
Date 
-------

DOB ______ _ 

Street Address 
---

Lakeshore Dental 

1 =amily and Cosmetic Dentistry 
A Division of Atlantic Dental Care, PLC 

Patient Name 
------------------

M/F Marita Status ____ SSN _______________ _ 

City _______ _______ Zip Code ______ Email address _________ _ 

Phone #'s H: ____ ______ W: ____________ c: __________ _

Employer __________ _ Occupation ________________ _ 

Spouse/Parent Name Phone# 
-------------

Nearest Relative Not livil g with you __________________________ _ 

Address Phone# 
------ --------------- -------------

Responsible Party (If othc !r than Patient) ___________ Relationship ________ _ 

Address Phone # 
------ -------------- --------------

How did you hear about c,ur office? (Circle One) Internet ( our website, ADC website, yellowbook, google), 

Location, Insurance List, I ostcard campaign, Friend or Family Member (Name) __________ _ 

Signature ___________ __________________ _ 
(I authorize treatment) 

INSURANCE INFORMATION 

Insurance Company ___________ Phone number _______ 

ID# ________ ______ Group # ____________ _ 

lnsured's Name _________ SSN#_____________ 

DOB ___________   Employer___________

I have received a copy of the ADC's Notice of Prlvacy Practices. Name _________     

I authorize the electronic transmission of my record s. Initial 







• I 

ORAL HEALTH SURVEY 

.. .,

What kind of toothpaste do you use? _______________ _ 

Do you use a mouthrinse daily? ______________ _ 

If yes: Which one? __________________ _ 
. , , 

Why? ___ �;:,.::.,.._,,_ ___________ _ 
. .. 

Do you consume: Coffee?_ Tea? __ Red wine? __ Soda? __ 

Use sugar to tweeten your beverages? ____ _ 

Chewing gum? ___ _ 

Tobacco, pipe, chewing tobacco? ___ _ 

How often do you brush? ____ times a day. 

How often do you floss? __________ _ 

What type of toothbrush do you use? _____________ _ 

Do you use any mechanical tooth cleaning devices? __________ _ 

Ifyes, which one? ____________________ _ 

Are your gums often tender? _________________ _ 

Do they bleed? ____________ _ 

Do you feel that you have bad breath? Circle one: Often Occasionally Seldom, 
Only when eating garlic 

Do you take vitamins or anti-oxidants regularly? ___________ _ 




