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Cover

Thank you for selecting Brobst Family Dentistry for your dental care. We are committed to 
providing quality care, and look forward to meeting you.

We have enclosed our medical history forms with the basic information needed for your 
medical records. Please bring the following information and forms with you:

• Photo ID

• New patient forms

• List of your current medications- including the dosage. If you need to bring 
 your medications in, make sure they are in the prescription bottle.

• All current insurance cards 

• Should your insurance carrier require a referral or an authorization, 
 please bring that with you.

If you need to schedlued an appointment or If you would like more information, please call our 

For patients with mobility challenges with ambulating or transferring to an exam chair, please 

Use the space below to record your information.   

Appointment Date: ______________________    Appointment Time: ___________  am.  |  pm.

 Gladstone MO 64118.

We look forward to seeing you.



To save you time, we’ll make copies of your insurance cards.

PATIENT REGISTRATION

Date

First Name:

Patient Is: Policy Holder Responsible Party

RESPONSIBLE PARTY  ( if someone other than the patient )

Middle Initial:Last Name:First Name:

Address:

Cellular:Ext:Work Phone:Home Phone:

Drivers Lic:Soc Sec:Birth Date:

PATIENT INFORMATION

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Age:Birth Date:

E-mail: I would like to receive correspondences via e-mail.
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office: 816.413.8285       fax: 816.413.8662        www.BrobstFamilyDentistry.com
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Middle Initial:Last Name:

Drivers Lic:Soc Sec:

Do you have Dental Insurance:       YES     |      NO Do you have Secondary Insurance:  YES     |      NODENTAL INSURANCE

State: ZIP:City:

Address:

Cellular:Ext:Work Phone:Home Phone:

State: ZIP:City:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Preferred Name:



Patient Registration (Continued) 

 

Nearest relative not living with you:  _______________________________________    Phone: ____________________ 

Physician:  ____________________________________________________________    Phone: ____________________ 

Preferred Pharmacy:  ___________________________________________________     Phone: ____________________ 

Whom may we contact in case of an emergency? 

_____________________________________________________________________     Phone: ____________________ 

Whom may we thank for referring you to us: 

______________________________________________________________________    Phone: ____________________ 

_______________________________________________________  ____________________________ 
Signature (parent if minor)                                      Date 

 

_______________________________________________________  ____________________________ 
Signature (parent if minor)      Date    
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I authorize the dentist to release any information including the diagnosis and the records of any treatment or 
examination rendered to me or my child during the period of such dental care to third party payors and/or health 

otherwise payable to me. If my current policy prohibits direct payment to the doctor, I hereby also instruct and 

Gladstone, MO  64118.) This payment will not exceed my fees incurred to the assignee and I have agreed to pay in 
a current manner any balance due. I understand that my dental insurance carrier may pay less than the actual bill 
for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents. 

I understand and agree that (regardless of my insurance status), I am ultimately responsible for the balance of my 
account for any professional services rendered. I have read all the information and have completed the above 
answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes 
in my status or the above information. 



M
E

D
IC

A
L

 H
IS

T
O

R
Y

P
at

ie
nt

 N
am

e:
Bi

rth
 D

at
e:

 

Al
th

ou
gh

 d
en

ta
l p

er
so

nn
el

 p
rim

ar
ly

 tr
ea

t t
he

 a
re

a 
in

 a
nd

 a
ro

un
d 

yo
ur

 m
ou

th
, y

ou
r m

ou
th

 is
 a

 p
ar

t o
f y

ou
r e

nt
ire

 b
od

y.
 H

ea
lth

 
pr

ob
le

m
s 

th
at

 y
ou

 m
ay

 h
av

e 
or

 m
ed

ic
at

io
n 

th
at

 y
ou

 m
ay

 b
e 

ta
ki

ng
, c

ou
ld

 h
av

e 
an

 im
po

rta
nt

 in
te

rre
la

tio
ns

hi
p 

w
ith

 th
e 

de
nt

is
try

 
yo

u 
w

ill 
re

ce
iv

e.
 T

ha
nk

 y
ou

 fo
r a

ns
w

er
in

g 
th

e 
fo

llo
w

in
g 

qu
es

tio
ns

. 

