
Welcome to the office of Dr. Steven E. Timm
   GENERAL & PREVENTATIVE DENTISTRY

Patient   Information   
⁭ Male  /       ⁭Female                                                                                                                 Date of Birth  _____  /_____  /______
Patient Given Name___________________________________________    Nick Name____________________________  MI  _______   

Home Phone  ___________________________   Cell Phone __________________________ Work________________________EXT____________  

Mailing Address _____________________________________________   City / State / Zip  ____________________________________

Street Address if PO Box used _____________________________________________   Driver License # _________________________

Employer Name __________________________________    Work  Phone  _______________________________  How long  ________

Who may we thank for referring you to our office, a friend/ family member/ Phone book?   _____________________________________

Emergency Contact Name  ____________________________________  Relationship_______________  Phone #___________________ 

Responsible party    (if patient is a minor)   Name:  ___________________________ Relationship ______________

Address _________________________________________  City/State/Zip ________________________ Cell Phone________________    

Parent Date of Birth ______/______/______    Employer _____________________________  Work  Phone _______________________

Primary  Dental  Insurance  Information     
Relationship to card holder   ⁭ Self/    ⁭ Spouse /   ⁭ Child
(Subscriber ) ______________________________  Policy Holder Date of Birth  _____/______/_____  *Group* #  _________________  

Policy Holder’s Employer  __________________________________    Subscriber’s social security #/ or ID #________-_______-_______

Insurance CO. Name  ________________________________________      INS. Co. Phone # _(________)_________________________

INS. CO. Address ____________________________________________  City/State/Zip  ______________________________________
Located on the back of your insurance card

Secondary  Dental  Insurance
Relationship to card holder   ⁭  Self/     ⁭  Spouse /     ⁭  Child
Subscriber Name _____________________________   Subscriber’s Date of Birth  _____ /_____ /_____   * Group*  # _______________  

              
Employer  _____________________________   Work Phone # ____________________   Social Security  # _______ -______-________        

Insurance Co. Name  ________________________________________      INS. Co. Phone # _(________)_________________________

**Please be sure to inform our business office of any insurance changes.  As a courtesy our office will follow through on all outstanding 
claims up to 90days from the date of service.  Your assistance is appreciated to expedite the handling of your dental reimbursement plan.  

Consent for Services
To the best of my knowledge all information provided is accurate & up to date.  If ever there is a change in my health, I will inform the 
staff in the office of Dr. Steven Timm without fail.  I authorize the release of records to the insurance company to secure payment of 
benefits to the office of Steven Timm, DMD.  I authorize my insurance benefits to be paid directly to Dr. Steven Timm & I understand I 
am financially responsible, regardless of my insurance status, for all charges whether or not paid by insurance. I understand that my 
insurance may not pay 100% of various dental procedures and that my estimated patient payment is due at the time of service.   Any 
unpaid balance over 60 days are subject to finance charges.

I hereby authorize the release of ALL records, including full mouth/ or panoramic film within the last 5 years, and/ 
or bitewing x-rays.  Please send films to the office of Dr. Steven E. Timm, 361 NE Franklin Ave Bend, OR 97701.           

_____________________________________________________________________                             _________________________

   Patient Signature                                                                                        Date



Todays Date ________________ General Health
Name of Physician ___________________________Phone # ___________________Are you under your physician’s care at this time? Y   /  N

Are you currently taking any medications/vitamins including birth control, Coumadin or, Aspirin?     If so, please list doses. 
______________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

Has a physician ever told you to pre-medicate prior to dental procedures?     Y    /     N       
     **  What Pre-medication/antibiotic has your physician recommended you use prior to dental treatment? ** 
___________________________________________________________________________________________________________________________

Have you ever been treated for periodontal (Gum) disease?       ⁯  Yes                          ⁯  No 
Have you ever had a periodontal surgery or grafting, please give date?       ⁭ Yes  date:_____        ⁭ No
Have you ever been told you have periodontal disease?                       ⁯  Yes                    ⁯ No 

Have you ever had or are you currently being treated for any of the following?       Please Circle all that apply:
                                           
AIDS /  HIV /  ARC Diabetes Heart Valve Replacement Multiple Sclerosis
Asthma Epilepsy Hepatitis Organ Transplant
Anemia Glaucoma High Blood Pressure Pregnant (CURRENTLY)   Due Date______
Anxiety Gout Holistic Medications Respiratory problems
Arthritis Hay Fever Jaundice Rheumatic Fever
Bleeding Disorders Headaches Joint Replacements Shingles
Cancer Heart Attack Kidney Trouble Sinus TMJ
Chemical Dependency Heart Murmur / MVP Liver Disease Stroke Stomach Problems Ulcers      
Dental Phobias Heart Surgery Low Blood Pressure Trouble Tuberculosis Venereal Disease 

Do you have any allergies or sensitivities to ANY Medications/Anesthetic?       Yes   /     No
⁯  Codeine ⁯  Erythromycin Allergy               ⁯  Latex Allergy ⁯  Sulfa Allergy

⁯ Epinephrine ⁯  Ibuprofen Allergy ⁯  Penicillin Allergy           Other:_________________

How frequently do you brush?________ x/day     How frequently do you floss? ________________________

Do you drink Alcoholic beverages?   Yes   /   No     How much do you consume in 1 week? __________________
Are you currently using tobacco, chew / smoke?    Yes   /   No     How frequently in one day?_________________
Are you currently happy with your smile?  Yes / No               Would you like to have a whiter smile?   Yes / No 
Would you like to change anything about your smile? ___________________________________________________________________

Are there any other medical problems not covered above, or have you had any surgeries recently?       Y / N
___________________________________________________________________________________________________________________________

Health History Update
I certify the history above is accurate to the best of my knowledge and should any changes in my health come 
about I will inform the staff of Dr. Steven Timm.

Are there any changes in your health you would like to update us on, or is all the information above current without any change?
                 Updated Information              Patient’s  Initials                   Date                 Hyg. Initials

Y / N   ____________________________________        ____________      ______________          __________
Y / N   ____________________________________        ____________      ______________          __________
Y / N   ____________________________________        ____________      ______________          __________
Y / N   ____________________________________        ____________      ______________          __________
Y / N   ____________________________________        ____________      ______________          __________
Y / N   ____________________________________        ____________      ______________          __________
Y / N   ____________________________________        ____________      ______________          __________



Y / N   ____________________________________        ____________      ______________          __________


