
Welcome to Copper Canyon Family Dentistry 

Patient Information 

First Name:____________________ Last Name:_____________________ Middle Initial:_______ 

Name Patient Goes By: _________________ Birthdate:_____________ Age:____ Gender:______ 

Mailing Address: ________________________________ Name of Employer:_________________ 

Social Security # (required if patient is the policyholder for the dental ins.):___________________ 

Cell Phone:________________ Home Phone:________________ Work Phone:________________ 

Email Address:_____________________________ Preferred Pharmacy:_____________________ 

Previous Dentist:_____________________ Approx. Date of Most Recent Dental Visit:___________ 

Referred to Our Office By:____________ Emergency Contact Name & Number:________________ 

= I do have a dental insurance card                    = I do not have a dental insurance card        

Name of Dental Insurance (if patient is the policyholder): 

Primary Dental Insurance Information (Parent Information if Patient is Under 18) 

= Same as above (skip to the next page)             = No insurance (skip to the next page)              

Policyholder First Name:____________________ Last Name:___________________________ 

Birthdate:_________ Gender:____ Relationship to Patient:_____________________________ 

Social Security # (required if we are filing dental insurance):____________________________ 

Mailing Address: _______________________________________________________________ 

Cell Phone:________________ Home Phone:________________ Email:___________________ 

Name of Employer:_____________________________________________________________ 

Name of Dental Insurance Company:_______________________________________________ 

Name of Medical Insurance Company:_______________________________________________  

Secondary Dental Insurance Information (if applicable) 

Policyholder First Name:____________________ Last Name:___________________________ 

Birthdate:_________ Gender:____ Relationship to Patient:_____________________________ 

Social Security # (required if we are filing dental insurance):____________________________ 

Mailing Address: _______________________________________________________________ 

Cell Phone:________________ Home Phone:________________ Work Phone:______________ 

Email Address:_________________________________________________________________ 

Name of Employer:_____________________________________________________________ 

Name of Dental Insurance Company:_______________________________________________ 

= I do have a secondary dental insurance card         = I do not have a dental insurance card   



Medical History – Sandia Park Family Dentistry 

 Y N If yes, please elaborate: 
Are you currently under a physician’s care?    

 
Have you been hospitalized/had a surgery?    

 
Have you ever had a head or neck injury?    

 
Are you taking any medications, pills, drugs?    

 
 

Have you ever taken Phen-Fen or Redux?    
Have you ever taken Boniva, Fosamax, 
Actonel, or meds with bisphosphonates? 

   

Are you on a special diet?    
Do you use tobacco?    
Do you use controlled substances?    
Are you allergic to any of the following: 
☐ Aspirin     ☐ Penicillin     ☐ Codeine     ☐ Acrylic     ☐ Metal     ☐ Latex     ☐ Sulfa Drugs     ☐ Local Anesthetics 
☐ Other: 
 

Women, are you: ☐ Pregnant/Trying to Get Pregnant?          ☐ Nursing?          ☐ Taking Oral Contraceptives? 

Have you ever had  
the following? 

 
Y 

 
N  

  
Y 

 
N 

  
Y 

 
N 

  
Y 

 
N 

AIDS/HIV Positive   Cortisone Medicine   Hemophilia   Radiation Treatment   
Alzheimer’s   Diabetes   Hepatitis A   Recent Weight Loss   
Anaphylaxis   Drug Addiction   Hepatitis B or C   Renal Dialysis   
Anemia   Easily Winded   Herpes   Rheumatic Fever   
Angina   Emphysema   High Blood Pressure   Rheumatism   
Arthritis/Gout   Epilepsy or Seizures   High Cholesterol   Scarlet Fever   
Artificial Heart Valve   Excessive Bleeding   Hives or Rash   Shingles   
Artificial Joint   Excessive Thirst   Hypoglycemia   Sickle Cell Disease   
Asthma   Fainting/Dizziness   Irregular Heartbeat   Sinus Trouble   
Blood Disease   Frequent Cough   Kidney Problems   Spina Bifida   
Blood Transfusion   Frequent Diarrhea   Leukemia   Stomach/Intestinal Disease   
Breathing Problems   Frequent Headaches   Liver Disease   Stroke   
Bruise Easily   Genital Herpes   Low Blood Pressure   Swelling of Limbs   
Cancer   Glaucoma   Lung Disease   Thyroid Disease   
Chemotherapy   Hay Fever   Mitral Valve Prolapse   Tonsillitis   
Chest Pains   Heart Attack/Failure   Osteoporosis   Tuberculosis   
Cold Sores/Fever Blisters   Heart Murmur   Pain in Jaw Joints   Tumors or Growths   
Congenital Heart Disorder   Heart Pacemaker   Parathyroid Disease   Ulcers   
Convulsions   Heart Disease   Psychiatric Care   Venereal Disease   
 Yellow Jaundice   

