PATIENT INFORMATION
Patient Name: Date:
Last First Ml (Preferred Name)
Email Address: Gender: Marital Status:
Social Security #: Birth Date:
Phone (Home): (Work): Ext. Best time to call:
Preferred appointment times: [IMorning [[]Evening [JAny Time v O Odw Ot
Address:
Street Apartment #
Tity State Zip Code
| HEALTH INFORMATION
Have you ever had any of the following? Please check those that apply:
[Jabs [JHay Fever [JPregnancy Due Date:
[JAvergies [JHead Injuries [[JRadiation Treatment
[JAnemia [JHeart Disease [[JRespiratory Problems
[JArthritis [JHeart Murmur [[JRheumatic Fever
[JArtificial Joints [JHepatitis [JRheumatism

[JAsthma
DBIood Disease

[JHigh Blood Pressure
[JHigh Cholesterol

[Jcancer [JJaundice
[]piabetes [[JKidney Disease
[]pizziness [Juip Lesions
[JEpilepsy [JLiver Disease
[JExcessive Bleeding [JMental Disorders
[JFainting [Migraines
[JGlaucoma [INervous Disorders
[JGrowths [[JPacemaker

Py Please list any medications you are currently taking:

[Jsinus Problems
[Jstomach Problems
[Jstroke
[JTuberculosis
[JTumors

[Juicers

[Jvenereal Disease
[[JCodeine Allergy
[JPeniciliin Allergy
[JOTHER:

@ Have you ever had any complications following dental treatment?
If yes, please explain:

|:| Yes

@ Do you need to pre-medicate 1 hour before dental treatment?
If yes, please explain:

|:| Yes

@ Have you been hospitalized or needed emergency care during the past 2 years?
If yes, please explain:

|:|Yes

I:]Yes I:]No

@ Are you now under the care of a physician?
If yes, please explain:

@ Name of Physician:

Phone:

@ Do you have any health problems that need further clarification?
If yes, please explain:

|:| Yes

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

change in my health, | will inform the doctors at the next appointment without fail.

Signature of patient, parent or guardian

Date

REFERRAL INFORMATION
Whom may we thank for referring you to our practice?




