
 

 

 

 

 

 
I hereby authorize Dr. Brent Stiehl to provide dental treatment for me, or my above named child, as 

the case may be. I understand that I am ultimately responsible for my account with this office. 

 

Patient Signature: ____________________________     Date: ______________________                 

 

 

 

Patient Information: 

 

First Name: ________________________________    Middle Initial:  _______   Last Name: __________________________________ 

 

Nickname: _________________________________       Home Phone: (_____) _________________________       

                       

Address: ______________________________________________    Work Phone: (_____) ________________________ext_____    

City: _______________________ State/Zip: _________________     Cell Phone:    (_____) __________________________    

Birth Date: ____________________ Age: _________   Sex:  □ Male  □Female          Marital status: _______________________ 

 

Social Security Number: _______-_______-___________        E-mail: _________________________________________________ 

 

Would you like to receive email confirmation for your scheduled appointments?  □ YES   □ NO 

 

Who may we thank for referring you to our office? ____________________________________ 

 

Patient or Parent’s Employer: ____________________________________________ 

 

Person responsible for account: __________________________________________  

 

Name of Patient’s Physician: _____________________________________________  Phone Number:__________________________ 

Primary Insurance Information: 

 

Subscriber Name: __________________________________   

 

Relationship to patient: PLEASE CIRCLE: SELF/ SPOUSE/ CHILD/OTHER 

 

Employer who provides the insurance coverage: ____________________________________________ 

 

Name of Dental Insurance Company: _____________________________________________________ 

 

Subscriber ID# ____________________________ 

 

SS # _____________________________________ 

 

Date of Birth: ______________________________ 

 

 

      

 

 

 

 



Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment.  
(i.e. Botox, Collagen Injections)
________________________________________________________________________________________________________________

List all medications, supplements, and or vitamins taken within the last two years.

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature ______________________________________________________________________ Date _____________________

Doctor’s Signature  ______________________________________________________________________ Date  _____________________

MEDICAL HISTORY
Patient Name ________________________________________________ Nickname ____________________  Age ________
Name of Physician/and their specialty  _____________________________________________________________________
Most recent physical examination  ________________________________ Purpose  _________________________________
What is your estimate of your general health?        Excellent        Good         Fair        Poor

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO
1. hospitalization for illness or injury ______________________
2. an allergic reaction to
  aspirin, ibuprofen, acetaminophen, codeine
  penicillin
  erythromycin
  tetracycline
  sulfa
  local anesthetic
  fluoride
  metals (nickel, gold, silver, ____________)
  latex
  other   _____________________________________
3. heart problems, or cardiac stent within the last six months __
4. history of infective endocarditis _______________________
5. artificial heart valve, repaired heart defect (PFO) __________
6. pacemaker or implantable defibrillator _________________
7. orthopedic implant (joint replacement) _________________
8. rheumatic or scarlet fever ____________________________
9. high or low blood pressure ___________________________
10. a stroke (taking blood thinners) _______________________
11. anemia or other blood disorder _______________________
12. prolonged bleeding due to a slight cut (INR > 3.5) _________
13.  emphysema, shortness of breath, sarcoidosis ____________
14. tuberculosis, measles, chicken pox _____________________
15.  asthma __________________________________________
16. breathing or sleep problems (i.e. sleep apnea, snoring, sinus) 
17. kidney disease ____________________________________
18. liver disease ______________________________________
19. jaundice _________________________________________
20.  thyroid, parathyroid disease, or calcium deficiency ________
21.  hormone deficiency ________________________________
22.  high cholesterol or taking statin drugs __________________
23. diabetes (HbA1c =_______) __________________________
24.  stomach or duodenal ulcer __________________________
25. digestive disorders (i.e.  celiac disease, gastric reflux) _______
26. osteoporosis/osteopenia  (i.e. taking bisphosphonates) __

