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Doctor # 
Patient # Patient Information Form

Financial Information

Graydon L. Ballard III, DMD
Marilyn Weaks, DMD, Periodontics
Joel G. Luedeke, DMD
Phone: 314-241-4232 •  Fax: 314-241-3204

Last Name_____________________________ First Name_____________________________ Initial_____________ Date______________

Address___________________________________________________ City______________________ State_________ Zip_____________

Home Phone_________________ Work Phone________________Cell Phone_____________________Email___________________________

SSN___________________ Birth Date__________________

Check boxes that apply to you:  Male  Female  Single  Married  Divorced  Widowed

Patient’s (or Parent’s) Employer______________________ Dept.______________________ Phone/Ext.______ Years of Employment____

Spouse (or Parent’s) Name______________________________ Employer______________________ Work Phone______________________

If you are a student, name of School/College________________________________ City______________________ State________________

In case of emergency, we should call______________________ Phone______________________ Relation to Patient___________________

Which Doctor do you wish to see______________________________ How did you come to be our patient____________________________

Name of person responsible for paying this account________________________________ Relationship to you_________________________

Address________________________________ City________________ State_________ Zip________________ Phone__________________

Social Security Number________________________________________________ Birth Date______________________________________

Employer________________________________ Phone__________________________ Is this person a current patient of ours  Yes  No

We o�er the following ways to pay your bill in full at each appointment. Check your preference:  Cash  Check  Credit Card

Dental Insurance Information
Primary Insurance Company___________________________ Group #___________________ Employee/Certi�cate #___________________

Insurance Company Address______________________________ City___________________ State_______________ Zip_______________

Insured Person___________________________ Relationship to you_______________________ Insured’s Birth Date___________________

Insured’s Employer________________________________ Phone_________________________ Insured’s SSN_________________________

Dental History
 1. Do your gums bleed when you brush or �oss?  Yes   No

 2. Are your teeth sensitive to hot or cold foods or liquids?  Yes  No

 3. Are your teeth sensitive to sweet or sour foods or liquids?  Yes  No

 4. Do you feel pain in any of your teeth?  Yes  No

 5. Do you have any sores or lumps in or near your mouth?  Yes  No

 6. Have you had any head, neck or jaw injuries?  Yes  No

 7. Have you ever had any of the following problems with your jaw?

   Clicking  Yes  No

   Pain in joint, ear or side of face  Yes  No

   Di�culty in opening or closing  Yes  No

   Di�culty in chewing  Yes  No

 8. Do you have frequent headaches?  Yes  No

 9. Do you clench or grind your teeth?  Yes  No

10.  Have you had any di�cult extractions?  Yes  No

11.  Have you had any orthodontic work?  Yes  No

12.  Have you had prolonged bleeding after an extraction?  Yes  No

 13. Have you been taught how to brush your teeth correctly?  Yes  No

 14. Have you ever been advised on how to care for your gums?  Yes  No 

Date of last dental visit__________________________ Purpose of today’s visit_________________________
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