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PATIENT NAME __Patient birthdate _ o

Home Address Home Phone o
Cell phone E-mail address

City State _ Zipcode e
May we ask who recommended this office?

Your Name Spouse Name

Date and year of birth Spouse date and year of birth

Social Security # Spouse Social Security #

Employer Spouse Employer

Occupation Spouse Ocupation

Work Phone Spouse Work Phone

Are you covered by any kind of dental insurance?
If so, what insurance?
Insurance 1D #
Group #
Insurance billing address B

Who is the primary holder of the dental insurance?
DENTAL HISTORY
Are you aware of any particular dental problems or having any discomfort or pain?
How long has it been since you last visited a dental office?
What was done for you at that time?
What is the name of your previous Dentist?
Did you have x-rays taken at your last dental visit?
HEALTH HISTORY
PHYSICIAN’S NAME ADDRESS
Specialist’s Name(Cardiologist, Oncologist, Orthopedic Surgeon, etc.)
Has there been any problem in your general health within the past 5 years? (Serious illness, surgery or
hospitalization?)

Date of last medical check-up Date of last blood test
Are you under a Physician’s care now? If so, for what?
Have you had any form of cancer? If so, what type or name

What medicatons, tablets, pills or liquid do you take? (including aspirin, vitamins, tonics etc.)

Does your Physician require you to take special medication before dentistry?

DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES OR PROBLEMS?

YES NO YES NO
Rheumatic fever, rheumatic heart disease ___ Tuberculosis or other lung ailments o
Heart attack or other heart trouble — _ Persistent cough,or cough up blood
High blood pressure ___ Diabetes = o

Radiation treatment for a tumor
Sores that did not heal within | wk

Pain in chest, shortness of breath
Blood disorders, Anemia

Cold sores or Herpes incident ____ WOMEN:Are you pregnant o
Positive test for Venereal disease ___ Do youSmoke ey (g s
Have you ever had a stroke ____ Doyouuse other tobacco products
Positive test for AIDS virus ___ Areyouallergic to:Penicillin e —
Abnormal bleeding, prolonged healing Codeine . o
Asthma, hay fever o Novocaine o o
Low Blood Pressure L Aspirin o o
Fainting Spells, Seizures ____ Other anesthetics A

Hepatitis, Jaundice, Liver disease __ Any Other Drugs
Arthritis Do you have any other disease, condition or
Orthopedic joint replacement ___ problem not listed above?

Organ transplant
Kidney troubles
Patient Signature Date





