
CONFIDENTIAL PATIENT INFORMATION

PATIENT INFORMATION
Soc. Sec. #

Date

State Ll Full Time f Part Time

Name Birthdate Home Phone

Address Ant  #  C i t vn v r  [  \ - / l t  v State ZIP

Check Approprrate Box: I Minor tr Single tr Married tr Divorced [] Widowed E Separated

lf Student, Name of School/Col

Patient's or Parent's Employer

Business Phone

rege City

City

Work Phone

State ____ZlP

Work PhoneSpouse's Name Employer

Whom May We Thank for Referring You?

RESPONSIBLE PARTY
Name of Financial ly Hesponsible Person

Address

Relationshio to Patient

Home Phone

Work PhoneBirthdate SSN # _ Employer

ls this Person Currently a Patient in our Office? [ Yes tr No

DENTAL INSURANCE INFORMATION (Must Be comptete)
Name of Insured

Birthdate SSN #

Name of Employer Union or Local #

lnsurance Company

Ins. Co. Address

Group #

Relationship to Patient

Work Phone

Policy/lD #

City State _ZlP

Insurance Companv Phone Number

AUTHORIZATION
I hereby aulhorize payment directly to the Dental Office of the group insurance benefits olherwise payable to me. I understand that I
am responslble for all cost of dental treatment. I hereby authorize the Dental Office to administer lreatment and perform diagnostic
and therapeutic procedures as may be necessary for proper dental care. The informatron on this page and the dental and medical
history are correct to the best of my knowledge. I grant the right to the dentist to release my dental/medical history and other
information about my dental treatment to third party payors and or health professionals.

Patient Signature (Parent or Guardian) Date



Patient Name

Are you under a physician's care now?____
Have you ever been hospitalized or had a major operation?
Have you every had a serious injury to your head or neck?

Heart Trouble,iDisease

Heart | l4Lrrnur-

l r regLr lar  Hear l  Beat

AnginaiChest  Pain

t-ieart AtiacklFailure

Congenrta l  Heart  Dtsorder

I r , ' l i i ra l , /a lve Prolapse-

Scar le l  Fever

Rheunral ic  Feve'"

Artif icial Hearl Valve'

Heart  Pace Maxer

Heart Srrgei'y'

Hi th Biocd Pressure

Lclt, Biood Pressure

Blood Disease

BrLir - .e F-asi lu

Anemia
Excessive Bleeding
Sickle Cell Disease

Lung Disease
Breathing Problem

Sinus Trouble
Asthma

Liver Disease
Hepatitis A (lnfectious)

Hepaii i is B or C
Emphysema
Tuberculosis

Cancer

Yes No

Ulcers fl tr
Recent Weight Loss fl tl

Frequent Diarrhea Il tr
Diabetes tr tr

Excessive Thirst tl n
Hypoglycemia tl tr

HIV Positive tr tl
GenitalHerpes D [l
Drug Addiction fl tr

Yellow Jaundice tl n
Kidney Problems U f

RenalDialysis t l  D
Thyroid Disease tl tl

Paraihyroid Disease E il
ArlhritisiGout n {J
Rheumatisnn fl iJ

Pain in Jaw Joints
Cortisone Medicine

Artificial Joint.
Venereal Diseae

AIDS

Allergies (Medicines)
Hives or Rash
Fever Blisters

Sirol<e
F n i l o n q r r  n r  S o i z r r r p q

F e l n t r r r n  n r  f ) i z z i r r o c q

Tiimcrs or Growths

Psl;cniatric Care
A  t - t - , . , , - , - " ' .  n , . , . . " . ^
n t z t  t c t l  I  r !  i )  u r  ) 5 0 ) E

Glaucoma

Please Circle

Yes No

No

t \0

No

why? Phone#
Discuss
Discuss

Yes No
Yes No
Yes No
Yes No

Are you taking any medications, pills or drugs? What?
Are you on a special diet? Discuss
Are you allergic to any medications or substances? Please check box below Yes No

fl Asoirin E Penicill in E Codeine E Acrvlic fl Metal E Latex Rubber E Other
WOMEN (Please check) [J PregnanUtrying to get pregnant E Nursing E Taking oral contraceptives Discuss
Person to contact in case of emergency-__
Do you now have or have you ever had any of the following? Please check appropriate boxes.

-lf yes to any of the starred conditions, please call prior to your appointment . . . premedication may be required.

Yes

Ll tr Hemophelia (Bleeding Problern)

Yes No

fl Ll
Ll t r
ntr

fu
r J [ l
L IU
f l u
u[ l
fn
t | t r
ft il
t rn
i,l u

Yes No

f l u
t r t r
t rD
[tr
ntr
ND
Etr
tr f l
t r t r
ntr
ntr
ntr
BD
Etr
al Ll
ntr

Yes No

t rD
tr t r
t ln
t r t r
Dtr
L l t r
f l t r
f lD
f l f l
Ltn
DD
nn
f l n
t l [ l
t rEU tr X-Ray'freatments (Raciiation)

uiJ Chemotherapy

Have you ever had any other serious illness not checked above?Discuss
Do you lvish to talk to the dentist privately about any problem?

Ti ' : ' - '  ' .  -  :  ' , '

I  wil l infcrrn the dentist and staff at the next appointment without fail.

Date
PATIENT SIGNATURE (PARENT OR GUARDIAN)

Reviewed Bv Doctclr

History Review and Signif icant Findings:

Yes

Yes

Date BP

I have read my MEDICAL HISTORY dated

DATE EXCEPTIONS

and confirm that it adequately states past and present conditions.

BPPATIENT'S SIGNATURE

None U
None fl
None fl
None E
None fl
None D
None fl

None E

Dr.
Dr.
Dr.
Dr.

REVIEWED BY

Dr.

Dr.
Dr.
Dr,

DENTAL AND MEDICAL HISTORIES . UPDATES
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