Patient's Name:

Address:

City State Zip:

Home Ph

' Work Phone

one:

For Office Use‘ Only“
I0:} e

Date of Last Visit:

Date of Med. History:

Birth Date:

Soclal Sevcy:ur‘itwao.

Marital Stafus:

Home Phone:

Primary Dental Guarantor:

Secondary Dental Guarantor:

Physician Name:

Home Phone:

Physician Phone:

Work Phone

Work Phone

Pharmacy:

For Office Use Only

Medical Alerts:

Sex: If female please answer the following: Please answer the following:

| YN YN Height:
17 Are you taking Birth Control Pills? [1 ] Do you smoke or use tobacco?
[ [ Are you pregnant? If Yes, # of weeks | For Office Use Only ,
[J [0 Are you nursing? ‘ 1 Heart Rate: [ Weight:

Y N Conditions Y N Conditions Y N Conditions

JO Abnormal Bleeding O Glaucoma [(J[O Stroke

(DO Alcohol Abuse OO HayFever (11 Thyroid Problems

O[O Alergies 0 Heart Attack OO0 Tuberculosis

O] Anemia 1T Heart Surgery O Ulcers

[0 Angina Pectoris {1 Hemophilia 1[0 Venereal Disease

O Arthritis 7O Hepatitis A 1O Yellow Jaundice

OO Artificial Bones O] Hepatitis B

OO0 Artificial Heart Valve (JOJ High Blood Pressure

O] Asthma 0 Hiv+ AIDS Y N Allergies

13 Blood Transfusion (J0 Kidney Problems (O] Aspirin

(][0 Cancer- Chemotherapy [OC1 Liver Disease (100 Codeine

10 Colitis [0 Low Blood Pressure (OO Dental Anesthetics

[0 Congenital Heart Defect [0 Mitral Valve Prolapse (1] Erythromycin

[J[J Cosmetic Surgery [0 Pace Maker OO Jewelry

[0 Diabetes [ Pneumocystitis OO Latex

(] Difficulty Breathing [O[ Psychiatric Problems OO Metals

J[J Drug Abuse OO Radiation Therapy OO Penicillin

OO0 Emphysema JOO Rheumatic Fever O Tetracycline

(O] Epilepsy [ Seizures Other

0[O Fainting Spells (O[] shingles

(][] FeverBlisters [0 sickle Cell Disease

[0 Frequent Headaches [ Sinus Problems




Medications:

Y N

[ Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:

(If Under 18, Parent or Guardian Signature Required)



WESLEY S. BLAKESLEE, DMD, FAGD
ADVANCED DENTISTRY OF WALL PA
Valley Park Professional Center

2517 Hwy. 35 Bldg. P Suite 102

Manasquan, NJ 08736

www.drblakeslee.com

PHONE: (732)223-4466
FAX: (732)223-1721

CONFIDENTIAL
Patient Information
(Please print)

Name: SS#
(First) (MI) (Last)
Mailing Address: City
ST Zip Date of Birth
Home Phone Work Phone
Cell Phone E-Malil
Please check appropriate space: Minor _ Single ~ Married  Widowed  Divorced
Patient’s or Parent’s Employer
Business Address
Spouse or Parent’s Name Employer
Whom may we “thank” for referring you?
Allergies |
Person to contact in case of emergency
Relationship Phone Number o
Name of person responsible for this account
Relationship to patient Birthdate SS#

INSURANCE INFORMATION: Please give insurance cards to our staff so that we may copy them.

Primary Insurance Company

Insurance Company Address

Name of Insured

ID#

Do you have additional insurance? Yes

Secondary Insurance Company

Group#

Relationship to Insured SS#

Insurance Company Address

Name of Insured

[D#

Signature

Group#

Relationship to Insured SS#

Date
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