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Welcome to the office of Kevin Barrett, D.D.S. 
 

We are pleased that  you have selected us as your dental care provider.

To help us serve you bet ter, please com plete both sides of this pat ient  inform at ion form . 

 
 

Today’s Date:  __________________________

 

PATIENT INFORMATION 

Last  Nam e ___________________________  First  Nam e ___________________________ 

Address___________________________________________________________________ 

City, State ____________________________________________Zip _________________ 

Home Phone ________________Work Phone _________________Mobile ______________ 

Birth date _______________ Sex M __F __ Social Security Num ber ___________________ 

Employer__________________________________________________________________ 

Student :  Yes ____No ____Nam e of School _______________________________________ 

Nam e of Em ergency Contact  _______________________Phone Num ber _______________ 

 
INSURANCE INFORMATION 

Last  Nam e of Em ployee _________________________First  Nam e ____________________ 

Address __________________________________________________________________ 

City, State ____________________________________________Zip _________________ 

Home Phone ________________Work Phone _________________Mobile ______________ 

Em ployer _____________________Relat ionship to Pat ient  ___Self __Spouse ___Child ___ 

Birth date _______________ Sex M __F __ Social Security Num ber ___________________ 

Nam e of I nsurance Co. ________________________Phone Num ber __________________ 

I .D. Num ber _________________________________Group Num ber _________________

 

 

SECONDARY INSURANCE INFORMATION 
Last  Nam e of Em ployee _________________________First  Nam e ____________________ 

Address __________________________________________________________________ 

City, State ____________________________________________Zip _________________ 

Hom e Phone ________________Work Phone ___________________Ext . ______________ 

Em ployer _____________________Relat ionship to Pat ient  ___Self __Spouse ___Child ___ 

Birth date _______________ Sex M __F __ Social Security Num ber ___________________ 

Nam e of I nsurance Co. ________________________Phone Num ber __________________ 

I .D. Num ber _________________________________Group Num ber _________________  
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AUTHORI ZATI ON 
 

I  cert ify that  I  have read the above inform at ion. The above quest ions have been answered accurately 

to the best  of m y knowledge. I  authorize Dr. Kevin Barret t  to release any inform at ion, including the 

diagnosis and the records of any t reatm ent  or exam inat ion rendered to m e or m y child during the 

period of such dental care to third party payers and or health pract it ioners. I  authorize m y insurance 

com pany to pay direct ly to the dent ist  or dental group insurance benefits otherwise payable to m e. I  

understand that  m y dental insurance carr ier m ay pay less than the actual bill for services. I  agree to 

be responsible for m y paym ent  in full.  

 
 
 

Signature of Pat ient :  _________________________________ 

(or parent  if m inor)  

 

Date:  ______________



DENTAL HISTORY 

 
 

To help us provide you with the best  possible care, please answer all quest ions on 

this dental/ medical history form .  All informat ion is completely confident ial.  

 

Reason for today’s visit  ________________________________________________ 

Date of last  dental visit  ________________Date of last  cleaning ________________  

Former dent ist  _______________________________________________________ 

Whom  m ay we thank for referr ing you? ____________________________________ 

Other fam ily m em bers seen by us:  _______________________________________ 

Occupat ion:  _______________________________________ 

 

 

Please answer the following quest ions. 

Y   N    Do your gum s bleed or hurt? 

Y   N    Have you not iced any loose teeth or change in your bite?   

Y   N    Does food tend to becom e caught  between your teeth? 

Y   N    Do you clench or gr ind your teeth?    

Y   N    Do you have t ired jaws or jaw pain?   

Y   N    Do you sm oke or chew tobacco?  

Y   N    Do you have tooth pain?  

Y   N    Have you ever had periodontal t reatm ent? 

Y   N    Have you experienced dry m outh? 

Y   N    Have you experienced sores/ growths in m outh? 

Y   N    Have you experienced swollen or tender gum s? 

Y   N    Are you sat isfied with the appearance of your teeth?   
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HEALTH HISTORY 
 

Physician’s Nam e ___________________________Date of last  visit :  ____________ 

 
Please indicate if you have now or have had in the past :  

 

Y   N    AI DS  

Y   N    Anem ia 

Y   N    Arthr it is, rheum at ism   

Y   N    Art ificial heart  valves  

Y   N    Art ificial joints   

Y   N    Asthm a  

Y   N    Hepat it is Type ________   

Y   N    Bypass surgery  

Y   N    Abnormal bleeding   

          w/ ext ract ions, surgery   

Y   N    Blood disease   

Y   N    Cancer   

Y   N    Liver disease   

Y   N    Chem otherapy  

Y   N    Congenital heart  lesions   

Y   N    Venereal disease   

Y   N    Cough, persistent  or bloody 

Y   N    Diabetes 

Y   N    Em physem a 

Y   N    Scarlet  fever  

Y   N    Sinus t rouble 

Y   N    St roke 

Y   N    Swollen neck glands 

Y   N    Epilepsy 

Y   N    Faint ing or dizziness 

Y   N    Heart  m urm ur  

Y   N    Heart  problem s  

Y   N    Tonsillit is  

Y   N    Herpes   

Y   N    High blood pressure 

Y   N    HI V posit ive 

Y   N    Kidney disease 

Y   N    Tuberculosis  

Y   N    Thyroid problem s  

Y   N    Low blood pressure  

Y   N    Mit ral valve prolapse 

Y   N    Nervous problem s  

Y   N    Pacem aker   

Y   N    Are you pregnant  

Y   N    Are you nursing 

Y   N    Psychiat r ic care 

Y   N    Radiat ion Treatm ent  

Y   N    Respiratory disease 

Y   N    Rheum at ic fever 

Y   N    Shortness of breath 

Y   N    Ulcer 

Y   N    St ints/ shunts  

 

 

Please list  any medical condit ion(s)  that  you have ever had:  

___________________________________________________________________ 

___________________________________________________________________ 

 

Please list  all medicat ions you are current ly taking:  

___________________________________________________________________ 

___________________________________________________________________ 

 
Are you allergic to any of the following:

Y   N    Aspir in  

Y   N    Erythrom ycin 

Y   N    Codeine 

Y   N    I odine  

Y   N    Latex  

Y   N    Penicillin 

Y   N    Sulfa 

Y   N    Tet racycline  

Y   N    Local anesthet ics

Other allergies:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
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