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Dental New Patient Intake Paperwork 

Welcome to Mascoma Community Health Center! We realize that the 
paperwork in our New Patient Packet takes some time and thought to fill in, 
but we want to make sure that our providers have the information they 
need to take care of you, and that your dental record is complete and up to 
date. Thank you for helping us to make your dental experience a good one! 

,-·· 

MASCOMA 
COMMUNITY

 
HEALTH CENTER

Office Use Only Date 
Received: _ _ _ _  

Patient Information 

Name: Date of Birth: _ _ _ _ _ _ _ _ _ _ _  

Mailing Address: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Social Security Number: _ _ _ _ _ _ _  

City/State/Zip: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Sex: 0 Female      Male QOther

Physical Address Same as Mailing? Y e s  0 No If not: _ _ _ _ _ _ _ _ _ _ _ _ _ _

Preferred Phone: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Secondary Phone: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

 H o m e  

 H o m e  

 Mobile 

 Mobile 

Q W o r k  

Q W o r k  

Email: - - - - - - - - - - - - - - - - - - - - -
MarriHG Divorced   Partner   Unknown  Widowed   Single   Separated 

         Address: _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _  _ 

Marital Status: 

Employer:

Status: 
DisabledEmployment Full-time Not Employed Part-time Self-Employed Retired

Are you a Veteran?  Yes Branch of Military Service: _ _  _  _  _  _  _  _ Years of Service: _ _  

Policy Holder: _ _ _ _ _ _ _ _ _ _ _ _ _
_ 

Policy Holder Date of Birth: _ _ _ _ _ _ _ _ _ _  

Relationship to Patient: 0 Self O Spouse O Parent O Other _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Primary Insurance Carrier: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

Policy Number: _ _ _ _ _ _ _ _ _ _ _ _ _ _

 Medicare Advantage        Medicaid  Tricare

N                   o If yes: 

• • • • 
• O  · ·  • •  4 0 O 

S e l f  

·Student - Full Time              Student Part -Time
'  . :  4 .  · ,  • 

 Other person (fill in below) 

Name: - - - - - - - - - - - - - - - - - - - - Date of Birth: _ _ _ _ _ _ _ _ _ _ _ _  

Address: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  City/State/Zip: _ _ _ _ _ _ _ _ _ _ _ _  

Phone: _ _ _ _ _ _ _ _  Social Security Number: _ _ _ _ _ _ _  Relationship to Patient: _ _ _ _ _  

Military - Active   Military - Reserves          Unknown

No

Insurance Type: 0  Private     Medicare

TDo you have a secondary insurance?           Yes
Responsible Party - Who is paying the bill"

;  • : • :, 
bill: ?
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Emergency Contact 

Is this person your legal guardian?     Yes        N            o 

Can we share your medical information with this person? O  Yes         No 

Name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ Relationship to Patient: _ _ _ _ _ _ _ _  _ 

Address: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  City/State/Zip: _ _ _ _ _ _ _ _ _ _ _  _ 

Home Phone: Cell Phone: - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

PŚarmaĐǇ Information 

Preferred Pharmacy: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  Location: _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

Mail Order Pharmacy ( if applicable΃: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

AĚĚitional Information 

�eĐaƵƐe we reĐeiǀeĚ feĚeral fƵnĚinŐ  ͕we are reƋƵireĚ to ĐolleĐt tŚe followinŐ information  ͘ It iƐ alwaǇƐ kept ĐonfiĚential aƐ 
part of ǇoƵr meĚiĐal reĐorĚ  ͘

Sexual Orientation: 0 Lesbian O Gay O Straight O Bisexual O Something Else O Choose Not to Disclose 

Legal Sex: 0 Male O Female Sex as listed on your insurance: O Male O Female 

Primary Language Spoked: 0 English O Spanish O Other _ _ _ _ _ _ _ _  _

Will you need interpreter services? 0 Yes O No 

Race: 0 Asian O Black/African American O Native Hawaiian O Other  Pacific Islander                                       W              hite 
0 American Indian/Alaskan Native O Other/Refused to Report 

Ethnicity: 0 Hispanic/Latino O Non-Hispanic/Latino O Refused to Report 

Are you homeless? 0 No O Yes If yes, O Homeless Shelter O Transitional O Doubling Up 
0 Street O Other

Are you a migrant worker? 0 Yes O No Are you a seasonal worker? 0 Yes O No 

How many people live in your household (including yourself)? _ _ _ _  

Yearly Household Income: O Less than ΨϮϮ,ϯϰϬ 
0 Ψϯϴ,ϭϴϭ to Ψϰϲ,ϭϬϬ 0 Ψϰϲ,ϭϬϭ to Ψϱϰ,ϬϮϬ 

