
Today's Date ___ / ___ / __ _ 

PATIENT INFORMATION 

Patient's Last Name First 

Bellevue Family and Cosmetic Dentistry

 Forest Office Park 

14655 Bel-Red Road, #fl03 

Bellevue, Washington 98007 

Telephone: (425) 641-1902 

Middle 

Birthdate Social Security Number Q Male Q Mr. 
Q Dr. Q Female 

Street Address 

City State Zip 

Email Address Occupation Employer 

□ Ms.
□ Mrs.

Preferred Name I Nickname 

□ Single O Married O Widowed
□ Separated □ Divorced
Home Phone 
( ' ) 
Cell Phone 
( ) 
Work Phone 
( ) 

How did you hear about 
our office? 0 Family 0 Friend/. □ Insurance

Coworker Directory
□ Internet/
Email

0 Flyer/ 
Direct Mailing 

0 Outdoor 
Signs 

D Marketing 
Representative 

Whom may we thank for referring you to your practice? Other Family Members Seen Here 

Person Responsible for Bill 

Birthdate Social Security Number 

Street Address (if different) 

City 

Primary Insurance Company 

Secondary Insurance Company 

DENT AL HISTORY 
·, 

Email Address 

State Zip 

Subscriber's Name 

Subscriber's Name 

Relationship to Patient 

Home Phone 
( ) 
Cell Phone 
( ) 
Work Phone 
( ) 
Group# 

Group# 

Reason for Today's Visit D Routine Exam/Cleaning D Pain/Emergency □ Consultation D Other 

Are you in pain? □ Yes □ No - If yes, how long? 

Please indicate any of the following problems: 
D Red, swollen or bleeding gums 0 Broken/chipped tooth D Bad breath 
D Sensitive teeth or gums □ Lost/broken filling(s) □ Stained teeth
0 Sensitive to heat □ Teeth grinding D Blisters/sores in or around the mouth
D Sensitive to cold D Ringing in ear □ Discomfort, clicking or popping in jaw

Do you require pre-medication (antibiotics prior to dental treatment)? □ Yes 0 No 0 Don't Know 

Previous Dentist 

I
City, State 

I
Phone 

Last Dental Visit I Last X-Rays 

Reasons for changing dentist: 0 Moved □ Changed insurance 0 Not satisfied with 0 Referred to our 
□ Otherprevious dentist office 




