PATIENT MEDICAL HISTORY

Patient’s Name:

Today’s Date:

Address:
City, State Zip: Email:
Home Phone: Work Phone: Birth Date: Social Security No.: Marital Status:

Physician Name:

Physician Phone:

Pharmacy:

Pharmacy Phone:

\

For Office Use Only
Medical Alerts:

Sex: If female please answer the following:

Please answer the following:

Y N

][] Are you taking Birth Control Pills?
(][] Are you pregnant?
1] Are you nursing?

If Yes, # of weeks D

Y N

][] Do you smoke or use tobacco?

For Office Use Only

BP : Heart Rate |:|

Blood Transfusion
Cancer - Chemotherapy
Colitis

Congenital Heart Defect
Cosmetic Surgery
Diabetes

Difficulty Breathing
Drug Abuse
Emphysema

Epilepsy

Fainting Spells

Fever Blisters

Frequent Headaches
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Kidney Problems
Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Pace Maker
Pneumocystitis
Psychiatric Problems
Radiation Therapy
Rheumatic Fever
Seizures

Shingles

Sickle Cell Disease
Sinus Problems

Conditions Conditions Y N Conditions
Abnormal Bleeding Glaucoma [ [ Stroke

Alcohol Abuse Hay Fever [1[] Thyroid Problems
Allergies Heart Attack (1 [J Tuberculosis
Anemia Heart Surgery 0O Ulcers

Angina Pectoris Hemophilia ][] Venereal Disease
Arthritis Hepatitis A (1[0 Yellow Jaundice
Artificial Bones Hepatitis B

Artificial Heart Valve High Blood Pressure

Asthma HIV + AIDS Allergies

Aspirin

Codeine

Dental Anesthetics
Erythromycin
Jewelry

Latex

Metals

Penicillin
Tetracycline
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Height: |:
Weight: E




Medications:

Y N
][] Is there any disease, condition, or problem that you think this office should know about that is not covered above?
If yes, please describe below...

Notes:

Signature: Date:
(If Under 18, Parent or Guardian Signature Required)




Dental History:

Are your teeth sensitive to: Hot []Yes ] No Cold O Yes [J No

Sweets [1Yes[] No  Biting Pressure (] Yes (] No

1) When was your last dental visit?

2) What did you have done?

3) Do youhave pain in any of your teeth? [ Yes (] No
For how long?

Where? (circle) Upper Lower Left Right Front Back

4) Do youhave any broken teeth or fillings? [J Yes [ No
Where? (circle) Upper Lower Left Right Front Back

5) Does food constantly get stuck between certain teeth? []Yes (] No

6) Areyou dissatisfied with the way your teeth look? [JYes[] No
(example: color, shape, spaces etc)
7) Do youhave any missing teeth that are not replaced with dentures, bridge, or implants?

[ Yes [J No
8) Do you have a history of Gum Disease? [J Yes [J No
9) Do your gums bleed when you brush or floss your teeth? [JYes (] No
10) Do you have an unpleasant taste or odor in your mouth? [JYes (] No

11) Do you smoke? [Yes[J No

12) How often do you brush your teeth?

13) How often do you floss your teeth?

14) Do you have a history of Orthodontics (braces)? [ Yes [J No
How long ago?

15) Do you have a history of jaw phin, clicking, or popping? [1Yes[J No



REGISTRATION

PATIENT INFORMATION (CONFIDENTIAL) 3
NAME DATE
FIRST Mi LAST STATE/ ZIP[
ADDRESS CITY PROV, P.C.
E-MAIL CELL PHONE HOME PHONE
SS#/SIN BIRTHDATE

CHECK APPROPRIATE BOX: || MINOR [ siNGLE L] marriep [ | pivorcep [ ] wiowep [ ] & SEPARATED

IF COLLEGE STUDENT, F.T. / P, 1., NAME OF SCHOOL CITY PROV.
PATIENT’S OR PARENT’S/GUARDIAN’S EMPLOYER WORK PHONE
STATE/ EIB/
BUSINESS ADDRESS CITY PROV. el
SPOUSE OR PARENT’S/GUARDIAN’S NAME EMPLOYER WORK PHONE
WHOM MAY WE THANK FOR REFERRING YOU?
\PERSON TO CONTACT IN CASE OF AN EMERGENCY PHONE

RESPONSIBLE PARTY b

RELATIONSHIP
NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS HOME PHONE
DRIVER’S LICENSE # BIRTHDATE SS#/SIN
EMPLOYER WORK PHONE

g THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE? D YES D NO
5

INSURANCE INFORMATION

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

STATE/ EIE/
EMPLOYER ADDRESS CITY PROY. AL
INSURANCE CO. TEL. # GRP # POLICY/I1.D. #

STATE/ EIE/
INS. CO. ADDRESS CITY PROV. i B

HOW MUCH IS YOUR DEDUCTIBLE?

DO YOU HAVE ANY ADDITIONAL INSURANCE? [ ] YES [ ] NO

IF YES, COMPLETE THE FOLLOWING:

RELATIONSHIP
NAME OF INSURED TO PATIENT
BIRTHDATE SS#/SIN DATE EMPLOYED
NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

STATE/ ZIP/
EMPLOYER ADDRESS CITY PROV. P.C
INSURANCE CO. TEL. # GRP # E_IC_)U!(EIY/ I.D. #

A

INS. CO. ADDRESS CITY PRC-{V./ EIEI

HOW MUCH 1S YOUR DEDUCTIBLE?
N

X

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

PATIENT NUMBER



