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Patient Information Sheet
Welcome to Albion Dental Care. Please complete this form before your first visit so we can 
provide you with the best possible care.

Patient Information

Last name: ______________________ First name: ______________________ MI: _____

Preferred name / nickname: ________________________________________________

Date of birth: ___ / ___ / _______ Sex: ___________ Marital status: ________________

Address: ___________________________________________________________________

City: _____________________________ State: _____ ZIP: _____________

Home phone: (_____) _____ - ________ Mobile: (_____) _____ - ________

Work phone: (_____) _____ - ________ Email: ______________________________

Preferred contact method: [   ] Phone (home
[   ] Phone (mobile)
[   ] Phone (work)
[   ] Email
[   ] Text message

Best time to reach you: _________________________________________________

Employer: _____________________________ Occupation: _________________________

Emergency Contact

Name: _______________________________ Relationship to patient: ________________

Phone: (_____) _____ - ________
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Responsible Party (if different from patient)

Complete only if the patient is a minor or someone other than the patient is financially 
responsible.

Name: _______________________________ Relationship to patient: ________________

Date of birth: ___ / ___ / _______ Phone: (_____) _____ - ________

Address (if different from patient): _______________________________________________

Primary Dental Insurance

Insurance company: ______________________________________________________

Plan / Group number: ______________________ Member / ID number: ______________________

Subscriber name: ____________________________ Subscriber DOB: ___ / ___ / _______

Subscriber relationship to patient: [   ] Self [   ] Spouse [   ] Parent [   ] Other: _____________

Subscriber employer: ____________________________________________________

Secondary Dental Insurance

Complete only if you have a second dental plan.

Insurance company: ______________________________________________________

Plan / Group number: ______________________ Member / ID number: ______________________

Subscriber name: ____________________________ Subscriber DOB: ___ / ___ / _______
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Medical History

Primary care physician: ________________________ Phone: (_____) _____ - ________

Date of last physical exam: ___ / ___ / _______

Current medications (include prescriptions, over-the-counter, vitamins, and supplements):

Allergies (medications, latex, foods, anesthetics, other):

Please check any of the following that apply to you (now or in the past):

Condition Condition Condition
[   ] Heart disease / heart 

attack
[   ] High blood pressure [   ] Diabetes

[   ] Heart murmur [   ] Low blood pressure [   ] Thyroid disorder
[   ] Artificial heart valve [   ] Stroke [   ] Cancer / 

chemotherapy
[   ] Pacemaker / 

defibrillator
[   ] Seizures / epilepsy [   ] Radiation therapy

[   ] Mitral valve prolapse [   ] Asthma [   ] Kidney disease
[   ] Rheumatic / scarlet 

fever
[   ] Emphysema / COPD [   ] Liver disease / 

hepatitis
[   ] Joint replacement [   ] Tuberculosis [   ] HIV / AIDS
[   ] Bleeding disorder [   ] Sleep apnea [   ] Autoimmune disorder
[   ] Anemia [   ] Acid reflux / GERD [   ] Mental health 

condition
[   ] Blood transfusion [   ] Eating disorder [   ] Substance use 

disorder
[   ] Anticoagulant (blood 

thinner)
[   ] Osteoporosis [   ] Bisphosphonate 

therapy

For women — are you currently: [   ] Pregnant (due ___ / ___ / _______ ) [   ] Breastfeeding [   ] 
Taking birth control / hormones



6 Albion St
Wakefield MA 01880
(781) 245-1955

albiondentalcare@gmail.com
albiondentalcare.com

23-C Cambridge St
Burlington MA 01803

(781) 229-1955

Have you had any surgeries or hospitalizations in the past 5 years?
 [   ] No [   ] Yes — please describe:

Do you use tobacco products? [   ] No [   ] Yes — type and frequency: _____________________

Do you drink alcohol? [   ] No [   ] Occasionally [   ] Daily — quantity: ____________________

Any other medical conditions or concerns we should know about?

Dental History

Previous dentist: ______________________________ Last visit: ___ / ___ / _______

Date of most recent X-rays: ___ / ___ / _______ Last cleaning: ___ / ___ / _______

Reason for today’s visit: ___________________________________________________

Do you have any dental pain right now? [   ] No [   ] Yes — pain level (0–10): _____ Location: 
____________

Please check any of the following you have experienced:

Symptom Symptom
[   ] Bleeding gums [   ] Sensitivity to hot / cold
[   ] Bad breath / taste [   ] Sensitivity to sweets
[   ] Loose or shifting teeth [   ] Pain when chewing
[   ] Clicking / popping jaw 

(TMJ)
[   ] Jaw pain or stiffness

[   ] Grinding / clenching teeth [   ] Headaches
[   ] Mouth sores [   ] Snoring
[   ] Dry mouth [   ] Difficulty swallowing

Have you ever had orthodontic treatment (braces, clear aligners)? [   ] No [   ] Yes — when: ___ / 
_______

Are you interested in cosmetic dentistry (whitening, veneers, smile makeover)? [   ] No [   ] Yes 
— please describe:
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Consents

Treatment authorization. I authorize the dentist and staff of Albion Dental Care to perform the 
dental treatment necessary for my care, including diagnostic procedures, X-rays, cleanings, and 
treatments agreed upon during my appointment.

Photographs and X-rays. I authorize the use of clinical photographs and dental X-rays for 
diagnosis, treatment planning, and inclusion in my dental record. Use of these images for 
educational or marketing purposes will require my separate written consent.

Privacy practices. I acknowledge that I have received (or had the opportunity to receive) a copy of 
Albion Dental Care’s Notice of Privacy Practices.

Accuracy of information. I certify that the information I have provided on this form is accurate 
and complete to the best of my knowledge. I will notify the office promptly of any changes in my 
medical history, insurance, or contact information.

How did you hear about Albion Dental Care?
[   ] Friend / family referral — name (optional)

[   ] Insurance directory [   ]  Online search / website
[   ] Social media [   ]   Drove / walked by
[   ] Other:

Signature

Patient Name (printed):

Patient signature:

Date:

(If patient is a minor, parent or legal guardian signs.)

Office Use Only

Entered into Dentrix By: Date:
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