Welcome!

Thank you for selecting our dental healthcare team! Our commitment is to provide
you with the highest quality of oral health care in the most gentle manner
possible. To help us meet all your dental healthcare needs, please fill out this
form completely. If you have any question or need assistance, please ask us - we
will be happy to help.

Patient Information Date
Name Birthdate
Address Soc. Sec. #

Home Phone

If minor - person responsible Relationship
Employer of responsible party Work Phone
Person to Contact in Case of Emergency Phone

Insurance Information (Copy of card needed)

Company Name Employer

Subscriber Name Subscriber Date of Birth

Patient Medical History

Physician Office Phone Date of Last Exam
Yes No
1. Are you under medical treatment MOW?. ... ... ...ttt eeennneeennnnns O 0
2. Have you ever been hospitalized for any surgical operation or serious illness?.......... O a
3. Are you taking any medication(s) including non-prescription medicine?................... O a
4. Are you allergic or have had any reactions to the following?
Yes No Yes No Yes No
a) Local anesthetics (novocaine)...00 O b) Sulfa drugs...... O O c) Rubber or Latex....O (m )
d) Penicillin or other antibiotics.00 [0 e) Metals or Jewelry 0 (O e) Other.............. (m ) (m )
Yes No
5. Do you Smoke / CheWw tODaCCO . . o ittt ittt ettt et et e e ettt e e et O a
6. Have you used narcotics, cocaine or other drugs?. . ... .. ....itiitmnemnenneeneeneeneennenn O a
7. Do you or has anyone told you that you SNOre?.............iiiuuiiiimnineeennneeennneennn O 0
8. Do you have or have you had any of the following?
Yes No Yes No Yes No
Heart Disease........... O O Hay Fever/Allergies........... O O Epilepsy......couvveenennn. O a
Heart Attack............ O O AIDS or HIV Infection......... O O Kidney Diseases........... O 0
Artificial Heart Valve..[ [ Sexually Transmitted Disease..J [ Thyroid Problems.......... O a
Cardiac Pacemaker....... O O Cancer.........ccovvueeunennnn. O 0O Anemia..........covovveunn. O 0
Heart Murmur............ O O Leukemia............couvuvnnn.. O O Liver Disease............. O 0
Mitro Valve Prolasp..... 0O O Tuberculosis.................. O O Joint Replacement/Implant.( 0
High Blood Pressure..... O O Arthritis..................... O O stomach Troubles/Ulcres...O a
Low Blood Pressure...... O O Diabetes...................... O O Epilepsy/Convulsions...... O a
Respiratory Problems ...00 [ Stroke..............oveeuunn.. O O Fainting/Seizures......... O 0
Asthma.................. O O Rheumatic Fever............... O O Multiple Sclerosis........ O 0
Emphysema............... O 0
Yes No
9. Women Only: a) Are you pregnant or think you may be pregnant? .................... ... .. () d
D) Are you NUILSING? ...ttt ittt ittt et ettt ettt ettt () d
c) Are you taking birth control pPills?........... «.uuiitunmnneennnneennnennnn () ()



