Patient Information

Patient Name: Date:
Last, First, Ml (Preferred Name) Gender:
Social Security #: Birth Date: Marital Status: S M D W Child
Phone (Home): (Work): Ext:
(Cell) E-Mail:

Best Place for confirmation calls: Home Work Cell Text Message Email

Street Address: Apt#:

City: State: Zip Code:

Health Information

Date of Last Dental Visit: Reason For This Visit:

Have you ever had any of the following? Please check those that apply:
[JAIDS [Fainting OMental Disorders - [OStomach Problems
OAllergies [JGlaucoma ONervous Disorders [Jstroke

OGrowths [IPacemaker OTuberculosis

CJAnemia (OHay Fever OPenicillin Allergy COTumors
OArthritis [OHead Injuries CICurrently Pregnant CUlcers
CArtificial Joints [JHeart Disease Due Date: OVenereal Disease
Date OHeart Murmur [JRadiation OPlavix/Coumadin
CJAsthma OHepatitis Treatment OBisphosphonates
[OBlood Disease [High Blood [JRespiratory (ex. Fosamax, Boniva,
[OcCancer Pressure Problems Actonel)
OCodeine Allergy [Jaundice CORheumatic Fever OTHER:
[CIDiabetes OKidney Disease OORheumatism O
[IDizziness OLiver Disease [Sinus Problems [
CIEpilepsy COSmoker

CExcessive Bleeding

e Have you ever had a history of drug or alcohol abuse Oyes [No

If yes, please explain:

e Have you been admitted to a hospital or needed emergency care during the past two years? OYes [INo

If yes, please explain:

e Are you now under the care of a physician for a particular medical condition? OYes [INo

If yes, please explain:

Phone:

e Name of Physician:

e Do you have any health problems that need further clarifications? [Yes [INo

If yes, please explain:

e List any medications and doses you area currently taking:

To the best of my knowledge, all of the preceding answers and information are true and correct. If | ever have any change in my

health, I will inform the doctors at the next appointment without fail.
Date:

Signature of Patient, Parent, or Guardian:




Referral Information
Whom may we thank for referring you to our practice? CJAnother Patient, Friend CJAnother Patient, Relative
ODental Office ClYellow Pages Cinternet (JSchool Olinsurance CIOther

Name of person or office referring you to our practice:

Responsible Party or Parent/Guardian Information

The following is for: (1 The Patient (JThe Patient’s Spouse [ Parent/Guardian

Name: Relationship to patient
[OMarried [JSingle ClOther [0 Male O Female

Social Security #: Birth Date:

Home Phone: Work: Ext: (Cell)

Street Address: Apt #:

City: State: Zip Code:

Employment Information

The following is for: (1The Patient (1Parent/Guardian

Employer Name: Phone #

Street Address:

City: State: Zip:
Insurance Information

Primary Ins.

Name of Policy Holder:

Social Security #

Policy Holder’s DOB: Member Id#:

Name of Insurance Company:

Insurance Company’s Address:

State: Zip Code:

City:

Employers Name:

Patient’s Relationship to Insured: [ISelf (0Spouse CIChild ClOther




