
{

Please complete'this form so that we may better care for you.
$

- jj ri:;:

ABOUTYOU...

Name:

t.pre-fer to be called
Birthdate:

[] Male [] Female , Age_-
Social Security Number_
Home Address

Home Telephone #
Work Telephone #
Employer
Employer's Address

How long have you been employed
there?

Occupation
Whom may I thank for referring you?

Other family members seen at this office

Previous dentist
tbst dental'treatment date(approx.)
PERSON RESPONSIBLE FOR YOUR ACCOI.]NT

[] Self [] Other

PRIMARY DENTAL INSU.RANCE. . .

lnsurance Company Name :

Instirance Company Address
Insurance Company Telephone
Group Number (Plan, Local or Policy#)
Insured's Name (which family member carries the

insurance?)
Social Security Number of Insured
Relationship of Yourself to Insured
lnsured's Birthday
Insured's Employer

SECONDARY DENTAL INSIIRANCE..
Insurance Company Name:
Insurance Company Address
Insurance Company Telephone #

Group Number (Plan, I,ocal or Policy#)
lnsured's Name (which family member carries the

insurance?)
Social Security Number of Insured
Relationship of Yourself to Insured
Insured,':s Birlhday
Insured's Employer

MEDICAL HISTORY

DO YOU HAVE A PERSONAL PHYSICIAN?

[]YES [] No
Physician's Name
Phvsician's Address:
Physician's'Phone #
Date of lhst exam

IN THE EVENT OF AN EMERGENCY. IS THERE
SOMEONE TO CONTACT?

Relationship

ABOUT YOUR SPOUSE...

Birthdate:

[] Male [] Female

Social Security Number-
Home Address(if different)
Home Telephone #
Work Telephone #
Employer
Employer's Address

Cell Telephone Number

Email Address



MEDICAL HISTORY
' fl

Your Current Physical Healtlr is [ ] good [ ] fair
Are you currently under the care of a physiciarl?

[ ] poor

[]yes []no
If yes, for what condition are you being treated?

ARE YOU CURRENTLY TAKING ANY MEDICATIONS?

[]Yes []No
IF YES. LIST ALL MEDICATIONS YOU ARE TAKING

FOR WOMEN ONLY:
Are yoLr pregnant? [ ] Yes Week []No

HAVE YOU EVER HAD ANY OF THE F,OLLOWING
DISEASES OR MEDICAL PROBLEMS?

Y N F{eart attack/stroke Y N Psychiatric Problerns

Y N Cancer/Chemotherapy Y N Epilepsy/Seiztrres
Y N Heart Murmur Y N Fairrting Spells

Y N RheurnaticFever Y N Diabetes

Y N HearlSurgery Y N Tuberculosis

Y N Pacemaker Y- N Drrrg/alcoltol abuse

Y N- Mitral Valve Prolapse Y- N Vertereal Disease

Y N Artificial Heart Valves Y N Hernophilia

Y N High Blood Pressure Y N Abrtorttral Bleedirrg

Y N Low Blood Pressure Y N [Jlcers / Colitis
Y N Congeltital heart dclcct Y N Artcrttia

Y N Blood Transfusion Y N lladiation 'l'reatrtrettts

YN Shingles YN Asthrna

Y N KidneyProblerns Y N \Arthritis

Y N Artificial Joints Y N Difficulty Breathing

Y N SinusProblems Y N HePatitis

Y N FeverBlisters Y N Erttpltyserna

Y N lrrequentHeadaches Y N Claucorlta

Y N HIV+/AIDS Y N DrYMorrth
Please explairr any YES artswers to the above cluestiotts

Is there any other nredical coltdition not listed above that yorr

rnay have?

ALLERGY FIISTORY

Are you allergic to any of the following?

YN Penicillin YN TetracYcline

YN Erythrornycin YN AsPirin
YN OtherAntibiotic YN Latex

Y N Dental Anesthetics , Y N Codeine

Y N OTHER

DENTAL HISTORY

Why did you come to our office todaY?

Are you currently irr pain? [ ] Yes [ ] No

Have you ever had a serious or difficult problern

associated with any previor.rs derttal work?

t I Yes I lNo Explairr

Have you
joirrt'/ t l

ever had pairt

Yes []No
or discomfort in your iaw
Explain

Do you considcr your prcscrtt dental health as beirrg

[] Good [ ] Irair I I Poor

Do you like your
If you do not like
concerned with?

srnile'l[]Yes []No
your smile, what aspect are You

Do your gLrn'ls ever bleed? [ ] Yes [ ] No

Ilow r'nany tirle a week do you floss?

Flow nrany tirnes a day do you brrrsh?

Wlrat type ol'tootlrbrrrslt bristles do you r.rse'l

[ ] Soti llMediurn []Hard
Are tltere arty otlrer concerlts you may have about

your teetlt'/

l understand th:lt the information lhat I have givcn loclay rs correct to lhc bcs( oi nry knowledge. l also understaod that thls

infbrmation will be held in confidence. and that it is rry responsibility lo inform this office ofany changes in my medicai

condition- I authorize the stalfofthis oUlce to perlbrri any necessary denlal treatnent with Irry inibrmed consent that I ma) need

dunng diirgllosls ind trealment.

S igrr atu re [)alc