Have you had any serious illness not listed above? ☐ No ☐ Yes (If yes, please elaborate): 
 
 
 
Comments: 
 
 
 

 

To the best of my knowledge, this form has been accurately completed. I understand that providing incorrect 
information can be dangerous to my health. It is my responsibility to inform the office of any medical changes. 

Printed Name:                                              Signature:                                                             Date: 











 

Sandia Park Family Dentistry 
12540 NM Highway 14 
Sandia Park, NM 87047 
Telephone:  (505) 888-3392  Fax:  (505) 830-9086 

 

  

Acknowledgment of Receipt of Notice of Privacy Practices 

*You may refuse to sign this acknowledgment* 

 

I have received a copy of this office's Notice of Privacy Practices 

Print name: ________________________________________________________ 

 

Signature: _________________________________________________________ 

 

Date: _____________________________________________________________ 

 

 

       

For Office Use Only 

 

 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained 
because: 

� Individual refused to sign 
� Communications barriers prohibited obtaining the acknowledgement 
� An emergency situation prevented us from obtaining acknowledgement 

 
� Other (please specify): _______________________________________________________________ 

__________________________________________________________________________________ 
__________________________________________________________________________________ 

Copper Canyon Family Dentistry

P: 505-830-9081 F: 505-830-9086
Albuquerque, NM 87109
6830 Montgomery Blvd NE, Ste A



For Office Use Only 

Copy of signed authorization provided to the individual: 

Date: _________________________                                    Initials: ________________________ 

 

      Copper Canyon Family Dentistry 
      Seth J. Stockton, DMD and Erin E. Stockton, DMD 
      6208 Montgomery Blvd. NE Ste C, D 
      Albuquerque, NM 87109 
      (505) 830-9081                                                                                                                                       

Dental Records Release Form 

Patient Name: ________________________________________________________________ 
 
Patient's Date of Birth: _______________ Patient's Chart Number: _____________________ 

Patient's Date of Death, if applicable: _____________________________________________ 

I hereby authorize the use and disclosure of the patient information as described below.  I understand that information 
disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no longer be protected by 
HIPAA Privacy regulations.  

Specific description of the patient information to be used or disclosed:   

 Designated Records Set 
 Other:_______________________________________________________ 

Purpose(s) of this use or disclosure:  

 Transferring dental providers 
 Other:_______________________________________________________ 

[If the patient or the patient's personal representative is requesting the use or disclosure, you may write "at the request of the 
individual" for the purpose.] 

Name of entity you are authorizing to release your records: 

 Copper Canyon Family Dentistry 
 Other:_______________________________________________________ 

Name of entity you are authorizing to receive your records:  

 Copper Canyon Family Dentistry 
 Other:_______________________________________________________ 

I understand that I may revoke this authorization at any time, and that my revocation is not effective unless it is in writing and 
received by the dental practice's Privacy Official at 6208 Montgomery Blvd NE #C, D; Albuquerque, NM 87109. If I revoke this 
authorization, my revocation will not affect any actions taken by the dental practice before receiving my written revocation.  

I understand that I may refuse to sign this authorization, and that my refusal to sign in no way affects my treatment, payment, 
enrollment in a health plan, or eligibility for benefits.  

This authorization expires one year from the signature date.  

Signature of Patient/Patient's Personal Representative:  

________________________________________ Date: ___________________________ 

If Personal Representative:  Print Name: _______________________________________ 

Relationship to Patient: _____________________________________________________ 

(coppercanyonfamily@gmail.com)