❍
  

O
th

er
   

   
If 

ye
s 

❍
 A

sp
iri

n 
   

❍
 M

et
al

  
❍

 P
en

ic
illi

n 
❍

 C
od

ei
ne

   
   

 
❍

 S
ul

fa
 D

ru
gs

 
❍

 L
oc

al
 A

ne
st

he
tic

s

❍
 P

re
gn

an
t/T

ry
in

g 
to

 g
et

 p
re

gn
an

t?
 

   
   

   
❍

 N
ur

si
ng

   
   

   
   

   
 ❍

  
Ta

ki
ng

 o
ra

l c
on

tra
ce

pt
iv

es
? 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

 

Ar
e 

yo
u 

un
de

r a
 p

hy
si

ci
an

's
 c

ar
e 

no
w

? 

H
av

e 
yo

u 
ev

er
 b

ee
n 

ho
sp

ita
liz

ed
 o

r h
ad

 a
 m

aj
or

 o
pe

ra
tio

n?

H
av

e 
yo

u 
ev

er
 h

ad
 a

 s
er

io
us

 h
ea

d 
or

 n
ec

k 
in

ju
ry

? 

Ar
e 

yo
u 

ta
ki

ng
 a

ny
 m

ed
ic

at
io

ns
, p

ills
 o

r d
ru

gs
? 

D
o 

yo
u 

ta
ke

, o
r h

av
e 

yo
u 

ta
ke

n,
 P

he
n-

Fe
n 

or
 R

ed
ux

?

H
av

e 
yo

u 
ev

er
 ta

ke
n 

Fo
sa

m
ax

, B
on

iv
a,

 A
ct

on
el

 o
r a

ny
 o

th
er

m
ed

ic
at

io
ns

 c
on

ta
in

in
g 

bi
sp

ho
sp

ho
na

te
s?

Ar
e 

yo
u 

on
 a

 s
pe

ci
al

 d
ie

t?

D
o 

yo
u 

us
e 

to
ba

cc
o?

D
o 

yo
u 

us
e 

co
nt

ro
lle

d 
su

bs
ta

nc
es

?

W
om

en
: A

re
 y

ou
 ..

. 

A
re

 y
ou

 a
lle

rg
ic

 to
 a

ny
 o

f t
he

 fo
llo

w
in

g?
 

p
ag

e 
3



❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

❍
Ye

s 
  ❍

N
o 

X 
D

at
e

p
ag

e 
4

AI
D

S/
H

IV
 P

os
iti

ve
 

Al
zh

ei
m

er
's

 D
is

ea
se

 

An
ap

hy
la

xi
s 

An
em

ia
 

An
gi

na
 

Ar
th

rit
is

/G
ou

t

Ar
tif

ic
ia

l H
ea

rt 
Va

lv
e 

A
rti

fic
ia

l J
oi

nt
 

As
th

m
a 

Bl
oo

d 
D

is
ea

se
 

Bl
oo

d 
Tr

an
sf

us
io

n 

Br
ea

th
in

g 
Pr

ob
le

m
s 

Br
ui

se
 E

as
ily

 

C
an

ce
r 

C
he

m
ot

he
ra

py
 

C
he

st
 P

ai
ns

 

C
ol

d 
So

re
s/

Fe
ve

r B
lis

te
r

C
on

ge
ni

ta
l H

ea
rt 

D
is

or
de

r 

C
on

vu
ls

io
ns

  

C
or

tis
on

e 
M

ed
ic

in
e 

D
ia

be
te

s 

D
ru

g 
Ad

di
ct

io
n 

Ea
si

ly
 W

in
de

d 

Em
ph

ys
em

a 

Ep
ile

ps
y 

or
 S

ei
zu

re
s 

Ex
ce

ss
iv

e 
Bl

ee
di

ng
 

Ex
ce

ss
iv

e 
Th

irs
t 

Fa
in

tin
g 

Sp
el

ls
/

D
iz

zi
ne

ss
 

Fr
eq

ue
nt

 C
ou

gh
 

Fr
eq

ue
nt

 D
ia

rrh
ea

 

Fr
eq

ue
nt

 H
ea

da
ch

es
 

G
en

ita
l H

er
pe

s 

G
la

uc
om

a 

H
ay

 F
ev

er
 

H
ea

rt 
At

ta
ck

/F
ai

lu
re

 

