

                                 PATIENT INFORMATION FORM

NAME _____________________________________   PRIMARY PHONE _________________________
ADDRESS _____________________________________________________________________________
CITY__________________________________________    ZIP___________________________________
EMPLOYER__________________________________      OCCUPATION_________________________
WORK PHONE__________________________     ECONDARY PHONE _________________________
EMAIL ADDRESS_____________________________  DATE OF BIRTH  _________________________
NAME OF SPOUSE________________________________     PHONE_____________________________
EMPLOYER         _______________________________ OCCUPATION___________________________
NAME OF COLLEGE IF FULL-TIME STUDENT_____________________________________________
EMERGENCY CONTACT __________________________PHONE_______________________________
PERSON FINANCIALLY RESPONSIBLE _________________________ PHONE__________________
RESPONSIBLE PERSONS SOCIAL SECURITY #___________________DATE OF BIRTH _________
RESPONSIBLE PERSONS ADDRESS_______________________________________________________
CITY ________________________________________ZIP________________________
DENTAL INSURANCE COMPANY__________________________________________ GROUP#______________________     ID# or SS#________________________________
SUBSCRIBER NAME_________________________ DATE OF BIRTH _____________
SECOND INSURANCE COMPANY__________________________________________
GROUP #______________________   ID#/SS#___________________________________
SUBSCRIBER NAME_________________________DATE OF BIRTH______________
I UNDERSTAND AND AGREE THAT, (REGARDLESS OF MY INSURANCE STATUS) I AM ULTIMATELY RESPONSIBLE FOR THE BALANCE ON MY ACCOUNT FOR ANY PROFESSIONAL SERVICES RENDERED.  I HAVE READ ALL THE INFORMATION ON BOTH SIDES OF THIS FORM AND HAVE COMPLETED THE ANSWERS.  I CERTIFY THIS INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.  I WILL NOTIFY YOU OF ANY CHANGES IN MY HEALTH STATUS OR THE ABOVE INFORMATION.

SIGNATURE__________________________________  DATE________________________________


      (PARENT/GUARDIAN IF MINOR)

PLEASE  COMPLETE  BACK  PAGE 
HEALTH HISTORY

Physician ____________________________ Phone________________ Date of Last Exam____________
YES  NO

____  ____
Have you seen a medical doctor in the past year? For what reason?



   _____________________________________________________________



Doctor’s name___________________________Phone___________________

____  ____
Have you ever been hospitalized for any serious illness or operation?



   If so, please list:________________________________________

____  ____
Are you currently taking any prescription or over-the-counter medications?



   If so, please list:____________________________________________

____  ____
Are you allergic or have you reacted adversely to any medication or Latex?



   If so, please list:_____________________________________________

____  ____
Have you ever been prescribed an antibiotic for dental treatment?



   If so, please list:_____________________________________________

____  ____
Have you had Rheumatic Fever______ or Rheumatic Heart Disease______?

____  ____
Do you  have Congenital Heart Lesions?

____  ____ 
Do you  snore?_____
____  ____
Do you have Mitral Valve Prolapse_____ or “Innocent” Murmur_____?

____  ____
Have you ever had surgery to replace a joint_____ or heart valve______?



Do you have or have you ever had any form of cardiovacular disease?

____  ____
   Angina_____, Coronary Occlusion_____, Heart Attack_____, Stroke_____

____  ____
Do you have high______ or low______ blood pressure?

____  ____
Have you ever experienced abnormal bleeding with extractions, surgery or trauma?

____  ____
Have you ever required a blood transfusion?

____  ____
Do you experience anxiety or panic attacks?

____  ____
Do you use tobacco?  If so, form and frequency:____________________________

____  ____
Are you diabetic?  Diet controlled________ or insulin dependent________

____  ____
Do you have or have you ever had a thyroid condition?

____  ____
Have you ever had kidney trouble?

____  ____
Have you ever had Hepatitis? A_____  B_____ C_____

____  ____
Have you ever had tuberculosis? Or a prolonged/bloody cough for more than 2 weeks?

____  ____
Have you tested positive for HIV or AIDS?

____  ____           Have you experienced weight loss or fever of unknown origin?

____  ____
Do you have any disease, condition, or problem not listed above?



   If so, please list:____________________________________________________

  WOMEN

____  ____
Are you pregnant? Due date:______________________

____  ____
Are you taking any form of birth control?

____  ____
Do you have any problems associated with your menstrual cycle?



                              DENTAL HISTORY

Dentist_________________________________________________ Phone__________________________

Date of last exam____________________ Cleaning____________________ X-rays__________________

Reason for leaving last dentist______________________________________________________________

What is your main dental complaint?________________________________________________________

Are your teeth giving you any discomfort?____________________________________________________

Are they sensitive to sweets?_________________ Hot?___________________ Cold?_________________

How do you feel about the appearence of your teeth? ___________________________________________

Have you ever heard of sweet air?___________________________________________________________

Have you had any serious trouble associated with any previous dental treatment?_____________________

