
MEDICAL CONDITION (CIRCLE YES OR NO)

DO YOU HAVE OR HAVE YOU EVER HAD:

Heart Failure........ Yes No

Heart Disease......... Yes No

Heart Attack........... Yes No

Congenital Heart Defect Yes No

Heart Murmur........... Yes No Arteriosclerosis........ Yes No

High Blood Pressure. Yes No Mitral Valve Prolapse. Yes No

Low Blood Pressure.. Yes No Artificial Heart Valve.. Yes No

Heart Pacemaker.. Yes No Heart Surgery.......... Yes No

Had orthodontic treatment. Yes No

Are you unhappy with the appearance of your teeth or smile?.

Do you have tooth sensitivity?...... Yes No

Yes No

Would you be disturbed if you lost your teeth?. Yes No

FOR WOMEN ONLY

Are you pregnant? Yes No If yes, what month Are you nursing...... Yes No

Are you taking birth control pills? ....... Yes No Have you been through menopausse............ Yes No

Are you taking hormonal supplements? Yes No

How Long?_

DENTAL HISTORY

Do you see a dentist regularly? YES NO If yes, name of Dentist

DENTAL CONDITION (CIRCLE YES OR NO)

HAVE YOU EVER: DO YOU EVER:

Been told you have gum trouble..Yes No Do you clench your teeth?.. Yes No

Have you had trench mouth/?......... ..Yes No Do you have swollen gums?....Yes No

Been treated for periodontal disease.....Yes No Do you have bleeding gums?.......Yes No

Name of Insured (if different from patient)

Insured's Soc Sec #

Group #/Group Name

SPOUSE, PARENT OR RESPONSIBLE PARTY

Name

Address

Employer

Insured's Date of Birth

Insured's Relationship to Patient

Insured Retired? From What Company

Relationship to Patient

City/Zip Code

Phone #

Adaress

Home Phone:

vlly

Cell Phone

Email Address:

EMPLOYMENT INFORMATION

Name of Employer Phone #

DENTAL INSURANCE INFORMATION

Name of Ins. Co. Insured's Employer

Soc Sec #

Date

Patient Name

Welcome To Our Office

Cih

Birth Date

Zin Code



deemed appropriate to make a thorough diagnosis. All responsibility of payment for Dental Services provided in this office for myself or
my dependent is totally mine, due and payable at the time of services unless a previous financial arrangement has been made.

I certify that all the above questions were answered truthfully and to the best of my knowledge with the understanding that they were

necessary to provide quality dental care in a safe and efficient manner. I will inform the doctor of any changes in my medical history
and any changes in my medications.

Patients Signature.
(Guardian if patient is a minor)
Dentist Signature

Date

Date April 2019

ARE YOU ALLERGIC TO OR HAVE YOU HAD AN ADVERSE REACTION TO MEDICATIONS.

If yes, name of medication(s)

PHARMACY YOU USE

NAME OF PHYSICIAN

DATE OF LAST PHYSICAL

CONSENT

PHONE NUMBER

PHONE NUMBER

Yes No

The undersigned hereby authorizes the doctor or staff to take radiographs (x rays), study models, photographs, or any diagnostic aids

Had a majon

Take aspirin daily..

Yes NO Reason:

Yes No Reason:

Had abnormal bleeding tendencies ("Free Bleeder", Hemophilia or prolonged bleeding after extraction).

PLEASE LIST ANY PRESCRIBED MEDICATIONS YOU ARE CURRENTLY TAKING

Name

Name

Name

Name

Name

Reason

Reason

Reason

Reason

Reason

Yes No

Dosage

Dosage
Dosage
Dosage

Dosage

Hiatal Henia. Yes No Asthma. Yes No Osteopenia/Osteoporosis Yes No

Cancer. Yes No Hay Fever. Yes No Bisphosphonates Meds... Yes No

Radiation Therapy. Yes No Allergies or Hives........ Yes No Chemotherapy.......... Yes No

Sinus Trouble Yes No Hepatitis A (infectious)... Yes No Glaucoma. Yes No

Cataracts Yes No Hepatitis B (Serum)....... Yes No History of Surgery. Yes No

Cosmetic Surgery. Yes No Hepatitis C. Yes No

Height: Weight:

HAVE YOU OR DO YOU:

Been under the care of a physician in the last year..... Yes No Reason:

Rheumatism..... Yes No HIV Positive.............. Yes No Hemophilia........... Yes No

Pain in Jaw Joints (TMJ) Yes No Frequent Headache..... Yes No Blood Disorder Anemia... Yes No

Ever Taken Cortisone.... Yes No Cold Sores/Fever Blisters.... Yes No Sickle Cell Disease.... Yes No

Artificial Joint. Yes No Do You Smoke.... Yes No Bruise Easily. Yes No

Kidney Disease. Yes No History of Smoking. Yes No Drug Addiction. Yes No

Liver Disease. Yes No Drink Alcohol. Yes No Epilepsy or Seizures..... Yes No

Yellow Jaundice Yes No Phen-Fen Diet Medication. Yes No Ever Fainted. Yes No

Thyroid Disease. Yes No Emphysema. Yes No Dizzy Spells. Yes No

Diabetes. Yes No Chronic Cough. Yes No Nervousness. Yes No

Ulcers Yes No Tuberculosis. Yes No Psychiatric Treatment..... Yes No

Congenital Heart Disease Yes No Rheumatic Fever...... Yes No Rheumatic Heart Disease Yes No

Stroke. Yes No Blood Thinners Yes No Angina Pectoris........ Yes No

Arthritis. Yes No AIDS. Yes No Blood Transfusions..... Yes No






