All infarmation geen on Shis form s for our reconds only and will be considered confiionitial,

1. Patient's Name ____

Acldress

___Binhdate

City State

— Spouses's first name

Date

__Fip_ Tal. No,

Employer

Occupation

Spouse's Employer

Dental Ins.? Yes_
Social Security #

Mo

Ins. Co.

Policy#

I

address

Bus. Tal. No.

Bus. Tel. No.

Email

Spouse's Social Security#

_Group#

If person other than you or your spouse is responsible for your finances, please give name and

If patient is a minor, please fill in the name of parent or guardian

Also complate 3-5 above with parent/quardian, employer information, ete.

8.
10. Regular Dentist___

Physician

Whom may we thank for reterring you?

PATIENT MEDICAL HISTORY
(+) Yes

Have you ever had:

Hgart Trowuble. ... o

Rhaumalic Fever... ... o

Chast Pains...

Dwug Fha-m:uun

Allengiea:aspirin, panh:lm m
Allergy o Dontal Ancsthatics. ...
Allengy o Latos. .o

Epilepsy....

Thyrowd or Parathyroed Disordes...........}.......

Cancer...
HEl:ﬁEm-m or Chamulharapy'
Hospitalization.. ..
Joinl Fha-phnemanl Sulg-uﬂ.'
Kidnay Disease..,
Liver Disaase. .
Hepatits. .
I yes, ange ym a h:rpah'h: :.arnnr'?
AIDE: ARG or positive
festing 1o HIVHTLY,...,

List any current ilnesses

{+} Yes
Are you:
Presenily wder the
care of a physician®...,

Taking any medication nm'.r‘?'

or within pasl year?....

Date of last physical exam.....................
Aware of recant weight change?._......._.|.......
Subject to lmquunt urinaben?. ... |

Often thiraby?. ...
Often anluwal:ed o rallgumi:'

Subjoct to freguent headaches? ... ...

Excossively norvows?. ..o
I good health now?. ..

D wou smoke? . B

How rmiuch®...
Dpes armyone in yw runlh.r

hawe dabetes?..... e i

Do you have prolonged bleedsng

atter injury or looth exraction?............1......

il fernale, are you now:
Taking anh pmgunw :ng'? .....
Presonlly in menopause?,. ...
Post menopausal? ...

Allargies

DENTAL HISTORY

Date of lag] dertal W8I ... s

How often do you hive a

professional Ceaning?..........ccmmemeeas
Haow aften do you Brush? ...,

D ol e & hand, e,

Gf S0 IBatRbRUSH ...

(v) Yes

Have you ever had trench

mouth or pyorrhea®. e s

Have you had treatmant for
Panigciopnial Desoase provigushyT......
Hawve you had Qrihadontic

D you have;
Blgading Gurms. ...

Loose or shifling teath. ...
Charging space betwean teath...........
Recading qums...........o.oovecciceeec e
Sansilve teath. ...
Halitosis (bad breath)..........ooooeinfonenn,

Habit of clenching or

Blood Pressung

List any current Medications

Briefly describe your main dental problem {chief complalnt)

This fgrm also authorizes this Practice to submit insurance claim ferms and receive payment Eﬂl‘ﬂ-ﬂj‘ from the II'I-!-IJI’-ITIH CII"I'“‘I’
with the notation “SIGNATURE ON FILE™

Patient / Parent or Guardian Signature:

— e e s

_ Date:



