Dr. Lindsey Clark-Fass, DDS, PC

UPDATE
PATIENT INFORMATION
Please print:
Name: SS#: Birthday:
Home #: Cell #: Work#:
Address: City/State/Zip:

E-mail address:

Check the appropriate box: OMinor [OSingle OMarried [ODivorced [OSeparated [OWidowed
Patient or parent’s employer: Address:

Spouse or parent’s name: Employer:

*** |F YOU HAVE HAD ANY DENTAL INSURANCE/EMPLOYMENT CHANGES PLEASE LET US KNOW***
IN THE EVENT OF EMERGENCY

Whom should we contact? Relationship to patient:
Home#: Cell#: Work#:
Who is your medical doctor? Doctor’s phonet:

MEDICAL HISTORY

Are you taking any of the following? [LIBlood thinners (including aspirin/fish oil) OInsulin COMuscle relaxers
[LIOsteoporosis meds (bisphosphonates) [1Pain killers CINerve pills OStimulants CTranquilizers

***PLEASE LIST ALL MEDICATIONS:

Do you have any of the following medical conditions, diseases or procedures?

CJAlcohol/drug abuse CIEpilepsy/seizures CJLeukemia

CJAnemia CIFrequent/severe headaches CILiver problems
OArthritis/Rheumatism CFainting CIMitral valve prolapse
OAcrtificial joints/bones OGlaucoma ONervousness/anxiety
OArtificial valves [CIHeart attack OPacemaker
OAsthma CIHeart burn/acid reflux OPsychiatric problems
OBack/neck problems OHeart disease ORheumatic fever
OcCancer/tumors CIHeart murmur OScarlet fever
[OChemol/radiation therapy [OHeart surgery [JShingles

[OChest pains/angina [OHepatitis A/B/C/D [JSinus problems
[OCongenital heart defect CIHigh/low blood pressure [OStomach problems/ulcers
[OCosmetic surgery [CIHigh cholesterol [JStroke
[ODiabetes/hypoglycemia COHIV/AIDS/ARC OThyroid problems
[OIDifficulty breathing [0Jaw/TMJ problems O Tuberculosis
OEmphysema/respiratory problems OKidney problems OVenereal disease

***Do you require pre-medication before dental procedures? [0 Yes [0 No [T don’t know
Please list any other surgeries or medical conditions you have had in the past or currently have now:

Are you allergic to any of the following: CJAspirin  [1Dental anesthetics [lLatex [1Penicillin/amoxicillin
LISulfas OTetracycline [IDental anesthetics [IFoods: C1Other:
Do you use tobacco products? [INo [IYes What type? How much? How long?
Please rate your general health from 1-10 (10 being the best)
Have you ever taken the drug Phen-fen and/or Redux?JYes [LINo Do you wear contact lenses?[1Yes [INo
For women: Are you taking birth control? CYes [INo How many children have you had?
Are you or could you be pregnant? L1Yes [INo Are you nursing? L1Yes  [INo

Patient/Guardian signature: Date:




