
Signature: Date:  

Dr. Michelle Metcalf    •   2829 South Grand Blvd. Suite 301  •  Spokane, WA 99203  •  509.747.4242 

Patient Information Date 

Name: I Prefer to be called: 
Address:  City:     State:    Zip: 
Phone (  ) Work Phone (   )    Cell Phone (   ) 
The best time to contact me is:   A.M.  P.M. on my  Home phone  Work phone  Cell phone 
Date of Birth:  Social Security Number:      Occupation:  
Check Appropriate Box:    Minor   Single  Married   Widowed  Separated  Divorced 
If Student, Name of School: City/State:  FT  PT 
Spouse’s Name: Physicians Name: Phone 
Whom may we thank for referring you?   
Person to contact in case of emergency:     Phone:  
Email Address:  
Would you like to receive text message appointment confirmations from our office?  Yes  No 

Responsible Party 

Relationship to Patient:   Self  Spouse  Parent  Other 
Name: Social Security #: 
Address: 
City:  State:  Zip: Phone: ( ) 
Employer: Work Phone: (  ) Address: 

Insurance Information 

Name of Insured:  DOB: Relationship to Patient: 
SSN#: Name of Employer: Work Phone: (  ) 
Address of Employer: City:  State: Zip: 
Insurance Company: Grp # ID#  
Ins Co Address: Ins Co. Phone: 

‐‐‐‐‐‐‐‐‐‐‐‐    DO YOU HAVE ANY ADDIONAL INSURANCE?   Yes   No   IF YES, COMPLETE THE FOLLOWING  ‐‐‐‐‐‐‐‐‐‐‐‐ 

Name of Insured:   DOB: Relationship to Patient: 
SSN#: Name of Employer: Work Phone: ( ) 
Address of Employer: City:  State: Zip: 
Insurance Company:  Grp # ID#  
Ins Co Address: Ins Co. Phone: 



  PATIENT NAME 

MEDICAL HISTORY 

DATE 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have 
or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions. 

Are you under a physician’s care now? Yes No If yes, please explain:  
Have you ever been hospitalized or had a major operation? Yes No If yes, please explain:  

Have you ever had a serious head or neck injury? Yes No If yes, please explain:  
Are you taking any medications, pills, or drugs? Yes No If yes, please explain:  

Do you take, or have you taken, Phen-Fen or Redux? Yes No If yes, please explain:  
Have you ever taken Fosamax, Boniva, Actonel or any other 

medications containing bisphosphonates? 
Yes No If yes, please explain:  

Are you on a special diet? Yes No If yes, please explain:  
Do you use tobacco? Yes No If yes, please explain:  

Do you use controlled substances? Yes No If yes, please explain:  

WOMEN Are You 
Pregnant/Trying to get pregnant? Yes  No Taking oral contraceptives?  Yes  No Nursing?   Yes  No 

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING? 
Aspirin   Penicillin   Codeine Acrylic   Metal   Latex   Local Anesthetics   Sulfa Drugs  Other   If Yes, please explain_  _ 

DO YOU HAVE, OR HAVE YOU HAD ANY OF THE FOLLOWING? 
AIDS/HIV Positive Yes No Cortisone Medicine Yes No Hemophilia Yes No Radiation Treatments Yes No 
Alzheimer’s Disease Yes No Diabetes-Last A1C  Yes No Hepatitis A Yes No Recent Weight Loss Yes No 
Anaphylaxis Yes No Family history of diabetes Yes No Hepatitis B or C Yes No Renal Dialysis Yes No 
Anemia Yes No Drug Addiction/Alcoholism Yes No Herpes Yes No Rheumatic Fever Yes No 
Angina Yes No Easily Winded Yes No High Blood Pressure Yes No Rheumatism Yes No 
Arthritis/Gout Yes No Emphysema Yes No High Cholesterol Yes No Scarlet Fever Yes No 
Artificial Heart Valve Yes No Epilepsy or Seizures Yes No Hives or Rash Yes No Shingles Yes No 
Artificial Joint Yes No Excessive Bleeding Yes No Hypoglycemia Yes No Sickle Cell Disease Yes No 
Asthma Yes No Excessive Thirst Yes No Irregular Heartbeat Yes No Sinus Trouble Yes No 
Blood Disease Yes No Fainting Spells/Dizziness Yes No Kidney Problems Yes No Spina Bifida Yes No 
Blood Transfusion Yes No Frequent Cough Yes No Leukemia Yes No Stroke Yes No 
Breathing Problem Yes No Frequent Diarrhea Yes No Liver Disease Yes No Stomach/Intestinal Disease Yes No 
Bruise Easily Yes No Frequent Headaches Yes No Low Blood Pressure Yes No Swelling of Limbs Yes No 
Cancer Yes No Genital Herpes Yes No Lung Disease Yes No Thyroid Disease Yes No 
Chemotherapy Yes No Glaucoma Yes No Marijuana Use Yes No Tonsillitis Yes No 
Chest Pains Yes No Hay Fever Yes No Mitral Valve Prolapse Yes No Tuberculosis Yes No 
Cold Sores/Fever Blisters Yes No Heart Attack/Failure Yes No Osteoporosis Yes No Tumors or Growths Yes No 
Congenital Heart Disorder Yes No Heart Murmur Yes No Pain in Jaw Joints Yes No Venereal Disease Yes No 
Convulsions Yes No Heart Pace Maker Yes No Parathyroid Disease Yes No Yellow Jaundice Yes No 

