
WELCOME TO THE OFFICE OF DR. DONALD ROBBINS

340 N. Pottstown Pike, P.O. Box 449
   Exton,  PA 19341

 610-363-1980
PERSONAL INFORMATION
 

Patient Name ___________________________________________________________________
LAST FIRST MIDDLE

Birth Date ______________________  Social Security Number ___________________________

Home Address __________________________________________________________________

City _______________________ State _________Zip _____________  

Telephone: Home __________________ Cell ___________________ Work______________

Employer ___________________________________ Occupation ___________________­­­­­­­

Business Address ____________________City_____________________State______Zip______

Home E­Mail Address: ___________________________________________________________

Work E­Mail Address: ____________________________________________________________

 

 

 
SPOUSE (OR PARENT) INFORMATION

Spouse/Parent Name ____________________________________________________________
LAST FIRST MIDDLE

Birth Date ______________________  Social Security Number ___________________________

Home Address __________________________________________________________________

City ______________________  State __________ Zip __________ 

Telephone: Home ___________________________  Cell ______________________________

Work ___________________________Ext _________

Employer ________________________________________  Occupation ___________________

Business Address __________________________________ City, State, Zip ________________

Do you have Children? (Names & ages): _____________________________________________

  
 
INSURANCE INFORMATION
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Patient Dental Insurance Company ____________________________  Group # ______________

Policy # ________________________________  Telephone ________________________

Spouse Dental Insurance Company ____________________________ Group # ______________

 Policy # ________________________________  Telephone ________________________

 

 

 

­­­­­­­­­­­­­­­­­­ 



 
 

Previous Medical/Dental Information
MEDICAL     Physician Name __________________________City/State ___________________
 
                     Date of Last Medical Visit __________ Reason_____________________________
 
DENTAL      Dentist Name _____________________________City/State ___________________
 
                    Date of Last Visit __________________Reason _____________________________
 
                    Date of Last Complete Series X­rays:______________________________________
 
                    Why did you leave your last dentist? _______________________________________

 
Past /Present Medical History

Rheumatic Fever Y   N Hepatitis Y   N ALLERGIES:
Heart Valve Replace Y   N Aids/Immune Penicillin Y   N
Mitral Valve Prolapse       Disease Y   N Erythromycin Y   N

MVP Y   N Convulsions Y   N Clindamycin Y   N
Pacemaker Y   N Lung/Liver/Kidney Tetracycline Y   N
High Blood Pressure Y   N        Disease Y   N Sulfa Drugs Y   N
Heart/Chest Pain Y   N Diabetes Y   N Codeine Y   N
Bleeding Tendency Y   N Asthma or Aspirin/Tylenol Y   N
Heart Attack/Stroke Y   N     Bronchitis Y   N Fruits or Flavors Y   N
Ever been chemically Anemia Y   N

dependent?     Y   N
  

 
How did you find out about our office?  _________________________________________________

Are you currently pregnant or nursing?....................................................................Y   N
Do you need to PREMEDICATE with antibiotics before dental treatment?..............Y   N
Do you smoke?............................Y   N If yes how much?............_________/day

Do you get Herpes lesions (cold sores)?...........Y   N If yes how often per year? ______

Are you being treated by a physician now?..............................................................Y   N
If yes for what condition? _______________________________________

List any medications you are now taking (list medication and reason for taking)

_____________________ ______________________________________

____________________________________________________________

What kind of Dental Care are you seeking? _____________________________________________

If you could avoid dental problems for the next ten or twenty years, would you like to have that dental 

treatment performed? ______________________________________________________________

Do you like your smile? ….Y   N    What would you change if possible? _______________________



_____________________________________________________________________ 

Are you aware of the health dangers of mercury? Y   N Page 2 of 3
 
Are you aware of the dangers of fluoride?                  Y  N
Are you concerned about the mercury fillings in your mouth?   Y  N
Would you like us to send a report of our dental findings to any healthcare provider?  Y   N
If yes to the above question, please provide us with that provider(s) name and address (below).

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

 
I consent to necessary treatment by Dr. Robbins, as it will be explained to me, along with possible 

side effects, in advance.  I understand that regardless of my insurance coverage, I am financially 

responsible to Dr. Robbins for my account.  I understand there may be a charge for appointments 

missed or cancelled by me without 48­hour advance notice, unless my allotted time can be appointed 

to another patient.  I permit Dr. Donald Robbins, D.M.D. to release my records, as may be necessary 

to physicians, dentists, attorneys, other health care providers and insurance companies involved in 

my health care.

 

DATE:  __________________ SIGNATURE: _______________________________________

 
(AT NEXTCHECKUP) I have reviewed this form.  There are no changes to my health at this time.

DATE:  __________________ SIGNATURE: _______________________________________

 

FOR DENTAL STAFF ONLY
I have reviewed this form with the patient and have initialed below

DATE/REVIEWER

______________________ _________________________

 

______________________ _________________________

 

______________________ _________________________
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