27. arthritis  _______________________________________
28. autoimmune disease  ____________________________
 (i.e. rheumatoid arthritis, lupus, scleroderma)
29. glaucoma  _____________________________________
30. contact lenses __________________________________
31. head or neck injuries _____________________________
32. epilepsy, convulsions (seizures) _____________________
33. neurologic disorders (ADD/ADHD, prion disease) _______
34. viral infections and cold sores ______________________
35. any lumps or swelling in the mouth __________________
36. hives, skin rash, hay fever __________________________
37. STI / STD / HPV _________________________________
38. hepatitis (type ___) ______________________________
39. HIV / AIDS _____________________________________
40. tumor, abnormal growth __________________________
41. radiation therapy ________________________________
42. chemotherapy, immunosuppressive medication _______
43. emotional difficulties _____________________________
44. psychiatric treatment_____________________________
45. antidepressant medication ________________________
46. alcohol / recreational drug use _____________________
ARE YOU:
47. presently being treated for any other illness ___________
48. aware of a change in your health in the last 24 hours  
 (i.e. fever, chills, new cough, or diarrhea) ______________
49. taking medication for weight management 
50. taking dietary supplements ________________________  
51. often exhausted or fatigued _______________________
52. experiencing frequent headaches ___________________
53. a smoker, smoked previously or use smokeless tobacco  _
54. considered a touchy / sensitive person _______________
55. often unhappy or depressed _______________________
56. FEMALE - taking birth control pills ___________________
57. FEMALE - pregnant ______________________________
58. MALE - prostate disorders _________________________

YES   NO
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Name______________________________ Nickname_____________________________  Age_________
Referred by__________________________How would you rate the condition of your mouth?         Excellent         Good         Fair         Poor
Previous Dentist ______________________________How long have you been a patient?___________Months/Years
Date of most recent dental exam ______/______/______ Date of most recent x-rays ______/______/______ 
Date of most recent treatment (other than a cleaning) ______/______/______
I routinely see my dentist every:           3 mo.          4 mo.          6 mo.          12 mo.          Not routinely

WHAT IS YOUR IMMEDIATE CONCERN? _____________________________________________________________________________

1. Are you fearful of dental treatment?   How fearful, on a scale of 1 (least) to 10 (most) [____] __________________________________
2. Have you had an unfavorable dental experience? ___________________________________________________________________
3. Have you ever had complications from past dental treatment? _________________________________________________________
4. Have you ever had trouble getting numb or had any reactions to local anesthetic? __________________________________________
5. Did you ever have braces, orthodontic treatment or had your bite adjusted? ______________________________________________
6. Have you had any teeth removed? _______________________________________________________________________________

 
7. Do your gums bleed or are they painful when brushing or flossing?  _____________________________________________________
8. Have you ever been treated for gum disease or been told you have lost bone around your teeth?  _____________________________
9. Have you ever noticed an unpleasant taste or odor in your mouth? _ ____________________________________________________
10. Is there anyone with a history of periodontal disease in your family? _____________________________________________________ 
11. Have you ever experienced gum recession?  _______________________________________________________________________
12. Have you ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple? _____________
13. Have you experienced a burning sensation in your mouth? ____________________________________________________________

14. Have you had any cavities within the past 3 years? ___________________________________________________________________
15. Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any food? _________________________
16. Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?  ______________________________________
17. Are any teeth sensitive to hot, cold, biting, sweets, or avoid brushing any part of your mouth? _________________________________
18. Do you have grooves or notches on your teeth near the gum line? ______________________________________________________ 
19. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?  __________________________________________
20. Do you frequently get food caught between any teeth? _______________________________________________________________

21. Do you have problems with your jaw joint?  (pain, sounds, limited opening, locking, popping)  _________________________________ 
22. Do you feel like your lower jaw is being pushed back when you bite your teeth together? ____________________________________ 
23. Do you avoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry foods?  ______________ 
24. Have your teeth changed in the last 5 years, become shorter, thinner or worn?  ____________________________________________
25. Are your teeth becoming more crooked, crowded, or overlapped?   _____________________________________________________ 
26. Are your teeth developing spaces or becoming more loose?   __________________________________________________________
27. Do you have more than one bite, squeeze, or shift your jaw to make your teeth fit together? __________________________________
28. Do you place your tongue between your teeth or rest your teeth against your tongue? ______________________________________
29. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?  ________________________________
30. Do you clench your teeth in the daytime or make them sore?  __________________________________________________________ 
31.  Do you have any problems with sleep (i.e. restlessness), wake up with a headache or an awareness of your teeth? _________________  
32. Do you wear or have you ever worn a bite appliance? ________________________________________________________________

33. Is there anything about the appearance of your teeth that you would like to change? ________________________________________
34. Have you ever whitened (bleached) your teeth? ____________________________________________________________________
35. Have you felt uncomfortable or self conscious about the appearance of your teeth? ________________________________________
36. Have you been disappointed with the appearance of previous dental work? ______________________________________________
Patient’s Signature ________________________________________________________________________________Date ________________________
Doctor’s Signature  ________________________________________________________________________________Date  _______________________

GUM AND BONE

BITE AND JAW JOINT

SMILE CHARACTERISTICS
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DENTAL HISTORY

PERSONAL HISTORY

TOOTH STRUCTURE

PLEASE ANSWER YES OR NO TO THE FOLLOWING:                     YES   NO



STIEHL DENTAL OFFICE AND FINANCIAL POLICY

Thank you for choosing our office as your dental health care provider.  We are committed to providing you with the
highest quality lifetime dental care so that you may fully attain optimum oral health.  Everyone benefits when the office
and financial policy arrangements are understood.  In order that we may have a definite understanding in regard to the
payment for dental services, the following is our policy.

