
Champlain Smiles 

Brian Knapp, DDS 
212 Tom Miller Road, PlaƩsburgh, NY 12901 

518-324-2273 

Thank you for choosing Champlain Smiles. We strive to ensure every visit is pleasant and comfortable for our paƟents.  
Please help us get to know you beƩer by compleƟng this quick form. 

 

First Name ____________________  Middle IniƟal ____   Last Name ____________________ Nickname ____________________ 

Street Address ____________________________________  City _______________________  State ______  Zip ______________ 

Employer ___________________________________________  Employer Address ______________________________________ 

Birthdate __________________________________________       Height ___________________  Weight ____________________ 

Home Phone _______________________________________       Social Security # ______________________________________ 

Work Phone  _______________________________________       May we contact you at work?    □  Yes        □  No 

Cell Phone _________________________________________       □  Male            □  Female 

Email _____________________________________________         

Emergency Contact __________________________________ RelaƟonship ____________  Phone _________________________ 

Consent is given to discuss (please check)    □  Treatment    □  Account InformaƟon    
with ______________________________________________ RelaƟonship ____________________________________________ 

 

Primary Dental Carrier 

Subscriber Name ____________________________________  Social Security # ___________________  DOB ________________ 

Employer __________________________________________   Insurance Co. __________________________________________ 

Insurance Co. Phone # ________________________________  ID # ______________________  Group # ____________________ 

RelaƟonship to PaƟent ________________________________ 

Secondary Dental Carrier 

Subscriber Name ____________________________________  Social Security # ___________________  DOB ________________ 

Employer __________________________________________   Insurance Co. __________________________________________ 

Insurance Co. Phone # ________________________________  ID # ______________________  Group # ____________________ 

RelaƟonship to PaƟent ________________________________ 

 

Insurance AuthorizaƟon Statement  
I hereby authorize payment directly to Champlain Smiles of the group insurance benefits otherwise payable to me. I understand that 
I am responsible for all costs and dental treatment. I hereby authorize Champlain Smiles to administer such medicaƟons and perform 
such diagnosƟc and therapeuƟc procedures as may be necessary for proper dental care. The informaƟon provided and the medical 
history is correct to the best of my knowledge.  

 

Signature __________________________________________________________________  Date __________________________ 

 

If PaƟent is Under 18 or Requires a Guardian 

Responsible Party _____________________________________  RelaƟonship to PaƟent __________________________________ 

Street Address ____________________________________  City _______________________  State ______  Zip ______________ 

Primary Phone _______________________________________         



□ Abnormal Bleeding 
□ Alcohol Abuse 
□ Allergies 
□ Alzheimer/DemenƟa 
□ Anemia 
□ Angina Pectoris 
□ ArthriƟs 
□ ArƟficial Heart Valve 
□ Asthma 
□ Bisphosphonates 
□ Blood Transfusion 
□ Cancer 
□ Chemotherapy 
□ ColiƟs 
□ Congenital Heart Defect 
□ Diabetes 
□ Difficulty Breathing 
□ Drug Abuse 

□ Emphysema 
□ Epilepsy 
□ Facial Surgery 
□ FainƟng Spells 
□ Fever Blisters 
□ Frequent Headaches 
□ Glaucoma 
□ HIV+ AIDS 
□ Heart AƩack 
□ Heart Murmur 
□ Heart Surgery 
□ Hemophilia 
□ HepaƟƟs A 
□ HepaƟƟs B 
□ HepaƟƟs C 
□ High Blood Pressure 
□ HPV 
□ Joint Replacement 

□ Kidney Problems 
□ Liver Disease 
□ Low Blood Pressure 
□ Mitral Valve Prolapse 
□ Pacemaker 
□ Psychiatric Problems 
□ RadiaƟon Therapy 
□ RheumaƟc Fever 
□ Seizures 
□ Sexually TransmiƩed  
    Disease 
□ Shingles 
□ Sickle Cell Disease 
□ Sinus Problems 
□ Stroke 
□ Thyroid Problems 
□ Tuberculosis 
□ Ulcers                                               

Allergies 
□ Aspirin 
□ Codeine 
□ Dental AnestheƟcs 
□ Erythromycin 
□ Latex 
□ Metals 
□ Penicillin 
□ Sulfa 
□ Tetracycline 
□ Other _________________ 
 
Do You Smoke or use Tobacco?        □  Yes     □  No 
 
If Female 
Are you taking birth control pills?     □  Yes     □  No 
Are you pregnant?                               □  Yes     □  No 
If yes, # of weeks __________ 
Are you nursing?                                  □  Yes     □  No 
 
Do you need to premedicate?          □  Yes     □  No 

Medical History 

Are you currently under the care of a physician?       □  Yes        □  No 

If yes, for what condiƟon(s)?  ____________________________________________________________________________________ 

Name and Address of Primary Care Physician _______________________________________________________________________ 

____________________________________________________________________________________________________________ 

Current MedicaƟons: __________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Dental History & Goals 

Reason for today’s visit ________________________________________________________________________________________ 

Are you experiencing any pain or sensiƟvity?  ______________________________________________________________________ 

Date of last dental exam ___________________  Former DenƟst Name _________________________  Last X-Rays ______________ 

Why did you leave your last denƟst?  _____________________________________________________________________________ 

What did you like most about your last denƟst? ____________________________________________________________________ 

How did you hear about us?      □  Family/Friend      □  Website      □  Work      □  Flyer in Mail      □  Newspaper Ad/SƟcker     

□  Other ____________________________________________________________________________________________________ 

 

Have you ever had any of the following: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Treatment AuthorizaƟon Form  
I authorize and give consent to perform dental services agreed between Champlain Smiles and paƟent and/or parent or guardian to 
be necessary or advisable including the use of local anesthesia and other medicaƟon as indicated. I cerƟfy too the above statements 
regarding my medical condiƟon. 

Payment for all treatment and services rendered are my responsibility.  

 

Signature __________________________________________________________________  Date __________________________ 

 

If PaƟent is Under 18 or Requires a Guardian 

Responsible Party _____________________________________  RelaƟonship to PaƟent __________________________________ 

Street Address ____________________________________  City _______________________  State ______  Zip ______________ 

Primary Phone _______________________________________        