0 ΨϮϮ,ϯϰϭ to ΨϯϬ,ϮϲϬ 0 ΨϯϬ,Ϯϲϭ to Ψϯϴ,ϭϴϬ 
0 Ψϱϰ,ϬϮϭ to Ψϲϭ,ϵϰϭ or more O Refuse to Report 

I ŚereďǇ Őiǀe MaƐĐoma CommƵnitǇ ,ealtŚĐare  ͕ Inc, permiƐƐion to oďtain a ŚiƐtorǇ of mǇ preƐĐriďeĚ ĚrƵŐƐ ĚƵrinŐ 
tŚe ĐoƵrƐe of mǇ meĚiĐal Đare  ͘

I atteƐt tŚat tŚe information proǀiĚeĚ on tŚiƐ form iƐ trƵe anĚ aĐĐƵrate  ͘

Patient SiŐnatƵre SiŐn ďǇ tǇpinŐ name in Date 



MaƐĐoma CommƵnitǇ ,ealtŚ Center 
Dental ,iƐtorǇ &orm 

Name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

DOB: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

When was your last dental visit? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

Reason for last dental visit? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

Name of your last dentist? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

When were your last x-rays taken? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

Have you ever had periodontal (gum) treatment? Q Y e s  Q N o  

Do you wear any removeable dental appliances (complete denture, partial dental)? Q Y e s  Q N o

How often do you brush your teeth? _ _ _ _ _ _ _ _ _ _ _ _  Floss? _ _ _ _ _ _ _ _ _ _ _ _  _ 

Do you experience any of the following? (Check all that apply) 

Ƒ Bleeding or Sore Gums 
Ƒ Unpleasant taste or bad breath 
Ƒ Burning of tongue or lips 
Ƒ FreƋuent blisters on lips or in mouth 
Ƒ Swelling or lumps in mouth 
Ƒ Clicking or popping of ũaw

Do you like your teeth/smile? 
Are you currently experiencing a dental problem? 

Ƒ 
Ƒ 
Ƒ 
Ƒ 
Ƒ 
Ƒ 

Clenching or grinding 
Sensitivity to hot 
Sensitivity to cold 
Sensitivity to sweet 
Sensitivity to biting 
History of locked ũaw 

Q Y e s  
Q Y e s  

Q N o
Q N o

Ƒ Shifting of teeth 
Ƒ Change in bite 
Ƒ Dry mouth 
Ƒ Headaches 
Ƒ Loose Teeth 
Ƒ Food impaction 

If yes, please e x p l a i n : - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
What are your goals for dental treatment? _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 
Have you had a serious/difficult problem associated with any previous dental treatments? O Y e s  Q N o
If yes, please e x p l a i n : - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -

Are you pregnant or currently breastfeeding? Q Y e s  Q N o  
Have you ever taken Bisphosphonate drugs or drugs for bone density or osteoporosis? O Yes 
Have you ever been told to premedicate with antibiotics before dental procedures? O Yes 
Have you ever had head and/or neck radiation or chemotherapy? Q Yes 
Are you currently taking any blood thinner medications? O Yes 
Are you currently taking any corticosteroid mediations? Q Yes 

 N o
Q N o
Q N o
Q N o
Q N o

Are you a current or former user of tobacco products? 
Are you a current or former user of mariũuana? 

Q Y e s  

Q Y e s  
Q Y e s  
Q Y e s  

Q N o
Q N o
Q N o
Q N o

If yes, freƋuency and duration: _ _ _  _ 

Do you currently or have you every abused drugs? 
Do you drink alcohol? 

If yes, freƋuency and duration: _ _ _ _ 
If yes, freƋuency and duration: _ _ _ _ 
If yes, list drinks/week: _ _ _ _ _ _  _ 



MaƐĐoma CommƵnitǇ ,ealtŚ Center 
Dental ,iƐtorǇ &orm  ͕ Đonti eĚ͘ 

MeĚiĐationƐ ͕ Ͳ͘ 
͕͘  ͕ ͕͕͕͘ ͖ ͼͲ ͼ͕ ͻͻ ͻ ͼ Ζ ͻ ͻ 

List all prescription medications, over-the-counter medications, and supplements that you take on a regular basis. 

