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420 5th Ave. West, Suite 200
Hendersonville, NC 28739
(828) 693-3949 office	(828) 693-3965 fax
office@nigelmorgandds.com




PATIENT INFORMATION


Name _______________________________________________________________ 	Birthdate ________________________    

Preferred name ____________________________________________	Gender:  female ________  male ________	

Address ________________________________________________________________________________________________

Home phone _______________________ Cell __________________________ other _______________________

Email ____________________________________________________  Social Security Number __________________________


Marital status:	single _____ 	married _____	divorced _____	widowed _____


Spouse or Parents name __________________________________________________________


Emergency contact ________________________________________________ phone ____________________________

Relationship to you _____________________________________________



RESPONSIBLE PARTY (if someone other than yourself)

Name of person responsible for this account ____________________________________________________________________

Relationship to patient  __________________________________________________  phone ____________________________

Address of responsible party  ________________________________________________________________________________

Is this person currently a patient of our office? _____________________________



REFERRAL INFORMATION

Whom may we thank for referring you to our practice? ___________________________________________________________	

Another patient? __________	     Another dental office? __________     Google? __________     Other? __________	



I AUTHORIZE THE RELEASE OF ANY INFORMATION, INCLUDING DIAGNOSIS AND THE RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED TO ME, MY CHILD OR WARD, DURING THE PERIOD OF SUCH DENTAL CARE TO THIRD PARTY PAYORS AND/OR HEALTH PRACTITIONERS. I UNDERSTAND THAT MY DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR SERVICES. I UNDERSTAND AND AGREE THAT I AM RESPONSIBLE TO MAKE PAYMENT FOR ALL THE SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS. 



SIGNATURE: ____________________________________________________________________ DATE: _______________



NAME _____________________________________________________ 	DATE OF BIRTH: ______________ 


DENTAL INFORMATION		Date of last dental visit: _____________________

Are your teeth sensitive to cold, hot, sweets or pressure? 		Does food catch between your teeth? If so, where?

Have you had any periodontal (gum) treatments?			Do you bite your nails or any other hard object?

Do you smoke? 	    					Have you smoked in the past? 		

Do you have any clicking, popping or discomfort in the jaw?	Have you ever had teeth removed?

Do you brux or grind your teeth?				Have you ever had orthodontic treatment (braces)?

Do you have sores or ulcers in your mouth?			Do you wear dentures or partials?

How often do you brush your teeth?				How often do you floss?

Do your gums bleed when you brush?				Have you ever had a serious injury to your head or mouth?			
Are you currently experiencing dental pain or discomfort?________________________________________________________	

What oral or dental health concerns do you have? _______________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________


HEALTH INFORMATION


Have you ever had any of the following? Please check all that apply. · Pregnancy
due date _________
· Radiation Treatment
· Respiratory Problems
· Rheumatic Fever
· Rheumatism
· Sinus Problems
· Stomach Problems
· Stroke
· Tobacco Use
· Tuberculosis
· Tumors
· Thyroid
· Ulcers
· Venereal Disease
· Codeine Allergy
· Penicillin Allergy

		· Aids
· Allergies
_______________
_______________
· Anemia
· Anxiety
· Arthritis
· Artificial Joints
· Asthma
· Blood Disease
· Cancer
· Dementia
· Diabetes
· Dizziness
· Eating Disorder
· Epilepsy
· Excessive bleeding
· Fainting
· Glaucoma
· Growths
· Hay Fever
· Head Injuries
· Heart Disease
· Heart Murmur
· Hepatitis
· High Blood Pressure
· Knee/Hip/Joint Replacement
· Jaundice
· Kidney Disease
· Latex Allergy
· Liver Disease
· Mental Disorders
· Nervous Disorders
· Osteoporosis Meds
· Pacemaker/Defibrillator






















Have you ever had any complications following dental treatment? If so, please explain. _________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________


Have you ever been admitted to a hospital or needed emergency care during the past two years? If yes, please explain. ________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________


Are you now under the care of a physician? If yes, please explain. __________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________


Please list your medications if applicable. ______________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________




Name of Physician __________________________________________________  Phone _______________________________

Address ________________________________________________________________________________________________



Preferred Pharmacy ______________________________________________________ Phone ___________________________

Location ________________________________________________________________________________________________ 






Patients With Insurance



DENTAL INSURANCE INFORMATION
	(In lieu of filling out this section, you may provide us with a copy of your insurance card.)


POLICY HOLDER/SUBSCRIBER (if not yourself) __________________________________________________

SUBSCRIBER BIRTHDATE ___________________________________________________________________

SUBSCRIBER SSN (used to verify benefits) ________________________________________________

RELATIONSHIP TO YOU _____________________________________________________________________ 

INSURANCE COMPANY _____________________________________________________________________ 

POLICY ID #  ________________________________________________________________________________

NAME OF EMPLOYER _______________________________________________________________________ 

GROUP ____________________________________________________________________________________


As a courtesy, we will complete and file insurance for your dental treatment. However, please understand that the services, treatment and quality of care we provide is done in your best interest to achieve optimum oral health. It is not determined by your insurance carrier nor the benefit package they offer. 

CHANGES IN INSURANCE: It is VERY important that we have current insurance information. Please keep us informed of any changes. Failure to do so will result in delays in reimbursement. 

Insurance was not designed to pay in full for all dental care. Most contracts have limits and/or various degrees of payment. Any balance not covered by your insurance company is your responsibility. 

All levels of payment by insurance companies, including allowed fees, usual and customary (UCR), are governed by the premiums paid. They have nothing to do with actual charges. Our fees are based on a combination of costs, our time, and our constant dedication to providing our patients with the highest quality of care.

Thank you for your help and understanding in this matter!
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