Welcome to our Office!

PATIENT HEALTH RECORD

Patient’s Name: ______________________________________ Preferred Name: __________________

              Last Name     First Name      Initial



Nickname 
Address: __________________________________________ Home Phone: ______________________
City: ________________________ State: ____ ZIP: __________ Cell Phone: _______________ 

Email: _______________________________________________________________________________ 

Soc. Sec. # __________________ Age: ___ Birth Date: __________ Height: ___ Weight: ___ 
Sex: __ M __ F Current status: __ Single __ Married __ Divorced __ Other _____________
Optional Disclosures: Race ___________ Nationality _______________ Religion __________   

Patient Employed by: ______________________________ Occupation: ______________________
Business Address: _________________________________ Business Phone: __________________
Spouse or Legal Guardian: ____________________________________________________________
Are you allergic to any medications? __ No __ Yes, I am allergic to: 
__ Penicillin __ Codeine __ Aspirin __ Anesthetic __ Other: __________________________ Do you have any other allergies:  __ Latex __ Metal __ Other: _______________________________
Are you currently taking any medications? __ No __ Yes, I am taking: ________________________
Emergency  Contact:  ____________________________________ Phone: ________________________
Nearest Relative NOT living w/you: ___________________________________________________ Address: _____________________________________________ Home Phone: ___________________
City: ___________________ State: ___ ZIP: ____________ Cell Phone: ___________________
Primary Care  Physician: __________________________________ Phone: ________________________
Preferred Pharmacy: __________________________________ Phone: ________________________
Primary Insurance Subscriber:  _________________________________________________________________


            Last Name               First Name                  Initial 

Relationship to Patient: ___ Self ___ Spouse ___ Child ___ Parent ___ Other: _________ Soc Sec. # of Insured: __________________ Date of Birth: ____________ Sex: ___ M ___ F

Address: _____________________________________________ Home Phone: ___________________
City: ___________________ State: ___ ZIP: ____________ Cell Phone: ___________________
Employer Providing Insurance: ______________________________  Office Phone: __________________
Address: _________________________________ City: _____________ State: ___ ZIP: _______
MEDICAL HISTORY 
Have you EVER had, or do you currently have ANY of the following:
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DENTAL HISTORY 
Have you EVER had, or do you currently have ANY of the following: 
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What is the main reason your visit today? ____________________________________________
How often do you floss? ​_____________ How often do you brush? _______________      
How do you feel about the appearance of your teeth? ​​​​​​​​​_________________________     
Are you interested in teeth whitening? ​​​​​​​​​______________________________________
Are you interested in cosmetically changing your smile? ​​​​​​​​__________________________ 
Former Dentist:  ________________________ Date of last X-rays: ______________       
GENERAL HEALTH 

Please check one: ___ Excellent ___ Good ___ Fair ___ Poor ___
Name and Address of Physician: ___________________ Last Visit: ______________ 
For what Purpose: _____________________________ 

Have you been hospitalized in the last 5 years? ___ Yes ___ No   
Reason: _____________________________________________________________________
Have you ever had any serious illness or operations: ___ Yes ___ No   

Please Describe: ____________________________________________________________  
Are you pregnant? ___ No ___ Yes Are you nursing? ___ No ___ Yes 
Are you taking birth control pills? ___ No ___ Yes

How you are feeling today? 



[image: image1] Confident   Optimistic  
[image: image3] Happy  
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Who referred us to you? ______________________________________________________________
Do you have any suggestions? Is there anything that would improve your experience here in the future? _____________________________________________________________________________

I have read, understood, answered the above questions accurately, to the best of my knowledge. 

I understand that providing incorrect information can be dangerous to my health.
Should my Dental Insurance change, I will inform the office staff prior to my next appointment. If I ever have a change in my health, or medications I take, 
I will inform the Doctor of Dentistry on the next appointment without fail.

Date: __________ Patient’s/Guardian’s Signature: ____________________________
Date: __________ Doctors’ Signature: ________________________________________
Follow-up Visits: Has there been any changes in your Health?          Yes/No
Doctor’s Initials: _______ Patient’s Initials: _______ Date: _______  _______

Doctor’s Initials: _______ Patient’s Initials: _______ Date: _______  _______
Doctor’s Initials: _______ Patient’s Initials: _______ Date: _______  _______
Doctor’s Initials: _______ Patient’s Initials: _______ Date: _______  _______
Doctor’s Initials: _______ Patient’s Initials: _______ Date: _______  _______
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Abnormal blood pressure


Abnormal bleeding


AIDS HIV positive 


Anemia 


Angina


Arthritis, Rheumatism 


Asthma or hay fever 


Cancer/radiation therapy


Circulatory Problems


Chemical Dependency 


Diabetes


Eating Disorder 


Epilepsy


Excessive Thirst-urination


Fainting spells 


Glaucoma 


Headaches 


Hepatitis Type___


Hay Fever, sinusitis  


Herpes








Heart disease


Heart lesions (congenital) 


Heart murmur


Heart pacemaker 


Heart valve prolapsed 


HPV


Immune Deficiency (any) ________


Incontinence


Jaundice


Joint Replacement 


Kidney/Liver disease ___________ 


Rheumatic Fever


Sinus trouble 


Stroke 


Surgery w/pins or plate 


Tonsillitis


Tuberculosis/lung disease


Tumor/growth on head/neck


Ulcers 


Venereal disease 
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Avoid brushin


Bad Breath


Bite cheek/lip 


Blisters on lips or mouth


Broken filling


Broken tooth


Broken crown


Burning sensation on tongue


Clench/grind teeth


Denture problems


Dry mouth


Food collects between teeth














Growth/sore spots in mouth


Gums swollen/tender/bleed


Gums bleed when brushing 


Jaw pain or tiredness


Loose teeth


Mouth breathing 


Orthodontic treatment


Nitrous Oxide(laughing gas)


Periodontal treatment


Sensitivity to pressure


Sensitivity to hot/cold


TMJ
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Avoid brushing


Bad Breath


Bite cheek/lip 


Blisters on lips or mouth


Broken filling


Broken tooth


Broken crown


Burning feeling on tongue


Clench/grind teeth


Denture problems


Dry mouth


Food gets between teeth
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