
Dr. Richard D. Howes, DDS. 

Welcome 
The benefits of a happy healthy smile are immeasurable! Our goal \is to help you reach  

and maintain maximum oral health. Please fill out these forms completely.  
The better we communicate, the better we can care for you. 

 

Today’s Date________________________ 

Name________________________________________________ 

I prefer to be called__________________________________________ 

Birthdate___/___/___Age___SS #______________________________ 

  Single    Married    Divorced   Widowed     Separated 

Driver license # ______________________________________ 

Address____________________________________________________ 

City______________________________State___Zip_______________ 

Home #__________________Work#_______________Cell#_________ 

E mail address______________________________________________ 

Occupation_________________________________________________ 

Employer__________________________________________________ 

How long there_____________________________________________  

Address____________________________________________________ 

City_________________________State___Zip____________________ 

Phone #____________________________________________________ 

Whom may we thank for referring you_________________________ 

Other family members seen by us______________________________ 

Previous Dentist____________________________________________ 

Phone #______________________________Last vist______________ 

Secondary Dental Insurance 
Insurance Co. Name_________________________________ 

Phone #_____________________________________________ 

Address____________________________________________ 

City________________________State___Zip____________ 

Group #(Plan, Local or Policy #)_______________________ 

Insured’s Name_____________________Relation________ 

Insured’s Birthdate___/___/___SS #___________________ 

Employer__________________________________________ 

Address____________________________________________ 

City__________________________State___Zip__________ 

Phone #_____________________________________________ 

Primary Dental Insurance 
Insurance Co. Name_________________________________ 

Phone #____________________________________________ 

Address____________________________________________ 

City_______________________State___Zip______________ 

Group #(Plan, Local or Policy #)_______________________ 

Insured’s Name______________________Relation________ 

Insured’s Birthdate___/___/___SS #____________________ 

Employer__________________________________________ 

Address____________________________________________ 

City_________________________State___Zip____________ 

Phone #____________________________________________ 

Spouse’s name________________________________________ 

Occupation___________________________________________ 

Employer____________________________________________ 

Address______________________________________________ 

City___________________________State___Zip____________ 

Work #________________________Ext#__________________ 

Birthdate___/___/___Age_____SS #______________________ In the event of an emergency, is there someone 

who lives near you that we should contact. 
Their name_______________________________________ 

Relation__________________________________________ 

Work #________________________________Ext_______ 

Home #__________________________________________ 

Person Responsible for Account:  Same as above 

Name_______________________________________________ 

Home #________________Work #_____________Ext#______ 

BillingAddress_______________________________________ 

City___________________________State___Zip___________ 

Relation____________________SS #_____________________ 

Employer___________________________________________ 

Address_____________________________________________ 

Physician’s name_________________________________ 
Phone #__________________________Ext #__________ 
Date of last visit____/____/____ 
CONTINUE ON OTHER SIDE 



  

Have you ever had any of the following diseases or 

Medical problems? 
 Y  N  Heart Murmor/ Heart Attack   Y  N  Psychiatric problems 
 Y  N  Cancer/Chemotherapy              Y  N  Epilepsy/Seizures/Fainting 
 Y  N  Mitral valve prolapse  Y  N  Diabetes 
 Y  N  Congenital heart defect Y  N  Drug/Alcohol abuse  
 Y N   Artificial valves  Y N  Lung Disease 
 Y  N  Artificial bones/Joints Y  N  Venereal Disease 
 Y  N  Heart surgery/Pacemaker Y  N  Abnormal bleeding 
 Y  N  Shingles   Y  N  Ulcers/Colitis 
 Y  N High/Low blood pressure  Y  N  Rheumatic fever 
 Y  N  Kidney problems  Y  N  Anemia/Radiation treat. 
 Y  N  Liver Disease/Jaundice Y  N  Asthma/Arthritis 
 Y  N  HIV+/AIDS   Y  N  Difficulty breathing 
 Y  N  Sinus Problems  Y  N  Hospitalized 
 Y  N  Thyroid/Adrenal Disease Y  N  Hepatitis 
 Y  N  Fever blisters  Y  N  Blood transfusions 
 Y  N  Severe/Frequent headaches Y  N  Glaucoma 

Please list any serious medical conditions you have ever had: 

_____________________________________________________ 

Are you allergic to any of the following drugs? 

 Y  N  Penicillin  Y  N  Tetracycline Y  N  Latex 
 Y  N  Aspirin  Y  N  Dental anesthetics Y  N  Other 
 Y  N  Erythromycin Y  N  Codeine 
Please list any other drugs that you are allergic to___________ 

_____________________________________________________ 

 

Dental History 
Do you like your smile Yes No       

Are you currently in pain Yes No 

Why have you come to the dentist today?_________________________ 

_____________________________________________________________

___________________________________________________________ 

Have you ever had a serious/ difficult problem associated with any 

previous dental work Yes No 

Do you now or have  you ever experienced pain / discomfort in your 

jaw  joint (TMJ / TMD) Yes No 

Your current dental health is Good Fair Poor 

Do your gums bleed Yes No 

I  brush ____ times per day and Floss   ______ times per week 

Type of bristles?  Hard  Medium  Soft 

 __________________________________________ 

I understand that the information that I have given today 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 with 
my informed consent. 
I authorize my Dental Plan  to pay Dr. Richard D. Howes 
all plan benefits payable to me for services rendered. I 
authorize the use of  this signature on all benefit 
submissions. I authorize him to release all information 
necessery to secure payment of benefits. 
I understand that I am financially responsible for all 
charges whether or not paid by the insurance. 
Payment is due in full at the time of treatment unless prior 
arrangements have been made. 
Our office is committed to meeting or exceeding the 
standards of infection control mandated by OSHA, CDC 
HIPPA and the ADA. 
Thank you for filling out this form completely. It will 
enable us to help you more effectively. If you have any 
questions at any time, please ask us. We are happy to help 
you. 
 
______________________________________________________ 
Signature      Date 

Medical History 

Your Current Physical Health is Good Fair Poor 

Have  you ever taken antibiotics for dental treaments  Yes  No 

 Do you smoke? No__ Yes__  If so, how  much a day?______ 

Are  you  under the care of a Physician Yes  No 

Please  Explain___________________________________________ 

Are  you taking any prescrition/over the counter drugs Yes No 

Please list_________________________________________________ 

____________________________________________ 

____________________________________________ 

Are you taking birth control pills  Yes  No 

Are you pregnant? Yes  No Are you nursing  Yes No 

 
 

Medical History Update 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
Signature___________________________Date__________ Signature_____________________________Date_______ 
 


	AQUAINT

