
Robert H. Sattler DMD, MAGD 
635 Street Road, Southampton, PA 18966 (215) 357-0476 

 

Patient Information 
 

Patient Name: _________________________________________________________  Date:_______________ 
                                  Last                                                         First                                               MI 
      Male    Female                                                Married    Single    Child    Other _____________ 
 

Social Security #: ________________________________  Birth Date: _________________________________ 
 

Phone (Home): ________________ (Cell): ________________ (Work):___________  Best time to call:_______ 
 

Preferred appointment times:   Morning    Afternoon    Evening    Any Time    M  T  W  Th 
 

Address: __________________________________________________________________________________ 
                            Street                                                                                                                                     Apartment # 
 __________________________________________________________________________________ 
                            City                                                                                  State                                                 Zip Code 
 

Health Information 
 

Date of Last Dental Visit: __________________  Reason for this visit:___________________________________ 
 

Have you ever had any of the following?  Please check those that apply: 
  

AIDS/ HIV+                         
 Allergies __________        

    Rubber/Latex_______      
    Jewelry___________        

 Allergic to Medicine            
    Erythromycin_______     
    Penicillin __________  
    Codeine___________   

 Anemia   
 Arthritis/Rheumatism 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Blood Transfusion 

         
                                                                                                                                   

• Are you taking any medications?   Yes   No   If So what? _________________________________________ 
 

• Have you ever had any complications following dental treatment?     Yes   No 
     If yes, please explain:_______________________________________________________________________ 
 

• Have you been admitted to a hospital or needed emergency care during the past two years?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

• Are you now under the care of a physician?     Yes   No 
     If yes, please explain:______________________________________________________________________ 
 

• Name of Physician: _______________________________________________  Phone:___________________ 
 

• Do you have any health problems that need further clarification?     Yes   No 
     If yes, please explain: _____________________________________________________________________ 
                                                                                                       

                                                                          Referral Information  
 
Whom may we thank for referring you to our practice?    Another patient, friend    Another patient, relative 
 

       Dental Office     Yellow Pages     Newspaper     School     Work     Other__________________ 
 

Name of person or office referring you to our practice: ________________________________________ 
                                                  
                                                                     Employment Information 
The following is for:  the patient           the person responsible for payment 
 

Employer Name:_______________________________  Occupation:___________________________________ 
 

 Cancer 
 Chemotherapy 
 Diabetes 
 Dizziness/ Fainting 
 Epilepsy/ Seizures 
 Excessive Bleeding 
 Glaucoma 
 Hay Fever 
 Head Injuries 
 Heart Disease 
 Heart Murmur/MVP 
 Hepatitis 
 High Blood Pressure  
 High Cholesterol 

 
 
 
 

 Jaundice 
 Kidney Disease 
 Liver Disease 
 Mental Disorders 
 Nervous Disorders 
 Oral Contraceptive 
 Pace Maker 
 Pregnancy 

    Due Date: _________ 
 Radiation Treatment 
 Respiratory Problems 
 Rheumatic Fever 
 Psychiatric Problems  
 Sinus Problems 

 
 
 
 

 Sleep Apnea 
 Stomach Problems 
 Stroke 
 Thyroid Problems 
 Tuberculosis 
 Tumors/ Growths 
 Ulcers 
 Venereal Disease 
 OTHER 

______________ 
______________ 
______________ 
______________ 
______________ 
 
 
 



                                                                         Spouse or Responsible Party Information 
 
The following is for:    the patient's spouse     the person responsible for payment 
 

Name: ____________________________________________________________________________________ 
                     Male    Female                                Married    Single    Child    Other ______________ 
 

Social Security #: ________________________________  Birth Date: _________________________________ 
 

Phone (Home): ________________ (Cell): _____________ (Work):_____________  Best time to call: _________ 
 

Address: __________________________________________________________________________________ 
                                  Street                                                                                                                                                                                                         Apartment # 

 __________________________________________________________________________________ 
                                  City                                                                                                                                                         State                                                 Zip Code

Insurance Information 
Primary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:_____________________ 
 

Insured's Address:___________________________________________________________________________ 
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:____________________________________________________________________ 
 

              Address:___________________________________________________________________________ 
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other___________________ 
 

Insurance Plan Name and Address: ____________________________________________________________ 
 

 ____________________________________________________________ 
Secondary 
Name of Insured: _______________________________________________  Is insured a patient?   Yes    No 
                                                           Last                                                            First                                        MI 

Insured's Birth Date: _________________  ID #: _____________________  Group #:_____________________ 
 

Insured's Address:___________________________________________________________________________ 
                                                                      Street                                                                                              City                                             State                      Zip Code 

Insured's Employer Name:____________________________________________________________________ 
 

              Address:___________________________________________________________________________ 
                                                                      Street                                                                                              City                                             State                      Zip Code 

      Patient's relationship to insured:   Self    Spouse    Child    Other___________________ 
 

Insurance Plan Name and Address: ____________________________________________________________ 
 

 ____________________________________________________________

Previous Dentist _______________________________ Address____________________________________ 
Date of last dental visit ______________ What is the reason for today’s visit? ___________________________ 
Do you have any questions or concerns we can help you with today? __________________________________ 
________________________________________________________________________________________ 
Do you love your smile? _____________________________________________________________________ 
Is there anything you would like to change? ______________________________________________________ 
________________________________________________________________________________________ 
Why did you leave your last dentist? ____________________________________________________________ 
_________________________________________________________________________________________ 
What did you like most/least

                                                                          Consent for Services 

 about your last dentist? ________________________________________________ 
_________________________________________________________________________________________ 

I authorize and give consent to perform dental services agreed between doctor and patient or guardian to be necessary or advisable including the use of local 
anesthesia and other medication as indicated. I certify to the above statements regarding my medical condition. If I ever have any changes in my health, I will inform 
the doctor at the next appointment without fail. 
I authorize direct payment of dental benefits to which I am entitled to Robert Sattler, D.M.D. I also permit a copy of this authorization to be used in place of the 
original. This assignment will remain in effect until revoked by me in writing. I understand that I am financially responsible for all charges whether or not paid by said 
insurance. Should my account fall delinquent I will also be responsible for any accessed collection fees. 
  
I have read the above conditions of treatment and agree to their content. 
 
 
____________________________________________________  Date: _____________  Relationship to Patient: _____________________ 
Signature of patient, parent or guardian 


