FIXARI FAMILY DENTAL PATIENT INFORMATION
Note:     The information on this form is necessary for our records. It is considered strictly confidential. Please complete all Darts.
NAME
	Last                                  First
DATE OF BIRTH                                Age
	Middle
Driver's License #
	

	ADDRESS
	
	

	Street
E-mail Address
	City
Cell #
	State            Zip Code

	 Child          Single          Married PHONE
	Divorced          Male OCCUPATION
	Female


Work
PLACE OF EMPLOYMENT.
(Patient. Spouse. Parent)
SOCIAL SECURITY NUMBER. PHYSICIAN

. Address:
. Supervisors Name:.
PHONE
WHO WILL PAY THIS ACCOUNT?
DO YOU HAVE DENTAL INSURANCE?

INSURER .
WHO RECOMMENDED YOU TO THIS OFFICE?
Do you have or have you had?
Circle.
High blood pressure
bleeding problem
Diabetes
Cancer
Liver Disease
AIDS or ARC (HIV Positive)
Epilepsy or Fainting spells
Stroke
Asthma
Circulatory problems
Indicate any disease, condition, or problem not listed above.
Are you now taking any drugs or medicine?
If yes. Please specify


Blood disease Hepatitis   A    B    Sinus trouble Severe Headaches
 Yes       No
Yes         No
Are you allergic Or Sensitive to ANYTHING? (Drugs, dental anesthetics, penicillin, etc.)
If yes. Please specify
	Do you smoke?
	Yes
	No

	Females only: Are you pregnant?
	Yes
	No

	Have you ever had bacterial endocarditis?
	Yes
	No

	Do you have a prosthetic cardiac valve?
	Yes
	No

	Have you ever had a cardiac transplant, and developed valvulitis?
	Yes
	No

	Do you have congenital heart disease, excluding mitral valve prolapse?
	Yes
	No

	Are you taking Fosamax or Tamoxifen?
	Yes
	No

	Do you have frequent headaches?
	Yes
	No

	Do you snore?
	Yes
	No

	Do you grind your teeth?
	Yes
	No

	Do you sleep well / uninterrupted?
	Yes
	No

	Do you feel rested?
	Yes
	No

	Do you like your smile?
	Yes
	No

	Have you considered having your teeth whitened?
	Yes
	No


What did you like least about your previous dental offices or dental experiences? What did you like most about your previous dental offices or dental experiences?
PERMIT FOR TREATMENT
This is to certify that I, undersigned, consent to the performing of the dental and oral surgical procedures agreed to be necessary or advisable, including the use of local anesthetic as indicated and I will assume responsibility for fees associated with those procedures.
Patient's (Parent's) Signature

Date