Heart Trouble/Disease Yes No Psychiatric Care Yes No  
Family history of heart disease Yes No  

Have you ever had any serious illness not listed above?  Yes    No If yes, please explain:  

DENTAL HISTORY 
Are you aware of any particular dental problems currently? Yes No 

Have you had any serious trouble associated with any previous dental treatment? Yes No 
Do you ever have bleeding gums? Yes No 

Have you ever been treated for periodontal disease (Pyorrhea)? Yes No 
Have you ever had any adult teeth extracted in the past? Yes No 

If yes, explain:  
If yes, explain:  

Have any family members? Yes   No 
If yes, did you have any healing problems or prolonged bleeding?  Yes No 

Do you clench or grind your teeth, as far as you know? Yes No 
Do you have any pain in or near your ears? Yes No 

Do you hear clicking, popping or snapping noises when you chew? Yes No 
Do you have sensitive or sore teeth? Yes No 

Do you have any unhealed injuries or inflamed areas in or around your mouth? Yes No 
Have you experienced any growth or sore spots in your mouth? Yes No 

Approximate date of last dental appointment? Date:  Reason:  
Have you ever had instructions on the correct method of brushing and flossing your teeth? 

How would you rate your level of dental anxiety? 
Yes 

None 
No 
Slight Moderate    Severe 

If there was one thing you could do to improve your smile, would you? Yes No What would it be?   
Would you like to straighten your teeth? Yes No 

Are you interested in having whiter teeth? Yes No 
Are you involved in any sports activity? Yes No 

Staff Signature:  Date: 

Dr. Michelle Metcalf    •   2829 South Grand Blvd. Suite 301  •  Spokane, WA 99203  •  509.747.4242 



Acknowledgement of Receipt of Statement of Privacy Practices 

I acknowledge that I have received a copy of the Statement of Privacy Practices for the offices of Michelle Metcalf, DMD. The 
Statement of Privacy Practices describes the types of uses and disclosures of my protected health information that might occur in 
my treatment, payment for services, or in the performance of office health care operations. The Statement of Privacy Practices also 
describes my rights and the responsibilities and duties of this office with respect to my protected health information. The Statement 
of Privacy Practices is also posted in the facility. 

Michelle Metcalf, DMD reserves the right to change the privacy practices that are described in the Statement of Privacy Practices. If 
privacy practices change, I will be offered a copy of the revised Statement of Privacy Practices at the time of my first visit after the 
revisions become effective. I may also obtain a revised Statement of Privacy Practices by requesting that one be mailed to me. 

Additional Disclosure Authority 

In addition to the allowable disclosures described in the Statement of Privacy Practices, I hereby specifically authorize 
disclosure of my protected health care information to the persons indicated below. 

Any member of my immediate family YES  NO 

Spouse only   YES  NO 

Other ( Please Specify): YES NO 

PRINT Name of Patient or Personal Representative SIGN Name of Patient or Personal Representative

Date Description of Personal Representative’s Authority 

Office Use Only Below This Line 

Provided prior to treatment? YES NO 

Date provided: 

Reason for denial: Needed more time to review statement of privacy practices. 

Wanted to consult with another person, before signing. 

Unable to sign. Reason not given. 

Other (Explain): 

Effective date: 8‐30‐10 
Dr. Michelle Metcalf    •   2829 South Grand Blvd. Suite 301  •  Spokane, WA 99203  •  509.747.4242 


	ADPC0B1.tmp
	PATIENT NAME
	MEDICAL HISTORY
	ARE YOU ALLERGIC TO ANY OF THE FOLLOWING?
	DO YOU HAVE, OR HAVE YOU HAD ANY OF THE FOLLOWING?
	DENTAL HISTORY


	ADPA977.tmp
	Additional Disclosure Authority


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Text139: 
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Check Box283: Off
	Check Box284: Off
	Check Box285: Off
	Check Box286: Off
	Check Box287: Off
	Check Box288: Off
	Check Box289: Off
	Check Box290: Off
	Check Box293: Off
	Check Box294: Off
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box292: Off
	Check Box291: Off
	Text300: 
	Text301: 
	Text302: 
	Text303: 
	Text304: 
	Text305: 
	Text306: 
	Text307: 
	Check Box308: Off
	Check Box309: Off
	Check Box310: Off
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Text363: 
	Text364: 
	Text365: 
	Text366: 


