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Today’s Date:

ust 5] o

Neme:
I prefer fo be colled:
Birthdate: [

Home Address:

CMale [ Female

S #

Lo g

APT / CONDO 8

oy SN
O Single O Married [ Divorced  [J Widowed
Home #: Pager / Other #:
WK #: Ext DL#:
Empleyer:
Employer’s Address:
How long there? Occupation:
Where & when are best times fo reach you?
Who may we Thank for referring you?
Other fomily members seen by us:
M&’_S_/cﬁ.e‘sembenﬁsf:

1 Sporae

Last Visit Date:

oral health. Please fill out these
forms contl‘;;letely. The better we
communicate, the better we can care for you.

IDENTAL INSURANCE =

Primary Denfal insvrance
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Insurance Co. Nome:

Insurance Co. Address:

Insurance Co. Phone #:

Group # (Plan, Local or Policy #):

Insured's Name: Relation:

()

Insured's Birthday: Insured’s SS #:

Insured's Employer:

Secondary Dental insurance
Insurance Co. Name:

Insuronce Co. Address:

Insurance Co. Phone #:

Group # (Plan, Locol or Policy #):
Insured's Name:
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whe lives near you that we should contaci?
Their Name: Relation:

HM #:
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Date of last visit:




MEDICAL HISTORY continued

Yeur current physical health is [ Good DFoir [ClPoor
Are you currently under the care of o physiian? [INo [ Yes

Mlease explain
Are you toking any prescription / over-the-counter drugs? CINo CYes
Please list each one
For Wemen Are you toking birth control pills? CINo [ Yes
Are you pregnani? [INo (] Yes Week #

| Areyounursing? CINe [Yes

7~

Nave you ever had any of the following =
diseases or medical problems?
Y N Heart Atock / Stroke Y N Psychiatric Problems
Y N Cancer / Chemotherapy Y N Epilepsy / Seizures / Fainting Spells
Y N Heart Murmur Y N Diabetes / Tuberculosis (TB)
Y N Rheumatic Fever Y N Drug / Akohol Abuse
Y N HIVe/AIDS Y N Venereol Disease
YN WW!Mﬂ Y N Hemophilia / Abnormal Bleeding
Y N Shingles Y N Ukers / Colitis
Y N Mitrol Volve Prolapse Y N Congenital Heart Defect
Y N Kidney Problems Y N Anemia /Radiation Treatment
Y N Artificiol Bones / Joints Y N Asthma / Arthritis
Y N Arfficial Valves Y N Difficulty Breathing
Y N Sinus Problems Y N Hospiflized for Any Reason
Y N High/lowBloodPressure Y N Hepolifi
Y N Fever Blisters Y N Blood Transfusion
Y N Severe / Frequent Heodaches Y N Emphysema / Glaucomo

Please list any serious medical condition(s) that you have ever had:

Are you allergic to any of the following drugs?

Y N Penicillin Y N Tetracycline Y N Lotex
Y N Aspirin Y N Dental Anesthetics Y N Other
Y N Erythromycn Y N Codeine

Please list any other drugs that you are allergic to:

Why have yeu come to the dentist today?

Are you currently in pain? [INo [Yes
Have you ever had o serious / difficult problem associated with any
previous dental work? CINo (Yes
Do you noew or have you ever experienced pain /
discomfort in your jaw joint (TMJ / TMD)? O Ne OYes |
Your current dental health is (C1Good [IFair [IPoor L
Do you like your smile? CINo CIYes Do your gums ever bleed? [INo OlYes |
How many fimes o week do you floss? adoydoyoubrush?
Typeof bristles? ~ [JHard [ Medium  [lSoft
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understand that the information that | have |

given today is correct to the best of my

knowledge. | also understand that this information

will be held in the strictest confidence and it is my

responsibility to inform this office of any changes in my

medical status. | authorize the dental staff to perform any

necessary dental services with my informed consent thct | may
need during diagnosis and freatment.
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Thank you for filling out this form completely.
It will enable us to help you more effectively.
If you have any questions at any time, please ask
us. We are happy to help.

Our office is committed to meeting or exceeding the stondards
of infection control mandated by OSHA, the CDC and the ADA.

I verbally reviewed the medical / dental information above with the patient named herein. Inifials __________Date
Dector's Comments:
MEDICAL HISTORY UPDATE
1. Dae Comments | Bg8H
2. Do Comments _ |
3. Date Comments _— '
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