PATIENT INFORMATION

MEDICAL HISTORY
Email:____________            Home Phone:___________         Work:___________               Cell _____________

	    
    Name___________________________________________________         SSN:________________________
	Last			    First		                                     Middle
Address________________________________   City___________________  State_______   ZIP__________
Sex       □ M  □ F           Age____        Birthdate_________         □ Single    □ Married      □ Widowed       □ Divorced
Occupation____________________________________    Referred by________________________________
Emergency Contact_____________________________________  Phone_______________________________


 

Even If you DO NOT have dental insurance, please sign below


	Parent/Guardian


	
Name_________________________________________________  SSN______________________________               Birthdate_________________   Relation to Patient________________________________________________
Employer_______________________________       Work Phone  ___________________________________
Signature_________________________________________________________________________________   




   
Do you have dental insurance? □ Yes   □ No     Insurance__________________________________

Policy holder’s name___________________________SSN_________________Birthdate________________
Policy holder’s Employer________________________________

	INSURANCE AUTHORIZATION

	
I authorize my insurance company to pay Broadway Dental all insurance benefits otherwise payable to me for services rendered.  I authorize the use of this signature on all insurance submissions.  I authorize Broadway Dental to release all information necessary to secure the payment of benefits.  I understand that I am financially responsible for all charges not paid by insurance.  

Signature_________________________________________________ Date__________________________






Patient Name:_______________________________	Last Dental Visit:________________

Physician’s Name_____________________________ Phone#____________    Last Visit_______________

Pharmacy Name:______________________________

Had you had any serious illnesses or operations?      □ Yes  □ No
If yes, describe ___________________________________________________________________________ ________________________________________________________________________________________
Do you require Antibiotic prophylaxis prior to dental treatment?  □   Yes   □ No      
If you’ve had a KNEE, HIP or other joint replacement in the past 2 years then you probably need to be pre-medicated prior to certain dental procedures.  Date of joint surgery:_____________________________

Do you have an autoimmune disease?  □   Yes   □ No      ____________________________________

Are you pregnant?   □ Yes ______    □ No     Nursing?     □ Yes   □ No     Taking birth control?   □ Yes   □ No
(WOMEN)  		if yes, how far along

Check if you have or have had any of the following:
□ Anemia	□ Dialysis 	□ Pacemaker	
□ Arthritis, Rheumatism 	□ Epilepsy	□ Radiation Treatment date_______
□ Artificial Heart Valves 	□ Fainting	□ Respiratory Disease/COPD
□ Artificial Joints or replacement	□ Headaches 	□ Rheumatic Fever	
□ Asthma: last attack _________	□ Heart Attack  date _________	□ Scarlet Fever
□ Back Problems	□ Heart Murmur	□ Seizures last seizure date:______
□ Blood Disease 	□ Heart Problems	□ Shortness of Breath
□ Cancer type/date___________	□ Hemophilia	□ Skin Rash
□ Chemical Dependency 	□ Hepatitis	□ Smoke/Tobacco Habit _______yrs
□ Chemotherapy date_________	□ High Blood Pressure	□ Stents
□ Circulatory Problems	□ HIV/AIDS	□ Stroke date____________
□ Congenital Heart Disease	□ Jaw Pain	□ Swelling of Feet or Ankles
□ Cortisone Treatments	□ Kidney Disease type________ 	□ Thyroid Problems
□ Cough up Blood	□ Liver Disease	□ Tuberculosis
□ Diabetes 	□ Mitral Valve Prolapse	□ Ulcer
		□ Other______________________

MEDICATIONS you are currently taking: _______________________________________________________ ________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________

Drug Allergies: □ Yes   □ No,   if yes please list:    _______________________________________________
_________________________________________________________________________________________
PLEASE FILL OUT MEDICAL HISTORY INFORMATION ON BACK OF THIS SHEET


	I attest that the personal and medical history information provided is accurate.
	
Signature_______________________________  Date_______________ Reviewed by:_________________
(Patient/Guardian if a minor)                                                              (Doctor Signature)



