
William Lee Willis, D.D.S., P.C.
2510 N.W. Kline St. - Roseburg, OR  97471

541-672-4899

ALL ABOUT YOU: PRIMARY DENTAL INSURANCE:

Today’s Date: _________________________________ Insurance Co. Name: _______________________________
Name:  _______________________________________ Ins. Co. Address: ___________________________________
Mailing Address: _______________________________ __________________________________________
City/State/Zip: _________________________________ Ins. Co. Telephone #: _______________________________

Male/Female Single/Married Insured’s Name: ____________________________________
Birth date: ___________________  Age:  ____________ Insured’s Birth date: ________________________________
S. S. #: _______________________________________ Insured’s S.S. #: ___________________________________
Home #: _____________________________________ Insured’s Employer: ________________________________
Cellular #: ____________________________________ Relationship to Insured: _____________________________
Work #: ______________________________________ Group #: _________________________________________
Msg./Pager #: ________________________________ Subscriber ID #: ___________________________________
Employer: _____________________________________
Employer’s Address: ____________________________

_______________________________________ SECONDARY DENTAL INSURANCE:
Student?:      Yes No
School Attending: ______________________________
Present/Previous Dentist: ________________________ Insurance Co. Name: _______________________________
Last Dental Visit: _______________________________ Ins. Co. Address: ___________________________________

___________________________________________
Ins. Co. Telephone #: _______________________________

     PERSON RESPONSIBLE FOR ACCOUNT: Insured’s Name: ____________________________________
Insured’s Birthdate: _________________________________
Insured’s S.S. #: ___________________________________

Name: _________________________________________ Insured’s Employer: ________________________________
Address: ________________________________________ Relationship to Insured: _____________________________

_________________________________________ Group #: _________________________________________
Birth date: _______________________________________ Subscriber ID #: ___________________________________
Relationship: ____________________________________

SPOUSE/PARENT INFORMATION: CERTIFICATE OF CONSENT:

Name: __________________________________________ A Parent or Legal Guardian of any/all patients under the
Mailing Address: __________________________________ age of 21 years, must sign below.  I hereby authorize

_________________________________________ Dr. Lee Willis to provide all dental services for this
Birth Date: _______________________________________ child/minor.

       EMERGENCY CONTACT: _________________________________________________
Parent/Legal Guardian Signature Date

Name: __________________________________________

Relationship: _____________________________________ *A NOTE TO OUR PATIENTS:
Home #: ________________________________________
Alt. #: ___________________________________________ The cost of your dental care is ultimately your
Mobile/Cellular #: _________________________________ responsibility.  We bill your insurance company/companies

as a courtesy to you.  Your insurance policy is a contract
Who may we thank for referring you to our office? between you, your employer, and your insurance com-
_________________________________________________ pany.  Full payment at the time of your service is appre-

ciated.  Thank you.



YOUR CURRENT PHYSICAL HEALTH IS:

� Good � Fair � Poor

Primary Care Physician:
__________________________________________________

Physician’s Phone #: _______________________________

FOR WOMEN:

Do you take birth control: Yes No
Are you currently pregnant: Yes No
If yes, how many weeks: _____________________
Are you nursing? ____________________________

Have you had any of the following diseases or medical
conditions?

Ulcers Yes No
Cancer Yes No
Heart murmur Yes No
Rheumatic Fever Yes        No
HIV / Aids Yes No
Heart Surgery   Yes   No
Pacemaker Yes No
Anorexia / Bulimia   Yes  No
Mitral Valve Prolapse Yes No
Kidney Disease   Yes No
Chemo/Radiation Therapy Yes No
Artificial Valves/Joints   Yes  No
Sinus Problems Yes No
High Blood Pressure   Yes   No
Severe/Frequent Headaches Yes No
Stroke   Yes   No
Tuberculosis Yes No
Drug/Alcohol Abuse   Yes   No
Venereal Disease Yes No
Hemophilia   Yes   No
TMJ Problems Yes No
Periodontal Disease  Yes  No
Back Pain Yes No

        (Medical History Continued)

Anemia         Yes No
Asthma   Yes   No
Diabetes Yes No
  If yes, what type? Type I                 Type II
Epilepsy   Yes   No
Glaucoma Yes No
Hepatitis   Yes No
  If yes, what type?  A B          C        D
Have you ever received a blood transfusion? Yes No

If yes, what was the approximate date?
_________________________________

Osteoporosis   Yes   No
If yes, what type of medication are you
Currently taking for this condition?
_________________________________

ALLERGIES:

     Are you allergic to any of the following medications?

Aspirin Yes No
Penicillin   Yes   No
Tetracycline Yes No
Erythromycine   Yes   No
Codeine Yes No
Latex Gloves   Yes  No

       Do you have any other allergies?  Please list below:
__________________________________________________
__________________________________________________

            MEDICATION LIST:

Name Dose Reason
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________

The answers given to these questions are for my dental records only, and are to be considered confidential.  The information is
complete, to date, and you have my permission to discuss any portion of it with my physician.  I understand that it is my

responsibility to inform this office of any and all changes in my medical or personal information, including changes of address
and changes in insurance companies or coverage status.

____________________________________________________________________________________________________________
Signature of Patient, Parent or Legal Guardian Date


