Patient Information

our patients the same way we would like to
be treated with respect, professionalism,
and sensitivity toward our needs.

‘ W I I Thank you for trusting us with your dental
/\ e CO m e - care. At our practice, we work hard to treat

Name: DOB: (DD/MM/YY)
Address: City: Postal Code
*Home Phone: *Cell Phone:

*Email Address:

Referred by:  Friend __ Post Card __ Drive-by/signage ___Internet Other

Family Doctor Name:

Telephone Number:

General Dentist Name:

Telephone Number:

Insurance Information

Insurance Company:

Insurance Company:

ID Number:

ID Number:

Group Number:

Group Number:

Policy Holder:

Policy Holder:

DOB of Policy Holder: / /

DOB of Policy Holder: / /

Employer:

Employer:

Parent/Guardian Information

Mother / Guardian
Name:
DOB (DD/MM/YY)

Occupation:

Marital Status: ___ Single _ Married

Address: __ Same as patient
City: Postal Code
Tel (H)

(©)

Father / Guardian
Name:
DOB (DD/MM/YY)

Occupation:

Marital Status: ___ Single _ Married

Address: __ Same as patient
City: Postal Code
Tel (H)

(©)




MEDICAL HISTORY

PATIENT NAME

Birth Ciate

Although dental personnel primarily treat the area in and around your mouth, your mouth iz a part of your entire body. Health probiems that you may
have, or medication that vou may be taking, could have an important intemelationship with the dentisiry vou will receive. Thank you for answering the

following questions.

Are you under a physician's care now? ez

Hawve you ever been hospitalized or had a major operation? Yes
Hawe you ever had a serious head or neck injury? Yes

Are you taking any medications, pills, or drugs? Yes

Do you take, or have you taken, Phen-Fen or Redux? Yes

Hawve you ever taken Fosamax, Boniva, Actonel or any{} v
other medications containing bisphosphonates? Ea

Are you on a special dist? ez
O you use tobacco? Yes
Do you use controlisd substances? Yes

Women: Are you

Mo
Mo
Mo
Mo
Mo

Mo

Mo
Mo
Mo

If yes, pleass explain:

If yes, pleass explain:

If yes, please explain:

If yes, please explain:

FPregnant/Trying to get pregnant? Yes Mo Taking oral contraceptives? Yes Mo Mursing? Yes Mo

Are you allergic to any of the following? -

[] Aspirin [] Penicillin [] Codeine [] Local Anesthetics [] Acnviic [ Metal [] Latex [] Sulfa drugs
[] Other If yes, please explain:

Do you have, or have you had, any of the following?

AIDSHIV Positive Yes No | Cerisone Medicine Yes Mo Hemophilia Yes Mo | Radition Treatments Yes Mo
&lzheimer's Disease Yes Mo Diabstes Yes Mo Hepatitis A ez Mo Recent Weight Loss Yeg Mo
Anaphylaxis Yes Ne | Drug Addiction Yes Mo Hepatitis B or & fes Mo | Renal Dialysis Yes Mo
Anemia Yes Mo | Easty Winded Yes Mo Herpes fes Mo | Rheumatic Fever Yes Mo
Angina fes No | Emgphysema Yes Mo High Blood Pressure C- es f:_:l Mo | Rheumatizm Yes Mo
Arthritis/Goart fes No | Epilepsy or Seizurss Yes Mo High Cholesterol {:} fes C] Mo | Scarlet Fever fes Mo
Artificial Heart Valve Yes Mo | Excessive Bleeding Yes Mo Hives or Rash Yes Mo | Shingles ez Mo
Artificial Joint Yes Mo | Eucessive Thrst Yes Mo Hypoglycemia Yes Mo | Sickle Cell Disease ez Mo
Asthma Yes No | Fainting SpellsiDizzness Yes Mo Irreguiar Heartbeat Yes Mo | Sinus Trouble Yes Mo
Bood Disease Yes Ne | Frequent Cough Yes Mo Hidney Problems Yes Mo | Spina Bifida Yes Mo
Biood Transfusion Yes No | Frequent Ciarrhea Yes Mo Leukemia fes Mo | Stomachiintestina’ Diseaze ez Mo
Breathing Problem Yes Mo | Frequent Headaches Yes Mo | Liver Disease Yes Mo | Stoke Yes Mo
Bruise Easily Wes Mo | Genitzl Herpes Yes Mo | Low Blood Pressure Yes No | Swelng of Limbs Yes Mo
Cancer Yes | Mo | Glauzoma Yes | | Mo | Lung Disease ¥es | Mo | Thyroid Disease Yes | | Mo
Chemotherapy Yes Mo | Hay Fever Yes Mo Mitral Valve Prolapse . Yes Mo | Tensilits ; Yes h_':'
Chest Pains fes Mo | Heart Atiack/Failure Yes Mo Osteoporasis D fes C:I Mo | Tubsrouiosis " Yes P‘f':'
Cold SoresiFewver Blisters es No | Heard Murmur fes MNo Fain i Jaw Joints fes Mo IlllJml:-rs B Gl iEE ::'
Congenital Heart Disorder. © Yes Mo | Heart Pacemaker Yes Ko Parathyroid Disease Yes Mo ”;:;'ES 7 o ‘f:: HE
Convulsions Yes Mo | Hear Trouble/Disease ez Mo Poychiatric Care ez Mo Yellow Jaundice Yoc Mo

Hawve you ever had any serious illness not listed above? Yes Mo

Cormments:

To the best of my knowledge, the guestions on this form have been accurately answered. | understand that providing incomect information can be

dangerous o my {or patient's) health. It is my responzikility to inform the dental office of any changes in meadical status.

SIGHNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




