HOLISTIC DENTAL AND WELLNESS CENTER

DR. NORMAN BRESSACK      |      DR. BATOOL F. RIZVI

Office Address: 1692 Newbridge Road, North Bellmore, N.Y. 11710 

Tel: (516) 221-7447   Email: mercuryfreedoc@holisticdds.com

PATIENT INFORMATION
Patient’s Name ______________________________ Age_______ Birthday_____________
Work No._______________ Occupation______________Home No.__________________
Cell No.___________________ Can you receive text msgs? _________________________
E-Mail Address_________________________

Address____________________ City________________ State________ Zip Code_______
Social Security No.___________

Who shall we thank for referring you to our office?________________________________

EMERGENCY CONTACT NAME & #
SPOUSE /ADDITIONAL CONTACT INFORMATION

Name______________________________________

Address____________________ City_______________ State_________ Zip Code________

Social Security No.___________ Birthday________ Relationship to Patient______________

Employer___________________ Occupation______________________________________
INSURANCE INFORMATION

DO YOU HAVE A FLEXIBLE SPENDING ACCOUNT (FSA)?  YES  (   NO  (
Insured Name_______________ Insured S.S. #__________ Insurance Co._______________
Insurance Company Address______________________________ Group No._____________

Phone__________________ Insured’s Employer____________________________________
Do you have duel coverage?    ____Y    ____N    If yes:

Insured Name________________ Insured I.D. #___________ Insured Employer__________

Ins. Co. Address______________ Group #____________ Phone _______________________

MEDICAL / DENTAL HISTORY
Physician’s Name__________________________________ Phone______________________

Previous Dentist’s Name_____________________________Phone______________________

Yes   No   Are you currently under any medical treatment?  If so…What kind?___________
Yes   No   Do you have pain, clicking, and or popping noises in the jaw?

Yes   No   Are you aware of either clenching or grinding of your teeth?

Yes   No   Do you have frequent headaches? How often? _____________________________

Yes   No   Do you have ear problems? (Aches, ringing, dizziness, fullness)

Yes   No   Do you have difficulty breathing through your nose?

Yes   No   Do you have habits such as nail biting, finger or thumb sucking, lip or cheek   
                 biting?

Yes   No   Do you have speech problems, or are you in speech therapy?
Yes   No   Have you had your tonsils/adnoids removed?

Have there been any history of (CHECK ANY THAT APPLY) 
Joint swelling (  Arthritis/rheumatism  ( Cancer  (  Diabetes  (  Epilepsy   ( 

Asthma  (  TB (   HIV (   kidney/liver ( Hepatitis Type  (
Circle one: High/Normal/Low Blood Pressure (  Psychiatric care (   Sinus (  
 Stroke (         Special Diet  (              

              Any other major illness or condition     _________________________________
Yes   No   Do you bleed easily? 
Yes   No   Do you have a tendency to faint or become dizzy?

Yes   No   Do you have allergies? (sulfa, penicillin, novacaine, latex, etc.)? _____________
Yes   No   Are you currently taking any medications? List   __________________________________________________________________________
Yes   No   Do you have a heart condition, hip or knee replacement?  __________________
Yes   No   Do you have to pre-medicate?  Cardiologist  _____________________________

Yes   No   Do you have sleep apnea?

Yes   No   Do you smoke or chew tobacco?

Yes   No   Have there been any injuries to your teeth?     Explain_____________________

Yes   No   Have you had any permanent/adult teeth extracted?

Yes   No   Have we treated any other family member?   If so, who? _______________
WOMEN


Are you pregnant? ________   Due date________ Are you nursing? ________
I understand that I am financially responsible for all charges regardless of my insurance 
coverage. Payment is due the day services are rendered.

Signature____________________________________________ Date_____________
(((((((((((STOP((((((((((((((
Updates To be filled in at future appointments
Have there been any changes in your health since your last visit with us?  Yes ( No (
       If Yes, for what conditions? ______________________________________________           

Are you taking new medications?  Yes (  No  ( If so, what? __________________
Patient’s Signature _______________________________     Date ____________________
Doctor’s Signature _______________________________     Date____________________
((((((((((((((((((((((((((((((((((((((((((
Have there been any changes in your health since your last visit with us?  Yes ( No (
       If Yes, for what conditions? ______________________________________________           

Are you taking new medications?  Yes (  No  ( If so, what? __________________

Patient’s Signature _______________________________     Date ____________________

Doctor’s Signature _______________________________     Date____________________
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