
 
APPLE DENTISTRY, P.C. 
Bernice A. Leschinsky, D.M.D. 

19-21 Fair Lawn Avenue, Fair Lawn, NJ 07410 
Phone  (201) 475-5555    Fax  (201) 475-5596 

www.apple-dentistry.com 
 
 
 

Welcome To Our Office!                 Today’s Date:  
 

PATIENT INFORMATION 
Patient’s Last Name First Middle      Mr.    

     Mrs. 
    Miss 
    Ms. 

Marital Status  
   Single     Mar     Div     Sep     Wid 

Home Phone No. Cell Phone No.  Best Time for Appointments Birth Date Age Sex 
        AM     Day     Eve     W/End              M     F 
Street Address City State ZIP Code Social Security # E-mail Address 
   
 City State ZIP Code 
    
Occupation Employer Employer Phone No. 
    

Referred by (Check one box)       Patient ____________________    Dr.       Insurance Plan     Internet 

     Family     Friend   Advertisement    Other  
 INSURANCE INFORMATION (PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST) 
Person Responsible for Bill Birth Date Address (if different) Home Phone No. (if different) 
   

   Is this person a patient here?     Yes 
      
No 

Occupation Employer Employer Address Employer Phone No. 
     

Is this patient covered by insurance?      Yes    No  
Subscriber’s Name Subscriber’s S.S. # Birth Date Group # Policy # 
      
Patient’s Relationship to Subscriber   Self   Spouse   Child   Other  
 IN CASE OF EMERGENCY 
Name  Relationship to Patient Home Phone No. Work Phone No. 
      
 

Consent for Services: The above information is true to the best of my knowledge. I understand that I am responsible for all 
costs of dental treatment. I authorize my insurance benefits to be paid directly to Apple Dentistry PC. I understand that I am 
responsible for any balance. I authorize Apple Dentistry PC to release any information required to process my claims or for 
any other permitted disclosure. I accept the terms of the Notice of Privacy Practices as posted. I authorize the dentist to 
administer such medications and perform such diagnostic and therapeutic procedures as may be necessary for proper 
dental care.  
 

X   
 PATIENT / GUARDIAN SIGNATURE DATE 

 



MEDICAL AND DENTAL HISTORY – have you had any of the following: 
 

    Yes      No  Allergies to medications, specify______________________________ 
    Yes      No           Allergies to    Penicillin,    Codeine,    Aspirin 
    Yes      No            Allergies to Latex 
    Yes      No  Any other Allergies, specify__________________________________ 
    Yes      No  Heart Murmur 
    Yes      No  Mitral Valve Prolapse 
    Yes      No  Rheumatic Fever 
    Yes      No  High Blood Pressure 
    Yes      No  Heart Disease or Heart Surgery, specify________________________ 
    Yes      No  Do you require antibiotics before dental treatment? 
    Yes      No  Do you bleed or bruise easily? 
    Yes      No  For women: Are you pregnant or may be pregnant? 
    Yes      No  Do you have now or had a history of Hepatitis? Jaundice? 
    Yes      No  Tuberculosis 
    Yes      No  HIV or AIDS 
    Yes      No  Venereal Disease? Specify: 
    Yes      No  Kidney Disease? Specify: 
    Yes      No  Liver disease 
    Yes      No  Stroke 
    Yes      No  Radiation treatment 
    Yes      No  Respiratory problems 
    Yes      No  Epilepsy 
    Yes      No  Mental problems 
    Yes      No  Are you presently under a care of a physician?  

Provide name and phone #   
List your current medications:   

    Yes      No  Any other medical problems? Specify: 
    Yes      No  Do you grind your teeth? 
    Yes      No  Do your gums bleed? 
    Yes      No  Do you like your smile? 
 
PATIENT / GUARDIAN SIGNATURE  ____________________________________________ 


	PATIENT INFORMATION
	(please give your insurance card to the receptionist)
	INSURANCE INFORMATION
	IN CASE OF EMERGENCY
	MEDICAL AND DENTAL HISTORY – have you had any of the following:
	Yes      No  Allergies to medications, specify______________________________
	Yes      No           Allergies to    Penicillin,    Codeine,    Aspirin
	Yes      No  Any other Allergies, specify__________________________________
	Yes      No  Mitral Valve Prolapse
	PATIENT / GUARDIAN SIGNATURE  ____________________________________________


	Text1: 
	Text2: 
	RadioButton1: Off
	RadioButton2: Off
	RadioButton3: Off
	RadioButton4: Off
	RadioButton5: Off
	RadioButton6: Off
	RadioButton7: Off
	RadioButton8: Off
	RadioButton9: Off
	RadioButton10: Off
	RadioButton11: Off
	RadioButton12: Off
	RadioButton13: Off
	RadioButton14: Off
	RadioButton15: Off
	RadioButton16: Off
	RadioButton17: Off
	RadioButton18: Off
	RadioButton19: Off
	RadioButton20: Off
	RadioButton21: Off
	RadioButton22: Off
	RadioButton23: Off
	RadioButton24: Off
	RadioButton25: Off
	RadioButton26: Off
	RadioButton27: Off
	RadioButton28: Off
	RadioButton29: Off
	RadioButton30: Off
	RadioButton31: Off
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	RadioButton32: Off
	RadioButton33: Off
	RadioButton34: Off
	RadioButton35: Off
	RadioButton36: Off
	RadioButton37: Off
	RadioButton38: Off
	RadioButton39: Off
	RadioButton40: Off
	RadioButton41: Off
	RadioButton42: Off
	RadioButton43: Off
	RadioButton44: Off
	RadioButton45: Off
	RadioButton46: Off
	RadioButton47: Off
	RadioButton48: Off
	RadioButton49: Off
	RadioButton50: Off
	RadioButton51: Off
	RadioButton52: Off
	RadioButton53: Off
	RadioButton54: Off
	RadioButton55: Off
	RadioButton56: Off
	RadioButton57: Off
	RadioButton58: Off
	RadioButton59: Off
	RadioButton60: Off
	RadioButton61: Off
	RadioButton62: Off
	RadioButton63: Off
	RadioButton64: Off
	RadioButton65: Off
	RadioButton66: Off
	RadioButton67: Off
	RadioButton68: Off
	RadioButton69: Off
	RadioButton70: Off
	RadioButton71: Off
	RadioButton72: Off
	RadioButton73: Off
	RadioButton74: Off
	RadioButton75: Off
	RadioButton76: Off
	RadioButton77: Off
	RadioButton78: Off
	RadioButton79: Off
	RadioButton80: Off
	RadioButton81: Off
	RadioButton82: Off
	RadioButton83: Off
	RadioButton84: Off
	RadioButton85: Off
	RadioButton86: Off
	RadioButton87: Off
	RadioButton88: Off
	RadioButton89: Off
	RadioButton90: Off
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 


