Date: Sex: M F Date of Birth: Marital Status: S MW D

Patient . Name: Social Security #:
Information
Address: Drivers Licence#:
City: State: Zip: Home Phone:
' Who referred you?
|
Employer Name: Work Phone:
Address: Occupation:
Employer _ ] '
Information| City: State: Zip:
- |
Name: Relationship to Patient:
Party Address: Phone:
resPonSiblei‘ Employer's Name: Business Phone:
for account
Information
Primary Insurance Carrier: Insured party:
Dental Policy #: Group #: Agreement #:
Insurance .
. Secondary Insurance Carrier: Insured party:
Information v
Policy #: Group #: Agreement #:
|
Family Physician: Date of last exam: Phone:
IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING, PLEASE CHECK "YES" OR "NO".
YES NO YES NO YES NO YES NO
O DOHeART PROBLEMS O OaLcoHoLism O [OFrFREQUENT HEADACHES O 0O po You HAVE ACHRONIC DISEASE?
O DOnicHeLoop PREssURE O LIaNEmiA O OHeaRT MURMUR 3 O ARE YOU UNDER A DOCTOR'S CARE
O DOrowsLooppPressure O OarTHRITIS O [OMALIGNANCIES O O HerPes
O DOcircutaTorY PRoBLEMSE]  CJASTHMA O OprsYCHIATRIC CARE O O ARE YOU PREGNANT?
O OnervousproBLems O Oconvuisions O  ORHEUMATIC FEVER OTHER MEDICAL PROBLEMS?
O DOrapiatioN TREATMENTS [0 [OpiABETES O OARTIFICIAL JOINT EXPLAIN
O Dexcessive BLEEDING O OepiLepsy O OsiNnus PROBLEMS
O DOaLLercies oR ADVERSE OO CIHEPATITIS O DOstroke
REACTIONS TOADRUG DATE; O OvrusercuLosis LIST PRESENT MEDICATIONS

LOCAL ANESTHETIC, CODEINE, 15 Yourpisease actve? YN [ CIRESPIRATORY PROBLEMS YOU TAKE
PENICILLIN, ASPIRIN, ETC. O Oprucapoiction O DOurcer

EXPLAIN

O Ouaunpice O [OveNEREAL DISEASE

O Obo YOu TAKE ASPIRIN DAILY?

PLEASE ANSWER THE FOLLOWING QUESTIONS:

1. PRESENT DENTAL PROBLEM

2. WHEN WAS YOUR LAST DENTAL VISIT? 3. WHAT WAS DONE?

4. ANY COMPLICATIONS WITH EXTRACTIONS? Y N EXPLAIN:
5. HOWOLD IS YOUR DENTURE OR PARTIAL?
6. IF YOU COULD WISH FOR ANY CHANGE IN YOUR MOUTH, WHAT WOULD THAT BE?

YOUR SIGNATURE (PARENT OR GUARDIAN IF UNDER 16 YRS..) DATE:
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