THE FOLECK CENTER
For Cosmetic, Implant and Restorative Dentistry

	Personal Information
Name: __________________________________________________ Date of Birth: ______________________________
Address: _________________________________ City: _____________________ State: __________ Zip: ____________
Home Telephone: ____________________ Cell Phone: _____________________    Work Phone: ___________________ Email: ____________________________________________

	Marital Status:	 Single  Married  Divorced   Widowed
	Sex:      Male or Female



	BY WHAT MEANS WERE YOU REFERRED TO OUR OFFICE_____________________________________________________
NAME OF PERSON WHO REFERRED YOU:   ________________________________________________________________
NAME AND NUMBER OF PERSON WE CAN CONTACT IN CASE OF EMERGENCY:  __________________________________



	Dental Insurance Information
Insurance: ____________________________________ Insured Employer:  ____________________________________
Subscriber’s Date of Birth- ____________________________ Subscriber’s SSN:  ________________________________
Parent or Responsible party name: _____________________________________________________________________



General Health Questionnaire[image: Medical History Form]
	Have you ever had any serious illness not listed above? _____________________________________________________
Have you had any major surgeries:  _____________________________________________________________________



	2. Are you under the care of a physician at this time?	YES     NO
	If yes, why___________________________________________________________________________________
3. Are you taking any drugs or medication?      YES     NO
	If yes, note name and dosage of each: ____________________________________________________________
4. Do you take aspirin or any other blood thinners?     YES     NO	
5. Are you allergic or have you reacted adversely to any medication, food or anything else?     YES     NO	
	If yes, what? _________________________________________________________________________________
6. Do you have to pre-medicate for your dental appointments?     YES      NO
7. Have you ever had any bleeding or clotting problems?     YES     NO



image1.jpeg
AIDS/HIV Positive O Yes O No
Alzheimer's Disease O Yes O No
Anaphylaxis O Yes O No
Anemia O Yes O No
Angina O Yes O No
Arthritis/Gout O Yes O No
Artificial Heart Valve O Yes O No
Artificial Joint O Yes O No
Asthma O Yes O No
Blood Disease O Yes O No
Blood Transfusion O Yes O No
Breathing Problem O Yes O No
Bruise Easily O Yes O No
Cancer O Yes O No
Chemotherapy O Yes O No
Chest Pains O Yes O No

Cold Sores/Fever Blisters () Yes (O No
Congenital Heart Disorder() Yes () No
Convulsions O Yes O No

Do you have, or have you had, any of the following?

Cortisone Medicine O Yes O No
Diabetes O Yes O No
Drug Addiction O Yes O No
Easily Winded O Yes O No
Emphysema O Yes O No
Epilepsy or Seizures () Yes (O No
Excessive Bleeding O Yes O No
Excessive Thirst O Yes O No

Fainting Spells/Dizziness () Yes () No
Frequent Cough O Yes (O No
Frequent Diarrhea O Yes () No

Frequent Headaches () Yes (O No
Genital Herpes O Yes O No
Glaucoma O Yes O No
Hay Fever O Yes O No
Heart Attack/Failure (O Yes (O No
Heart Murmur O Yes () No
Heart Pacemaker O Yes O No

Heart Trouble/Disease () Yes () No

Have you ever had any serious illness not listed above? () Yes () No

Hemophilia O Yes O No
Hepatitis A O Yes O No
Hepatitis B or C O Yes O No
Herpes O Yes O No
High Blood Pressure () Yes () No
High Cholesterol O Yes O No
Hives or Rash O Yes O No
Hypoglycemia O Yes O No
Irregular Heartbeat () Yes () No
Kidney Problems () Yes (O No
Leukemia O Yes O No

Liver Disease O Yes O No
Low Blood Pressure () Yes () No

Lung Disease O Yes O No
Mitral Valve Prolapse () Yes () No
Osteoporosis O Yes O No
Painin Jaw Joints () Yes (O No

Parathyroid Disease () Yes () No
Psychiatric Care () Yes (O No

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism

Scarlet Fever
Shingles

Sickle Cell Disease
Sinus Trouble

Spina Bifida

O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No

Stomach/Intestinal Disease () Yes () No

Stroke

Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease
Yellow Jaundice

O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No
O Yes O No