H
ea

rt 
M

ur
m

ur
 

H
ea

rt 
Pa

ce
m

ak
er

 

H
ea

rt 
Tr

ou
bl

e/
D

is
ea

se
 

 

H
em

op
hi

lia

H
ep

at
iti

s 
A 

H
ep

at
iti

s 
B 

or
 C

 

H
er

pe
s 

H
ig

h 
Bl

oo
d 

Pr
es

su
re

 

H
ig

h 
C

ho
le

st
er

ol
 

H
iv

es
 o

r R
as

h 

H
yp

og
ly

ce
m

ia
 

Irr
eg

ul
ar

 H
ea

rtb
ea

t 

Ki
dn

ey
 P

ro
bl

em
s 

Le
uk

em
ia

 

Li
ve

r D
is

ea
se

 

Lo
w

 B
lo

od
 P

re
ss

ur
e 

Lu
ng

 D
is

ea
se

 

M
itr

al
 V

al
ve

 P
ro

la
ps

e 

O
st

eo
po

ro
si

s 

Pa
in

 in
 J

aw
 J

oi
nt

s 

Pa
ra

th
yr

oi
d 

D
is

ea
se

 

Ps
yc

hi
at

ric
 C

ar
e

R
ad

ia
tio

n 
Tr

ea
tm

er
ts

  

R
ec

en
t W

ei
gh

t L
os

s 

R
en

al
 D

ia
ly

si
s 

R
he

um
at

ic
 F

ev
er

 

R
he

um
at

is
m

 

Sc
ar

le
t F

ev
er

 

Sh
in

gl
es

 

Si
ck

le
 C

el
l D

is
ea

se
 

Si
nu

s 
Tr

ou
bl

e 

Sp
in

a 
Bi

fid
a 

St
om

ac
h/

In
te

st
in

al
 

D
is

ea
se

  

St
ro

ke
 

Sw
el

lin
g 

of
 li

m
bs

 

Th
yr

oi
d 

D
is

ea
se

 

To
ns

illi
tis

 

Tu
be

rc
ul

os
is

 

Tu
m

or
s 

or
 G

ro
w

th
s 

U
lc

er
s 

Ve
ne

re
al

 D
is

ea
se

 

Ye
llo

w
 J

au
nd

ic
e 

To
 th

e 
be

st
 o

f m
y 

kn
ow

le
dg

e,
 th

e 
qu

es
tio

ns
 o

n 
th

is
 fo

rm
 h

av
e 

be
en

 a
cc

ur
at

el
y 

an
sw

er
ed

. I
 u

nd
er

st
an

d 
th

at
 p

ro
vi

di
ng

 in
co

rre
ct

 in
fo

rm
at

io
n 

ca
n 

be
 

da
ng

er
ou

s 
to

 m
y 

(o
r p

at
ie

nt
's

) h
ea

lth
. I

t i
s 

m
y 

re
sp

on
si

bi
lit

y 
to

 in
fo

rm
 th

e 
de

nt
al

 o
ffi

ce
 o

f a
ny

 c
ha

ng
es

 in
 m

ed
ic

al
 s

ta
tu

s.
 

Co
m

m
en

ts
:

Si
gn

at
ur

e 
of

 P
at

ie
nt

, P
ar

en
t o

r G
ua

rd
ia

n:
 

D
o 

yo
u 

ha
ve

, o
r h

av
e 

yo
u 

ha
d,

 a
ny

 o
f t

he
 fo

llo
w

in
g?

H
av

e 
yo

u 
ev

er
 h

ad
 a

ny
 s

er
io

us
 il

ln
es

s 
no

t l
is

te
d 

ab
ov

e?
  

❍
Ye

s 
  ❍

N
o 

   
 If

 y
es

M
E

D
IC

A
L

 H
IS

T
O

R
Y

 -
 c
o
n
ti
n
u
ed

P
at

ie
nt

 N
am

e:
Bi

rth
 D

at
e:

 



  

 

Dental History   

Patient’s name  ____________________________________________   Date of birth __________________

Date of last dental visit _________________   What was done?____________________________________ 

When and where  ________________________________________________________________________

How often do you brush your teeth?___________   _______________        

              Yes  No  

Are your teeth sensitive to hot or cold liquid/foods?    ____  ____ 

Are your teeth sensitive to sweet or sour liquid/foods?    ____  ____ 

Do you feel pain to any of your teeth?      ____  ____ 

Do you have any sores or lumps in or near your mouth?    ____  ____ 

Have you had any head, neck or jaw injuries?     ____  ____ 

Have you ever experienced any of the following problems in your jaw? 

