
 

 

 

 

 

 

 

 

 

 

9275 E. Stockton Blvd., Suite 200. Elk Grove CA 95624 
PH: 916-688-1990—Fax: 916-688-5467 

Email: frontdesk@newdentalimages.com 
www.newdentalimages.com 

Spouse’s Name: ____________________________________________________________________________ 

Address: __________________________________________________________________________________ 

Phone #: __________________________________________________________________________________ 

Email: ____________________________________________________________________________________ 

Emergency Contact Name: ___________________________________________________________________ 

Address: __________________________________________________________________________________ 

Phone #: __________________________________________________________________________________ 

Email: ____________________________________________________________________________________ 

mailto:frontdesk@newdentalimages.com


 

 

 

 

Patient Name: _______________________________________  DOB: ___________________________ 



 

 

 

 

 

 

Your Chief Dental Complaint today? ____________________________________________________________ 

How often do you brush and floss your teeth? ______________________________________________________ 

Are you currently wearing Dentures, partials or any removal medical device? _____________________________ 

Physician Name: _____________________________________________________________________________  

Address: ____________________________________________________________________________________ 

Phone: ______________________________________________________________________________________ 

Current/Former Dentist Name: _________________________________________________________________  

Address: ____________________________________________________________________________________ 

Phone: ______________________________________________________________________________________ 

Patient Name: _______________________________________  DOB: ___________________________ 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Medical History: 

Are you ALLERGIC to any Medications?   [   ] NO     [   ] YES  

 If YES—Please List All Medications:  

________________________________________________ 

 

 

Have you ever had to Pre-Medicated for any treatment?   [   ] NO     [   ] YES  

 If YES—Please List All Medications and Conditions:  __________________________________ 

 

 

Patient Name: ____________________________________  DOB: ________________ 



 

 

     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Are there any surgeries or medical treatment including? 

Currently: _____________________________________________________________________________ 

Pending: _______________________________________________________________________________ 

Past: __________________________________________________________________________________ 

Patient Name: _______________________________________  DOB: ___________________________ 

Is there a possibility that you are or maybe PREGNANT (Female only)?  [   ] NO     [   ] YES  

 If Yes---How many weeks?  ________________________________ 

 

Please- List all the Current Medication that you are taking and Reasons: 

Patient’s Signature: ___________________________________________________ Date: _______________ 