Payment is due at the time service is provided.  We accept cash, personal checks, cashier’s checks, money orders, Visa,
Mastercard, Discover and Care Credit.  Returned checks will be subject to additional fees.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the
patient and that he or she is personally responsible for payment of all dental services regardless of dental
insurance. As a courtesy to you we will help you process all your insurance claims.  We ask that you pay the deductible
and co-payment, which is the estimated amount not covered by your insurance company at the time we provide service to
you.  We must emphasize that this is only an estimate and all charges you incur are your responsibility regardless of your
insurance coverage.  Insurance companies have a wide variety of rules, plan limitations and exclusions that our office may
not be aware of.  Dental insurance is a benefit for the patient provided by their employer and the contract lies between the
patient, employer and the insurance company.  Our office is not a party to that contract.*  We will cooperate fully with the
regulations and requests of your insurance company that may assist in the claim being paid.  However, this office will not
enter into a dispute with your insurance company over any claim.  Once insurance has paid their share, a statement will be
sent to you for any remaining balance and will be due upon receipt.  If your insurance company has not made payment
within 60 days, the unpaid balance becomes your responsibility and is subject to finance charges and the collection
process.

Separated and Divorced Couples with Dependent Children: It is the policy of this office to bill the parent that brings
the children in for their dental treatment.  Please make arrangements for payment from an ex-spouse before dental
treatment is rendered.  We can provide a treatment cost estimate before your scheduled appointment.

Cancellation & Late Policy: Your appointment time is reserved for you.  If you are late for your appointment, we may
not be able to accommodate you.  If you think that you will be late, please call as soon as possible so that we may advise
you if your late arrival can be accommodated, or if we will need to reschedule you.  We understand that your time is
valuable and ours is equally so.  We do our best to keep to our schedule and ask that your appointment time be respected.
For cancellations we require 24 hours advanced notice. Habitual missed appointment may result in a fee charged to your
account or dismissal from our practice.

We thank you for the opportunity to serve your dental health care needs and welcome any questions you may have
concerning your care or our policies.  Significant costs are incurred in carrying our patients’ accounts.  To control these
costs and help keep fees down, it is necessary to adhere to these policies.

CONSENT:  I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS.  I AUTHORIZE MY INSURANCE COMPANY TO
PAY MY DENTAL BENEFITS DIRECTLY TO MY DENTAL OFFICE.  The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or
any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs.  I also authorize Doctor to perform any and all
forms of treatment, medication and therapy that may be indicated.  I also understand the use of anesthetic agents embodies a certain risk.  I understand that
responsibility for payment for Dental Services provided in this office for  myself or my dependents is mine, due and payable at the time services are rendered.  I further
understand that a finance, rebilling, collection charge or attorney fee will be added to any to any overdue balance.

__________________________________ _____________ _______ ______________________________________

Signature ( Responsible party) SS Number Date Current Employer



Stiehl Dental 

Acknowledgement of Receipt of Notice of Privacy Practices AND Authorization to Release 
Protected Health Information 

*You may Refuse to Sign either/or of the Acknowledgement and/or Authorization* 

I have received a copy of Stiehl Dental’s Notice of Privacy Practices and have had the opportunity to ask 
questions. 

Print Name:_______________________________________________________ 

***Signature:_____________________________Date:__________________ 

We reserve the right to contact you with any information provided to us on either the health history form or 
below unless specified in writing.  Please initial your preferred means of communication and the information 
to follow: 

1._____You may contact me at my home telephone number:___________________________ 

2._____You many contact me via voice or text on my cell phone number:________________ 

3._____You may contact me on my work telephone number:___________________________ 

4._____You may send me an unencrypted email at:___________________________________ 

5._____Other___________________________________________________________________ 

I have added the above names and understand that I can revoke the names given at any point and time as 
long as I have provided the notice to the practice, in writing. I also understand that any revocation cannot 
occur until Stiehl Dental has acknowledged that they have received this in writing. 

