
                          Welcome to Beltsville Dental Care 
 
 

Patient Information   
 
Name _____________________________________________________________ Today’s Date   ___________________________ 
              First                                   Middle                           Last  
 
Address ___________________________________________ City, State, & Zip _________________________________________ 
 
Home Phone ______________________ Work Phone _____________________ Cell Phone  _______________________________ 
 
Date of Birth  _____________ Marital Status ____________ Gender _________ E- mail ______________________________ 
 
Referred By:   _________________________   (  Please ask about our Care Enough to Share Program ) 
  
Responsible Party Information 

 
Name of Responsible Party __________________________________ Social Security # ___________________________ 
 
Address (if different that above) _______________________________________________________________________________ 
 
Occupation ______________________________ Employer _________________________ Work Phone ________________ 
 
How would you like to pay for your portion of the provided services?         Cash   [  ]           Check [  ]              Credit Card  [  ] 

 
Dental Insurance 
 
Insurance Company _____________________________________ Insured Name _____________________________________ 
 
Insured Date of Birth __________________ Subscriber ID #  _________________ Group # _________________________ 
 
Employer ___________________________________ 
 
Insurance Co. Address _______________________________________________________________________________________ 
 
Insurance Co. Phone # _______________________________________________________________________________________ 
 
 
Secondary Dental Insurance 

 
Insurance Company _________________________________ Insured Name _______________________________________ 
Insured DOB ____________________ Subscriber ID # ____________________ Group # ___________________________ 
Employer _________________________________________________________________________________________________ 
Insurance Co. Address _______________________________________________________________________________________ 
Insurance Co. Phone # _______________________________ 

 
 

Patient Dental History 
 

Date of last dental visit __________ Last dental cleaning ______________ Last full mouth x-rays ____________ 
Do you require medication prior to Dental Treatment?             � Yes          �   No  
Which of these dental-aids do you use?      Sonicare �     Braun �    Toothpicks �        Bleach Kits �         Floss �  
Do you clench or grind your teeth?     Yes �    No �                 Do you wear a Night Guard?       Yes �     No � 
Do you have active dental problems now?   Gum Disease  �      Bleeding Gums  �    Broken Teeth �     Decay � 
Have you ever had gum surgery?      Yes �    No � 
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