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COUNTRYSIDE




Welcome to Countryside Dental Group 

Dr. Theresa Kohlberg, D.M.D. 

     2165 Palmetto Street 
    Clearwater, FL 33765 

                                                                                                                                          Phone: (727)669-2887 

 































































































Fax: (727)669-9103 

www.theresakohlberg.com 

We sincerely appreciate you choosing our office for your oral health care needs. We will strive to continually earn the trust you have placed in us. In order for us to serve you better, please take several minutes to complete this form as thoroughly as possible. 

Patient Information:
Today’s Date: __________________

Patient’s Name: __________________________________________ Home Phone: _________________________ 

Please Circle One:  Single      Married     Divorced     Separated     Widowed     Cell Phone: ___________________________ Address: ___________________________________________ Date of Birth:___________________  Sex: M     F City: _______________________ State: _______ Zip: ______________ Social Security #: ___________________ How did you hear about our practice? Who referred you? _______________ Do you have Dental Insurance? Y    N 

If the patient is a minor, please tell us about you, the parent or guardian: 

Your Name: ________________________________________ Relationship to Patient: ______________________ Your Address: ______________________________________ Your Home Phone: __________________________ City: ________________________ State: _________ Zip: ____________ Your Cell Phone: __________________ Your Social Security #: __________________ 

Employer Information: 

Employer Name: __________________________________________ Your Position: _______________________ 
Employer Address: ________________________________________  Business Phone: ______________________ 
City: _________________________ State: __________ Zip: ___________ How long with company? __________ 

Spouse Information: 

Spouse’s Name: _____________________________________ Spouse’s Social Security #: ___________________ 
Spouse’s Address: ______________________________________ Spouse’s Date of Birth: ___________________ 

(If Different from Above) 

City: _________________________ State: ___________ Zip: ___________ Home Phone: ___________________ 
Spouse’s Employer: _____________________________________________ Cell Phone: ____________________ 

(If Different from Above) 

Employer Address: __________________________________________ Business Phone: ____________________ 
City: ___________________________ State: _________ Zip: _________ How long with company? ___________ 

Insurance Information: 

Name of Insurance Company: ___________________________ Customer Service Phone #: __________________ 
Name of Subscriber: __________________________________  Group # / Effective Date: ___________________ 
Subscriber’s Social Security #: _________________________   Subscriber’s Date of Birth: __________________ 

Authorization for Treatment: This is to certify that, the undersigned, consents to all dental procedures agreed upon between the patient or guardian and Dr. Kohlberg. Also, the undersigned will assume responsibility for all fees associated with those procedures. 

X_______________________________
______________

Patient’s or Guardian’s Signature
Date
PLEASE COMPLETE OTHER SIDE

Medical Information:
Today’s Date: ____________________

Primary Physician’s Name: ___________________ Phone #: _____________ When was your last visit? _________

Please tell us if you have any of the following by checking the appropriate box:

 Bacterial Endocarditis
 Asthma
 Radiation Treatments

 Heart Murmur
 Shortness of Breath
 Diabetes

 Irregular Heart Beat
 Hay Fever
 Kidney Problems

 High Blood Pressure
 Sinus Problems
 Dialysis

 Low Blood Pressure
 Tuberculosis
 Liver Problems

 Rheumatic Heart Fever
 Eye Disorders/ Glaucoma
 Hepatitis (Type _____)
 Rheumatic Heart Disease
 AIDS
 Stroke

 Artificial Heart Valves
 Immunosuppressive Disorders/ ARC
 Thyroid

 Congenital Heart Lesions
 Any Artificial Replacement (knee,
 Ulcer/ Colitis

 Mitral Valve Prolapse
hip, joint, pins, plate)
 Venereal Disease

 Heart Attack ____ year
 Rheumatism/ Arthritis
 Herpes

 Angina/ Chest Pain
 Neurological Problems
 Fever Blisters

 Heart Pacemaker
 Epilepsy/ Seizures
 Pregnant _____ Months

 Heart Surgery
 Psychiatric Problems
 Oral Contraceptives

 Congestive Heart Failure
 Emotional Problems
 Other

 Hemophilia
 Alcoholism
Please Explain:

 Blood Disease
 Chemical Dependency
_________________________________

 Sickle Cell Anemia
 Drug Addiction
_________________________________

 Anemia/Blood Problems
 Malignancies
_________________________________

 Excessive Bleeding
 Cancers, Tumors, Growths
_________________________________

Please list any allergies to Drugs, Medications, or Anes-
thetics:

Please list all drugs/medication that you are currently tak-
ing:

(Include the dosage and frequency that you are on)

Dental Information:

Please describe your chief complaint:




______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 

______________________________________________________________________________________________ 
______________________________________________________________________________________________ 

Check all that apply:

Sensitive to:  Cold

 Heat 
 Sweets

 Biting Pressure

Favor one side when chewing?

(Circle One)
LEFT         RIGHT  Clench or grind

 Loose teeth 
 Food traps

 Swelling gum tissue 
 Bleeding when brushing

 Any previous injuries/ surgeries to face or jaw  Previous gum treatment

 Do you hit some teeth before others when closing  Bite adjustment


 Anesthetic Problems (Novocain, Lidocaine, Epinephrine) 

Explain: _____________________________________ 
 Have had a complete dental examination (including full

mouth x-rays) within three years

 Regular cleanings (twice or more a year) 

Date of last cleaning __________________________ 
 Have most of your natural teeth

 Teeth been replaced

 Would like to keep natural teeth  Floss regularly

 Nervous Dental Patient

When was your last Dental Appointment? ________________ 
What was done at the last visit? _________________________ 
Where was it? ______________________________________ 