***Signature:______________________________________________Date:______________________ 

Please list authorized persons with whom we may discuss your Protected Health Information (PHI) in 
addition to custodial parents and legal guardians: 

1.__________________________________________________Date Added:____________________________ 

2.__________________________________________________Date Added:____________________________ 

For Office Use Only: 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be 
obtained because (circle or fill-in below): 

Individual refused to sign 

Communication barriers prohibited us from obtaining acknowledgement. 

Other (Please specify)_____________________________________________________________________________________________ 

 


	Text Field 117: 
	Text Field 116: 
	Text Field 115: 
	Text Field 114: 
	N 58: Off
	Y 58: Off
	Text Field 113: 
	Text Field 112: 
	Text Field 80: 
	Text Field 79: 
	Text Field 78: 
	Text Field 77: 
	Text Field 76: 
	Text Field 75: 
	Text Field 74: 
	Text Field 73: 
	Text Field 72: 
	Text Field 71: 
	Text Field 70: 
	Text Field 69: 
	Text Field 66: 
	Text Field 65: 
	Text Field 64: 
	Text Field 63: 
	Text Field 62: 
	Text Field 61: 
	Text Field 60: 
	Text Field 59: 
	Text Field 58: 
	Text Field 56: 
	Text Field 55: 
	Text Field 54: 
	Text Field 53: 
	Text Field 52: 
	Text Field 51: 
	Text Field 50: 
	Text Field 49: 
	Text Field 48: 
	Text Field 47: 
	Text Field 46: 
	Text Field 45: 
	Text Field 44: 
	Text Field 43: 
	Text Field 42: 
	Text Field 41: 
	Text Field 40: 
	Text Field 39: 
	Text Field 38: 
	Text Field 37: 
	Text Field 36: 
	Text Field 35: 
	Text Field 34: 
	Text Field 33: 
	Text Field 32: 
	Text Field 31: 
	Text Field 30: 
	Text Field 29: 
	Text Field 28: 
	Text Field 27: 
	Text Field 26: 
	Text Field 25: 
	Text Field 24: 
	Text Field 23: 
	Text Field 22: 
	Text Field 21: 
	Text Field 19: 
	Text Field 18: 
	Text Field 17: 
	Text Field 16: 
	Text Field 15: 
	Text Field 14: 
	Text Field 13: 
	Text Field 12: 
	Text Field 11: 
	Text Field 10: 
	Text Field 9: 
	Text Field 8: 
	Text Field 7: 
	Text Field 6: 
	Text Field 5: 
	Text Field 4: 
	Text Field 3: 
	Text Field 2: 
	Text Field 1: 
	Radio Button 5: Off
	N 57: Off
	Y 57: Off
	N 56: Off
	Y 56: Off
	N 55: Off
	Y 55: Off
	N 54: Off
	Y 54: Off
	N 53: Off
	Y 53: Off
	N 52: Off
	Y 52: Off
	N 51: Off
	Y 51: Off
	N 50: Off
	Y 50: Off
	N 49: Off
	Y 49: Off
	N 48: Off
	Y 48: Off
	N 47: Off
	Y 47: Off
	N 46: Off
	Y 46: Off
	N 45: Off
	Y 45: Off
	N 44: Off
	Y 44: Off
	N 43: Off
	Y 43: Off
	N 42: Off
	Y 42: Off
	N 41: Off
	Y 41: Off
	N 40: Off
	Y 40: Off
	N 39: Off
	Y 39: Off
	N 38: Off
	Y 38: Off
	N 37: Off
	Y 37: Off
	N 36: Off
	Y 36: Off
	N 35: Off
	Y 35: Off
	N 34: Off
	Y 34: Off
	N 33: Off
	Y 33: Off
	N 32: Off
	Y 32: Off
	N 31: Off
	Y 31: Off
	N 30: Off
	Y 30: Off
	N 29: Off
