ABOUT YOU

Patient’s Name Today’s Date /

/

Preferred Name O Male CFemale

Birthdate / / Age SSN - -
Address

City State Zip

Email

Home Phone Mobile Phone

Employer Work Phone

Whom may we thank for referring you?

INSURANCE

Provider Name

Provider Address

City State Zip

Group #
Insured’s Name Relation

Insured’s Birthdate / / Insured’s ID #

Insured’s Employer Insured’s Phone

SECONDARY INSURANCE

Provider Name

Provider Address

City State Zip

Group #
Insured’s Name Relation

Insured’s Birthdate / / Insured’s ID #

Insured’s Employer Insured’s Phone

DENTAL HISTORY

Reason for visit:

Are you currently in pain? [(QYes [ONo If yes, how long?

Has your doctor told you that you require antibiotics for dental treatment? Yes
Do you or have you ever experienced pain/discomfort in your jaw (TMJ/TMD)? [Yes
What is the most important thing you would like addressed at your dental visit today?

CONo
CONo




HEALTH HISTORY

Do you have a personal physician? [Yes [INo
Physician’s Name Physician’s Phone

Are you currently under a physician’s care? [JYes [TJNo If yes, reason:

EMERGENCY CONTACT: Whom may we contact in case of an emergency?
Name Relation

Home Phone Work Phone

Have you ever had any of the following diseases or medical problems? (please circle)

Yes No| Abnormal bleeding Yes No| Freg. indigestion (GERD) Yes No| Mitral valve prolapse
Yes No| Alcohol/drug abuse Yes No| Glaucoma Yes No| Pacemaker

Yes No| Anemia Yes No| Heart attack Yes No| Psychiatric problems
Yes No| Artificial joints or valves Yes No| Heart murmur Yes No| Radiation treatment
Yes No| Asthma Yes No| Heart surgery Yes No| Rheumatic/Scarlet fever
Yes No| Blood disorder Yes No| Hepatitis A, B, or C Yes No| Seizures

Yes No| Cancer/Chemotherapy Yes No| Herpes/Fever blisters Yes No| Sickle cell disease
Yes No| Colitis Yes No| High blood pressure Yes No| Sinus problems

Yes No| Congenital heart defect Yes No| HIV+/AIDS Yes No| Stents

Yes No| Diabetes Yes No| Kidney disease Yes No| Stroke

Yes No| Emphysema Yes No| Liver disease Yes No| Thyroid problems
Yes No| Epilepsy Yes No| Low blood pressure Yes No| Tuberculosis (TB)
Yes No| Fainting spells Yes No| Lupus Yes No| Venereal disease

Are you taking birth control pills? [Yes CINo
Are you pregnant? [OYes COINo  Week # Are you Nursing? OYes COONo

MEDICATIONS:

Are you taking any medications (prescription, over-the-counter or herbal supplements)?
Please list:

Have you ever taken: Cortisone Steroids Anticoagulants Phen-Fen

ALLERGIES: Are you allergic to any of the following?

Yes No| Aspirin Yes No| Latex
Yes No| Codeine Yes No| Penicillin
Yes No| Dental Anesthetics Yes No| Other, please list:

Yes No| Jewlery/Metals

Do you smoke or use chewing tobacco? [Yes [INo
If yes, how much and for how long?

Signature Date



