
Patient Name: Patient #: Date:
Last First

Strcet

Birthdate: / | Telephone: Homc:
Apt. fl City Statc

Cellular/Pager:

tr Single E t"tanied tr Widowed

zip
Work:

Height: Weight: Sex: E M tl F Check Appropriate Box: E Minor
If Student,

El Separated
E Part Time

City State Gradc
El rutlTime

SS#:Patient's Employer:

Business Address:

Occupation:
Namc of School/College

Strcct Suitc # City Statc
Spouse Name:

Person to contact in case of emergency:

Employer:

Relationship:

Work Phone:
Phone:

lfyou are completing this form for another person, what is your relationship to that person?
Whom may we thank for refcning you to our office? |

Name of Penon Responsible for this Account:
Address (if diffcrent from above)i

Relationship to Patient:

S S  # :

Strect

Telephone: Homc:
Apt. fl CitY

Work:
Statc zip

Driver's License #:

PATIENT INFORIUA.TION

DO l IOT WRITE TI I  THIS SPACE

D ENTIST'S COI\I I}I ENTS :DATE: REVIEWED BY:

Primery Dentel Coverege Informetion

Name of Insured:

Address (if different from abovc):

SS #:

Name of Employer:

Address of Employer:

Dental Ins. Company:

from above)l

Name of Employer:

Address of Employer:

Dcntal Ins. Company:

lf you do NOT hrve primrry covcrrge, plcmc check this bor: El

Relationship to Patient: Birthdate:

State:

Group #: Policy/lD #:

Secondala Dental Coverage Informetion l fyou do NOT heve sccondrry coverrgc, plcrsc chcck thb bor: E

Name of Insured:

Address (if differcnt

SS #:

Relat ionship to Pat ient :

City:
Driver's License #:

Union or Local #: Telephone: Work:

City:

Ciry:

Driver's License #:

Union or Local #: Telephone: Work:

Ci ty:

Group #:

Date Employed:

State:

Home:
zip:

Birthdate: I /

State: zip:
Date Employed:

Home:

State:

Policy/lD #:

zip.'

DEI|TAL HI8T'ORY

Pleese lnswcr erch question by cireling Yes or No.

Do you have a specific dental problem or chief complaint?

Do you have dental examinations on a routine basis? When

ities or gum disease?

Describe:
was yourlast  v is i t?

Do you think you have cav

Do you brush and floss on

Do your gums ever bleed?

a routine basis? Describe:

Describe:

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No

No

No

No

N o

N o

No

No

N o

Do you like your smile? tvVhy?

Do you want to keep your remaining teeth?

Do you ever have clicking, popping or discomfort

Have your past experiences in a dental office been

Name of previous dentist:

in the jaw joint? Do you brux or grind?

positive?

Date of last full mouth x-ray series:

I  CERTIFY THAT THE ABOVE TNFORMATION IS COMPLETE AND ACCURATE
Signature:

( l f  patient is a rninor, include printed name and signalurc of parent or legal guudian)



HTALTH HISIORY

Patient Name: Patient #: Date:
Last Fint M

Pleese answer each question by checking the appropriate box or circling Yes or No.
l .  Are you in  good hcal th? . . . . . . . . . . . . .  . . . . . . .  ycs No
2. Date of last physical examination:
3. Are you now under the care of a physician?

If yes, what is the condition bcing treated?
Doctor's name: Telephone #:

4. Have you ever had any serious illness or operation or been hospitalized?
Please explain:

5. Arc you taking any mcdication? .......... yes No
If yes, what? What dosage?

Yes

Yes

No

No

No5. Arc you using any recrcational drugs (c.g., marijuana, cocainc) or contolled subsranc".?--ll . -ll-lll]ll-] y.,
lfyes, what?