	Y 29: Off
	N 28: Off
	Y 28: Off
	N 27: Off
	Y 27: Off
	N 26: Off
	Y 26: Off
	2 10: Off
	2 9: Off
	2 8: Off
	2 7: Off
	2 6: Off
	2 5: Off
	2 4: Off
	2 3: Off
	2 2: Off
	2 1: Off
	N 25: Off
	Y 25: Off
	N 24: Off
	Y 24: Off
	N 23: Off
	Y 23: Off
	N 22: Off
	Y 22: Off
	N 21: Off
	Y 21: Off
	N 20: Off
	Y 20: Off
	N 19: Off
	Y 19: Off
	N 18: Off
	Y 18: Off
	N 17: Off
	Y 17: Off
	N 16: Off
	Y 16: Off
	N 15: Off
	Y 15: Off
	N 14: Off
	Y 14: Off
	N 13: Off
	Y 13: Off
	N 12: Off
	Y 12: Off
	N 11: Off
	Y 11: Off
	N 10: Off
	Y 10: Off
	N 9: Off
	N 8: Off
	N 7: Off
	Y 9: Off
	Y 8: Off
	Y 7: Off
	N 6: Off
	N 5: Off
	Y 6: Off
	Y 5: Off
	N 4: Off
	Y 4: Off
	N 3: Off
	Y 3: Off
	N 1: Off
	Y 1: Off
	HealthPOOR: Off
	HealthFAIR: Off
	HealthGOOD: Off
	HealthEXCELLENT: Off
	DN 36: Off
	DY 36: Off
	Text Field 1033: 
	Text Field 1032: 
	Text Field 1020: 
	Text Field 1017: 
	DN 35: Off
	DY 35: Off
	Text Field 1031: 
	Text Field 1030: 
	Text Field 1029: 
	Text Field 1028: 
	Text Field 1027: 
	Text Field 1026: 
	Text Field 1025: 
	Text Field 111: 
	Text Field 110: 
	Text Field 1024: 
	Text Field 1023: 
	Text Field 1022: 
	Text Field 1021: 
	Text Field 1019: 
	Text Field 1018: 
	Text Field 1016: 
	Text Field 1015: 
	Text Field 1014: 
	Text Field 1013: 
	Text Field 1012: 
	Text Field 1011: 
	Text Field 1010: 
	Text Field 109: 
	Text Field 108: 
	Text Field 107: 
	Text Field 106: 
	Text Field 105: 
	Text Field 104: 
	Text Field 103: 
	Text Field 102: 
	Text Field 101: 
	Text Field 100: 
	Text Field 99: 
	Text Field 98: 
	Text Field 97: 
	Text Field 96: 
	Text Field 95: 
	Text Field 94: 
	Text Field 93: 
	Text Field 92: 
	Text Field 91: 
	Text Field 90: 
	Text Field 89: 
	Text Field 88: 
	Text Field 87: 
	Text Field 86: 
	Text Field 85: 
	Text Field 84: 
	Text Field 83: 
	Text Field 82: 
	Text Field 81: 
	DN 34: Off
	DY 34: Off
	DN 33: Off
	DY 33: Off
	DN 32: Off
	DY 32: Off
	DN 31: Off
	DY 31: Off
	DN 30: Off
	DY 30: Off
	DN 29: Off
	DY 29: Off
	DN 28: Off
	DY 28: Off
	DN 27: Off
	DY 27: Off
	DN 26: Off
	DY 26: Off
	DN 25: Off
	DY 25: Off
	DN 24: Off
	DY 24: Off
	DN 23: Off
	DY 23: Off
	DN 22: Off
	DY 22: Off
	DN 21: Off
	DY 21: Off
	DN 20: Off
	DY 20: Off
	DN 19: Off
	DY 19: Off
	DN 18: Off
	DY 18: Off
	DN 17: Off
	DY 17: Off
	DN 16: Off
	DY 16: Off
	DN 15: Off
	DY 15: Off
	DN 14: Off
	DY 14: Off
	DN 13: Off
	DY 13: Off
	DN 12: Off
	DY 12: Off
	DN 11: Off
	DY 11: Off
	DN 10: Off
	DY 10: Off
	DN 9: Off
	DY 9: Off
	DN 8: Off
	DY 8: Off
	DN 7: Off
	DY 7: Off
	DN 6: Off
	DY 6: Off
	DN 5: Off
	DY 5: Off
	DN 4: Off
	DY 4: Off
	DN 3: Off
	DY 3: Off
	DN 2: Off
	DY 2: Off
	DN 1: Off
	DY 1: Off
	not: Off
	12mo: Off
	6mo: Off
	4mo: Off
	3mo: Off
	MouthPOOR 1: Off
	MouthFAIR 1: Off
	MouthGOOD 1: Off
	MouthEXCELLENT 1: Off
	SmileRISK: Off
	BiteJointRISK: Off
	ToothStructureRISK: Off
	GUMnBONE-RISK: Off
	PersonalRISK: Off


