dental work. The remainder of the balance is due by 
the day that the treatment is completed.

*We file insurance as a courtesy to our patients and will do everything possible to collect payment through 
your insurance provider; however, if your insurance provider has not paid your balance within 60 days, it is 
your responsibility to pay the balance in full. This includes workman's compensation claims.

	 	 	 	 delinquent	accounts	are	handled	through	small	claims	court.

finance	cHarge		

If you do not pay the entire balance 

within 60 days of service date, the 

finance	cHarge	will	be	a	

monthly periodic rate of 1.5%, which 

is	an	annual	Percentage	rate	

of	18%. This charge, along with any 	

collection costs and reasonable 	

attorney fees incurred to effect 	

collection on this account will be 

added to your monthly balance.

autHorization

signature	of	resPonsible	Party

I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. I understand that I am responsible	
for all costs of dental treatment. I hereby authorize the Dental Office to administer such medications and perform such diagnostic and therapeutic    
procedures as may be necessary for proper dental care. The information on this page and the medical history are correct to the best of my knowledge.


