
              CORNERSTONE DENTAL CARE 
K. John Liddiard, D.M.D.  

PATIENT INFORMATION 

Patient Name:_________________________________________________ Today s Dat e: __________  
Last First MI 

 

Male   

 

Female 

 

Married   

 

Single   

 

Child   

 

Other _______________________ 
Social Security #: _______________________________ Birth Date: ________________________ 

Phone (Home): _______________ (Work): _______________ Ext:____  (Cell/Pager): _____________ 

Address: __________________________________________________________________________  

_________________________________________________________________________________   
City      State    Zip Code 

Employer:_________________________________________________________________________ 

E-Mail Address: (confidential) _________________________________________________________ 

HEALTH INFORMATION 
Have you ever had any of the following?  Please check those that apply: 

 AIDS  Excessive Bleeding  Liver Disease  Stroke 
 Allergies ____________  Fainting  Mental Disorders  Tuberculosis 

 _____________________  Glaucoma  Nervous Disorders  Tumors 
 Anemia    Growths  Pacemaker  Ulcers 
 Arthritis  Hay Fever  Pregnancy  Venereal Disease 
 Artificial Joints  Head Injuries     Due date:_________  Codeine Allergy 
 Asthma  Heart Disease  Radiation Treatment  Penicillin Allergy 
 Blood Disease  Heart Murmur*  Respiratory Problems OTHER: 
 Cancer  Hepatitis  Rheumatic Fever  _________________ 
 Diabetes  High Blood Pressure  Rheumatism List all medications: 
 Dizziness  Jaundice  Sinus Problems  _________________ 
 Epilepsy or Seizures  Kidney Disease  Stomach Problems 

* If yes, have you ever been asked by your Physician to pre-medicate with a prophylaxis before coming to an 
appointment? 

 

Yes   

 

No 

 

Are you now under the care of a physician?   Yes    No  
If yes, please explain: ___________________________________________________________ 

 

Name of Physician: ___________________________________ Phone: ____________________ 

 

Do you have any health problems that need further clarification?   Yes    No  
If yes, please explain: ___________________________________________________________ 

 

Have you ever had any complications with dental treatment?   Yes    No  
If yes, please explain: ___________________________________________________________ 

 

Date of last dental visit?________ Reason for this visit:________________________________ 

 

How often do you brush? ___________  Floss? _________   Do your gums bleed?   Yes    No 

 

Are you happy with your smile? ___________________________________________________ 

REFERRAL INFORMATION 
Who may we thank for referring you to our practice? _________________________________________ 

EMERGENCY CONTACT 
Emergency contact NOT living with you? ____________ Relationship:_________ Phone: ______________  



SPOUSE OR RESPONSIBLE PARTY INFORMATION 
The following is for:  

 
t he pat ient s spouse    the person responsible for payment 

Name: ____________________________________________________________________________  
Last First MI  

 
Male   

 
Female 

 
Married   

 
Single   

 
Child   

 
Other _______________________ 

Social Security #: _______________________________ Birth Date: ________________________ 

Phone (Home): _______________ (Work): ________________  Ext: ____ Best time to call: ________ 

Address: __________________________________________________________________________   
Street          Apartment # 

_________________________________________________________________________________   
City      State    Zip Code 

Employer:__________________________________________________________________________  

INSURANCE INFORMATION 
Primary Insurance Company: ____________________________________________________________ 

Name of Insured: ____________________________________________________________________   
Last  First MI 

I nsur ed s Bir t h Dat e: ____________________   ID#: _________________   Group#: ______________ 

I nsur ed s Employer : __________________________________________________________________  

Pat ient s r elat ionship t o insur ed: 

 

Self   

 

Spouse   

 

Child   

 

Other __________________________ 

Secondary Insurance Company if applicable:________________________________________________ 

Name of Insured: ____________________________________________________________________   
Last  First MI 

I nsur ed s Bir t h Dat e: ____________________   ID#: _________________   Group#: ______________ 

I nsur ed s Employer : __________________________________________________________________  

Pat ient s r elat ionship t o insur ed: 

 

Self   

 

Spouse   

 

Child   

 

Other _________________________ 

--THE RESPONSIBLE PARTY AGREES TO THE FOLLOWING: 

 

The information I have given is true to the best of my knowledge and by signing this I am allowing the dentist 
to perform any and all necessary dental work for me or the person this information is for. 

 

If I was ever a former patient of Dr. K. John Liddiard I agree that I was not solicited by Dr. Liddiard or 
anyone associated with Cornerstone Dental Care.  I have chosen to seek treatment at Cornerstone Dental Care 
on my own accord. 

 

FAILED APPOINTMENTS (less than 48 hours notice) are a significant contributor to rising health care cost.  
Individuals who fail to show for an appointment maybe assessed a fee of $25 per half hour.   

________________________________________________________   Date: _______________________ 
Signature of patient, parent or guardian   

________________________________________________________   Date: _______________________ 
Health history reviewed/ Address verified  