Clicking . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   ____  ____   

Pain (joint, ear, side of face) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   ____  ____   

g  . . . . . . . . . . . . . . . . . . . . . . . . . .   ____  ____  

g  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   ____  ____ 

Do you have frequent headaches?       ____  ____ 

Do you clench or grind your teeth?       ____  ____ 

Do you bite your lips or cheeks frequently?      ____  ____ 

Have you noticed any loosening of your teeth?     ____  ____ 

Does food tend to become caught between your teeth?    ____  ____ 

Have you ever worn a bite plate or appliance?     ____  ____

    ____  ____ 

Have you ever had any prolonged bleeding after an extraction?   ____  ____ 

Do you wear dentures or partials?       ____  ____ 

If you could change anything about your smile, what would you change?  
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Gum Disease May Relate to Heart Attack Risk 

Previous studies have found the incidence of heart disease is about twice as high in people with periodontal 
(gum) disease, but until recently no plausible cause had been suggested. Now studies indicate that the most 
common strain of bacteria in dental plaque may cause blood clots. When blood clots escape into the 
bloodstream, there is a relation to increased risk of heart attacks and stroke. 

People with periodontal disease (over one half the adult population) have an infection that causes chronic 

A recent study describes the association between heart disease and gum disease to be at least as strong as the 
linkage of heart disease to cholesterol, body weight or smoking. 

American Dental Association Warning Signs of Periodontal Disease 

are unaware. 
           Yes  No 

Do your gums bleed when you brush your teeth?    ___  ___ 
Are your gums red, swollen or tender?     ___  ___ 
Have your gums pulled away (receded) from your teeth?   ___  ___ 
Do you have pus between your teeth and gums when pressed?  ___  ___ 
Are your permanent teeth loose or separating?    ___  ___ 
Have your teet

Do you have persistent bad breath?      ___  ___ 
 

Incidence of Periodontal Disease 

Unlike most disease that give us early warning signs, gum disease progresses silently, often without pain. It 
may develop slowly or progress quite rapidly. More than half of all people over 18 have at least the early 

to some degree. Periodontal disease is an infection that destroys the gum surrounding your teeth and also 
destroys the supporting bone that holds your teeth in place. 

Periodontal disease may increase your risk for a variety of health concerns including: 

•  weakened immune system  •  diabetes  •  strokes  •  lung disease  •  preterm births  
•  respiratory disease   •  osteoporosis  •  gastric ulcers  

 

I certify that I have read and understand the above information to the best of my knowledge. The above 
questions have been accurately answered. I understand that providing incorrect information can be dangerous 
to my health. 

___________________________________________________       _______________________________ 
Signature (parent if minor)             Date  
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Notice of Privacy Practices Acknowledgement (HIPAA) 

 

Patients name  __________________________________________________________________ 
 
Relationship to patient  ___________________________________________________________ 

Signature  ______________________________________________________________________ 

Date  __________________________________________________________________________ 

 
I attempted to obtain the patients signature in acknowledgement on this Notice of 
Privacy Practices Acknowledgement but was unable to do so as documented below. 
 
Date  ______________________     Initials ________    Reason  __________________ 

 

6301  N. Oak Trfwy, Suite 201    ■   Gladstone, MO 64118
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I understand that, under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have 
certain rights to privacy regarding my protected information. I understand that this information can and 
will be used to: 

•   Conduct, plan and direct my treatment and follow-up among the multiple  
 healthcare providers who may be involved in the treatment directly and indirectly. 

•   Obtain payment for third-party payers. 

•   Conduct normal healthcare operations such as quality assessments and 
 p

I have received, read and understand your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information. I understand that this organization 
has the right to change its Notice of Privacy Practices from time to time and that I may contact this 
organization at any time to obtain a current copy of the Notice of Privacy Practices.  

I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment or healthcare operations. I also understand you are not 
required to agree to my request restrictions but if you do agree then you are bound to abide by 
such restrictions. 


