Welcome to Brea Family Dental Center

Patient’s Last

Name First Nickname
Home Address City&zip
Birthdate Social Security # Parent’s Soc Sec #
Home Phone : Work Phone Cell Phone Email address
Employer Occupation Years w/ firm
Employer’s Address City

Check appropriate space: _ minor __ single = married  divorced  widowed
Spouse’s or Parent’s name Employer

Spouse’s Employer Address City Phone #

If patient is a student, name of school

Person to contact in case of an emergency Phone #
Physician Phone # Last visit
Former Dentist Phone # Last visit
Driver’s License # Who is financially responsible?

Who may we thank for referring you?

Are you covered by dental insurance? _Cofnpany
Subscriber’s SS# or ID# Birthday
Is your spouse covered? Company

—

Gl N oy o

Medical and Dental History

S ATeivoulnavingipainiondiscomiorttatithisitimel i i YES
Havelyouteverhadiatbadiexperiencelinithedental office? i YES
Bolyeusfecliveryinervonsiaboutihavingidentalitreatment?i st siatied Sri S el s YES
Dolyourioumsibleediwhentbrushing/Zaiil ossing?e s R Bl v i e YES
Havelyou'everthadiperiodontalitreatment?. . oo id il e S YES
Dosvourclenchiomorindivoumteethfete e i v il et e e MES
BDokyoulhavefrequentiheadachesiorneckiachesZii i s st i i s YES
Elayelyouthadianydsungenysinsthe ipasi2aycars? sl s S e s e YES
Arelyouitakingianyiprescriptionionoveritheicountermedicine e e e i RS YES
Arelvontbeinggireated o OSICOPOROSISTE s i i -l T S S e YES
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