


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

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  _____________________

YES   NO

Ask for an additional sheet if you are taking more than 6 medications

                 Drug                Purpose                  Drug               Purpose
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So that we may provide you with the best care, 
Please fill out these forms completely. 

 
PATIENT INFORMATION 

    Today’s Date ______________________ 
Name _______________________________________________________________________________ 
Address ____________________________City _______________State _____Zip ________________ 
Date of Birth ________________Age _____Social Security #___________________________________ 
Home #___________________Work # ____________________Ext # ______Cell #___________________ 
E-Mail _______________________________________________________________________________ 
Occupation_______________Employer_______________(If Student) School_____________________ 
If married please list spouse’s Name:_________________________ Tel #_______________________ 
What are your hobbies? __________________________ Favorite Restaurant _____________________ 

 
If the patient is a minor please fill out the following: 

Parent or Guardian Name _________________________________________________________ 
Address_____________________________City________________State_____Zip___________ 
Home #______________Work #______________Ext # _______________Cell #_________________ 
 
 

ACCOUNT INFORMATION 
 
Person financially responsible for this account _______________________________________________ 
Relationship to patient _______________Home #_____________Work #_____________Cell #________ 
Billing Address (If different from 
patient)__________________________________________________________ 
City __________________________________State_________Zip_________________________ 
Employer ______________________________________Business Phone #________________________ 

 
Drivers License #______________________________________________________________________ 
Credit Card #_____________________________________Exp_____________Cvv Code: ___________ 
                     

 
INSURANCE INFORMATION 

 
If you have and would like for our office to assist you in filling, please provide the following information. 

 
________________________________________________________________________________ 
Insurance Company                               Employee                               Employer          Date of Birth 
 
_________________________________________________________________________________ 
 
Employee Social Security #                          ID #                                                          Group #           
 

EMERGENCY CONTACT 
 
Are other members of your family patient’ at this office?      YES      NO 
Please list their names _____________________________________________________________ 
Person to contact in case of an emergency _____________________________________________ 
Please list phone numbers where they may be reached____________________________________ 
Address____________________________City______________State ______Zip______________ 
So that we may thank them, who referred you to our office? ____________________________ 



FINANCIAL COMMITMENT 
 

I understand responsibility for payment for Dental Services provided in this office for my dependents and myself is mine, 
due and payable at the time of services are rendered. Patient  
Signature____________________________________________________Date______________________ 
Parent/Responsible Party Signature_______________________________Date_______________________ 
 

PATIENT CONSENT 
 
I understand that information that I have given is correct to the best of my knowledge. I also understand that this 
information will be held in the strictest confidence, and it is my responsibility to inform this office of any changes in my 
medical status. I authorize the dental staff to perform any necessary dental services with my informed consent that I may 
need during diagnosis and treatment.  
Patient Signature______________________________________________Date______________________ 
Parent/Responsible Party Signature_______________________________Date_______________________ 
 
 

AUTHORIZATION FOR SUBMISSION OF CLAIMS & ASSIGNMENT OF BENEFITS 
 

I authorize the office of Joni K. Wallace, to submit claims for payment for services to the insurance company named 
below, on my behalf and in my name, and assign such provider the group insurance benefits otherwise payable to me.  
I understand that I am financially responsible for any balances not satisfied by my insurance benefits, regardless of the 
basis for nonpayment by my insurance carrier. In the event that payment is not made in full within forty-five (45) days of 
filing the claim with the insurance company, I authorize the office of Dr. Joni K. Wallace, to charge my credit card for 
the balance due from the insurance carrier. 
 
______________________________________________________________________________________ 

Insurance Company                                  Patient Name (if minor Parent/Guardian) 
_______________________________________________________________________________________ 
Credit Card Type  & Name on Credit Card                      Credit Card Number        Expiration      Cvv Code 

 
______________________________________________________________________________________ 
Signature                                                                                               Date 
 
 

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION 
 
I authorize the office of Dr. Joni K. Wallace to provide any insurance company, health care service plan, self-insures, or 
their repetitive, any and all information and records (including x-rays) about my medical history, or about service 
rendered or treatment given to me, that is needed to review, investigate or evaluate any claim for benefits. If my coverage 
is under a group master agreement held by my employer, an association, trust fund, union or entity, this authorization also 
permits disclosure to them for purposes of utilization review or financial audit. 
 
___________________________________________________________________________________________Patient 

Name (If Minor Parent/ Guardian) 
 
___________________________________________________________________________________________ 
Signature                                                                                                                      Date 
 
 
THANK YOU FOR FILLING OUT THIS FORM COMPLETELY. IT WILL ENABLE US TO RENDER 
COMPRENSIVE CARE. IF YOU HAVE ANY QUESTIONS AT ANY TIME PLEASE FEEL TO ASK US. 
WE ARE HERE TO HELP YOU REACH AND MAINTAIN YOUR MAXIMUM HEALTH POTENTIAL. 
 
 
 
 



 
 
 
 
 

Cancellation Policy 

 
 

 
As a patient in our clinic, it will be your responsibility to keep scheduled 
appointments.  The clinic will require notification of cancellation at least 3 
business days prior to the appointment or earlier if possible (this excludes Friday, 
and weekends).  This can be done at any time by calling our clinic at 512-236-
1611.  The clinic will consider a “failed appointment” at any time a patient has 
not given the advanced notice required about or has failed to arrive within 10 
minutes of their appointment time.  A late cancellation fee may be charged. 
 
When a patient fails two appointments in a 3-year period, the clinic will no longer 
schedule appointments for that patient.  Please sign and date below as your 
acknowledgement that you have read and understand our cancellation policy. 
 
 
 
 
_________________________________  ________________________                
Patient’s signature                                                Date 
 
 
Patient’s printed name 
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