?. Hivc you evcr ycs No
8. Arc you sensitivc or allcrgic to any drugs or matcrials? tr Penicillin E Tefacyclinc E Erytfuomycin

tr Aspirin El Codeine El Latex El Other If Other, please list: No
9. Do you have or have you had any of the following: Please check "Y" for Yes or "N" for No - answer all conditions:

l0.Do you wear a cardiac pacemaker, or haye you had heart surgery? lf yes, please explain:
I l. Do you smoke, chew, use snuffor any other forms of tobacco? tr Cigarettes El Cigan

If yes, how much?
12. Do you consume alcoholic bcverages? lf yes, how much?

t r  Y  ON A IDS
tr Y El N Allcrgics or Hivcs
O Y tr N nllcrgics to Mctals
OY 0N turcmia
trY ON fuiginaPcctoris
t lY ON Arthri t is
O Y tr N Artilicial Hcrrt Valvc
OY EN Asthma
OY trN BloodDiscasc
trY trN BloodTransfusion
E l' D N Bruisc Easily
trY ON Ctunothcrrpy
trY trN ColdSorcs
tr Y tr N CsUrnitrl Hcat Llsims

trY EN CortisoncMcdicinc
OY EN Diabctcs
O Y O N Dfficrrlty in Swallornng
trY trN DrugAddict ion
OY ON Emphyscms
tr Y tr N Epilcpsy or Scianres
O Y El N Exccssivc Blccding
tr Y tr N Frirrir€Spclb c Scizns
trY EN Glaucoma
D Y EI N Hay Fcvcr
O Y El N Hcad Injurics
tr Y Cl N Hcrt Aalrncnts or Anrk
OY trN Hc.rtFri lurc
EIY trN HcartMurmur

trY EN Hemophil ia
tr Y trN Hcpati t isorJaundicc
trY trN Hcrpcs
tr Y O N High Blood Pressurc
0 l '  ON HIVPosi t ive
OY ON Jo in tReplaccmcnt
OY BN KidncyDiscasc
tr Y El N Livcr Discasc
CIY EN MentalDisordcr
tr Y tr N Mitral Valve Prolapsc
tr l' E N Ncrvous Disordcrs
E Y E N Pain in Jaw Joints
tr Y tr N Psychiatric Trcatmcnt
tr Y tr N Rrdiation Trcatmenl

tr Y El N Rcspiratory Diseasc
tlY BN RhcumaticFcvcr
trY ON Rheumatism
tr Y tr N Sickle Cell Discasc
O Y El N Sinus Troublc
tr Y El N Stomrch Ulccrs
t rY EN Sroke
t r Y  O N  T M J
OY EN ThyroidDiscasc
t rY EN Tons i t l i t i s
trY EN Tubcrculosis
O l' O N Tumon or Grourths
tr !' El N Vcncrcal Discusc

Yes No
Yes

Yes

N/A Yes
N/A Yes

El Chew E Snuff E Other ..... No

No
No
No
No
No
No

I3.Havc you evcr takcn thc drug "Fcn-Phcn" or "Rcdux"? ....... Yes
l4.Are you pregnant? If yes, how many months?
l5.Do you havc any problcms associated with your mcnstrual period?
l5.Do you takc birth conrolpills? ..... N/A Ycs
t?.ls thcrc anything wc should know about yout hcalth thst is not mcntioncd sbovc? .................. ..... Yes

Please explain:

E
Date:

I CERTIFY THAT THE ABOVE TNFORMATION IS COMPLETE AND ACCURATE.

Signature:

Hl UPDATE-
l .
2 .
3 .

Have you seen a medica
Have you had a change
Have you had a change
or had surgery?

IfW, please optoin, Ayo,please aplain:

Date: Signature: Date: Signature:

Patient Responsible for Fe€s & Assignment of Inslrance Benefits: I understand that responsibility for payment for Dental
Services provided in this oflice for myself or my dcpendent is min€. Unless prior special arrangements are made, accounts are to
be paid on the date which services are provided. I h€r€by authorize that the payments from any insurance com pany due me be
paid directly to this oflice. In th€ event of default in my paymert, patient or party responsible for fe€s agrees to pay any ard all

cost of suit, collection and attorn€y's fees.

Yes No
Yes No

Yes No

(lf patient is a minor, include pnry! name and signature of parent or legal guardian)

E IIPDATE - since vour last visit:
Yes No
Yes No

Yes No

L Have you seen a medical doctor?
2. Have you had a change in any medication? . ..
3. Have you had a change in any medical condition

or had surger1n

Pat ient  or Guardian Signature: Date:


	86287 1
	86287 2