MeĚiĐation DoƐe DireĐtionƐ 

AllerŐieƐͬIntoleranĐeƐ 

AllerŐen ZeaĐtion 

SƵrŐerieƐ 

Any complications from surgery or anesthesia? If yes, explain: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ 

Date SƵrŐerǇ 

Ζ,oƐpit liǌ tion  

Date ZeaƐon 

· ,  
• � 

MeĚiĐal͕,iƐtorǇ ;CŚeĐk all tŚat applǇͿ. . 
� . 

Ƒ High Blood Pressure Ƒ Asthma 
Ƒ High Cholesterol Ƒ Emphysema 
Ƒ Pacemaker Ƒ Tuberculosis
Ƒ Congestive Heart Failure Ƒ Diabetes 
Ƒ Heart Attack Ƒ Arthritis
Ƒ Coronary Artery Disease Ƒ Thyroid Disorder 
Ƒ Stroke Ƒ Seiǌure Disorder
Ƒ Dementia/ Alǌheimer's Ƒ :oint Replacement 
Ƒ Acid Reflux Ƒ Osteoporosis

,oƐpital 

,oƐpital 

Ƒ Colitis Ƒ HIV 
Ƒ Hepatitis Ƒ Herpes 
Ƒ Blood Clots Ƒ Depression 
Ƒ Anemia Ƒ Anxiety
Ƒ Blood Transfusion Ƒ Cancer
Ƒ Bleeding Disorder Ƒ Glaucoma 
Ƒ <idney Disorder Ƒ Mental Disability 
Ƒ Radiation therapy Ƒ Physical Disability 
Ƒ Chemotherapy Ƒ Eating Disorder 



AƵtŚoriǌation for tŚe ZeleaƐe of Information 
,IPAA COMP>IANd Z�>�AS� 

, >*.;° 
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Patient's Name: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ DOB: _ _ _ _ _ _ _ _ _ _ _ _ _ _

Release of Information TO/FROM  ;circle oneͿ  ͗

&acility Name  ͗ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ ͺ
�ddress͗ -  - � � - -  - -  -  - -  -  -  - -  -  - -  -  - -  -  -  -  - -  -  - -  -  - - 
Phoneͬ&ax  ͗

TO /�FROM ;circle oneͿ͗ 

Mascoma Community Health Center

I hereby authoriǌe and reƋuest the exchange of information between Mascoma Community Healthcare and the above-named 
individual/organiǌation. The following information is reƋuested to be shared: 

O AOO ME'ICAL O AOO 'ENTAL 

 OQO\ WKRVH LWHPV ZKLFK DUH SHUWLQHQW W R  WKLV UHIHUUDO

O Office Notes 

O Psych/Social/Emotional Evaluation 

O Immuniǌations 

O Counselor Reports 

O Intake Assessment 

O Medications 

O Summaries 

O Teacher Reports 

O Test Results 

O Treatment Plan 

O Discharge Summary 

to Q All dates Date range of records to release (check one): O Only documents from  

Reason for the ReƋuest 

Form of Disclosure (check all allowed): O Written O Verbal  O Electronic

(SiŐnatƵre of Patient or 
ZepreƐentatiǀeͿ SiŐn ďǇ tǇpinŐ in name

(Printed Name) 
(Relationship to Patient if Representative) (Date) 

Release of confidential information is subũect to State and Federal Laws. By signing this release, I acknowledge my permission to release the above 
information to and/or from the individual or agency I have named which may include drug and alcohol abuse information. 
Note͗ &ederal regulations govern the confidentiality of alcohol and drug dependent persons ΂ϰϮC&Z Par ϮͿ. &ederal >aw prohibits the disclosure of ΂ϭͿ 
psychotherapy notes, ;ϮͿ information compiled in reasonable anticipation, or for the use in civil, criminal, or administration action or proceedings. 

I understand I may revoke this authoriǌation at any time by notifying MDVFRPD     CRPPXQLW\             HHDOWKFDUH   IQF�, in writing, except to the extent that: a) 
action has been taken in reliance on this authoriǌation; or b) if this authoriǌation is obtained as a condition or obtaining insurance coverage, other law 
provides the insurer with the right to contest a claim under the policy or the policy itself. 

I understand that I have the right to reƋuest and receive a  Notice of Privacy Practices for Mascoma Community Healthcare, Inc.

All releases expire one year from the date signed, unless otherwise indicated. Optional expiration date: ______________

I hereby authoriǌed the following; (please initial if applicable) ____________ Disclosure of the results of HIV antibody blood testing and/or information concerning AIDS 
(AcƋuired Immune Deficiency Syndrome).
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