

      PATIENT INFORMATION FORM

NAME_____________________________________HOME PHONE________________

HOME ADDRESS_______________________________CITY____________________

HOW LONG AT THIS ADDRESS?_________________                ZIP______________

SOCIAL SECURITY #_______________________DATE OF BIRTH_______________

MOTHER’S NAME__________________________CELL PHONE_________________

EMPLOYER_____________________________OCCUPATION___________________

WORK PHONE__________________________

SOCIAL SECURITY #________________________DATE OF BIRTH______________

FATHER’S NAME___________________________CELL PHONE________________

EMPLOYER_____________________________OCCUPATION___________________

WORK PHONE___________________________

SOCIAL SECURITY #_________________________DATE OF BIRTH_____________

NEAREST RELATIVE NOT LIVING WITH YOU______________________________






          PHONE______________________________

NEAREST FRIEND NOT LIVING WITH YOU________________________________






          PHONE______________________________

WHOM MAY WE CONTACT IN CASE OF EMERGENCY?_____________________






          PHONE______________________________

WHOM MAY WE THANK FOR REFERRING TOU?___________________________






          PHONE______________________________

WHO IS FINANCIALLY RESPONSIBLE FOR THIS BILL?______________________

RESPONSIBLE PERSONS SOCIAL SECURITY #_____________________________

INSURANCE COMPANY________________________GROUP #_________________

SUBSCRIBER NAME_____________________SOCIAL SECURITY #_____________

DO YOU HAVE SECONDARY COVERAGE?_____________________

SECOND INSURANCE COMPANY___________________GROUP #______________

SUBSCRIBER NAME_____________________SOCIAL SECURITY #_____________

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 OFTHIS FORM AND HAVE COMPLETED THE ANSWERS.  I CERTIFY THIS INFORMATION IS TRUE AND CORREDT 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)










OVER PLEASE





HEALTH HISTORY

Physician____________________________________________Phone_____________________________

Date of last medical exam______________________Is child in good health?________________________

Has there been any changes in child’s general health in the past year?______________________________

Is child under the care of a physician?_______If so, what is being treated?__________________________

Has child ever had a serious illness or operation?_______If so, for what/when?_______________________

Is child currently taking any medication?_______If so, please list__________________________________

                 DOES CHILD HAVE OR EVER HAD ANY OF THE FOLLOWING:



                                   (Please circle)

*Rheumatic Fever or Rheumatic Heart Disease                  *High or low blood pressure

*Congenital heart lesions, heart attack, heart trouble          *Venereal disease

*Cardiovascular disease
                                                   *Positive test for HIV or AIDS

*Coronary occlusion or insufficiency                                  *Angina

*Stroke, arteriosclerosis                                                       *Asthma

*Chest pain upon exertion                                                   *Emphysema

*Shortness of breath after mild exercise                             *Sinus trouble

*Hives or skin rash                                                              *Arthritis

*Epilepsy, fainting spells or seizures                                  *Lupus

*Kidney trouble                                                                   *Herpes

*Diabetes or family history of diabetes                              *Anxiety or panic attacks

*Hepatitis, jaundice or liver disease                                    *Abnormal bleeding

*Persistent/prolonged cough                                               *Blood transfusion

*Tuberculosis                                                                      *Bloody cough

*Allergy or adverse reaction to:                                          *Blood disorder or anemia

         *Local Anesthesia  *Aspirin                                       *Thyroid condition or goiter

         *Iodine  *Sulfa Drugs   *Latex                                  *Substantial weight loss or gain

         *Penicillin or other antibiotics

         *Barbiturates, sedatives, sleeping pills

         *Any other medication not listed above





DENTAL HISTORY

Dentist_________________________________________________Phone__________________________

Is this the child’s first dental visit?_______Was the child’s past dental experience positive?_____________

Date of last exam_________________Cleaning____________________X-rays______________________

Reason for leaving last dentist______________________________________________________________

Is child having any discomfort?_________________________

Sensitivity to sweets____________________Hot_____________________Cold______________________

Has child had any cavities before?_________________Have any teeth been removed?_________________

Has child had any injuries to teeth by falls, blows, etc.?__________________________________________

Do you have fluoridate water in your home?________Does child take fluoride supplements?____________

Does child have frequent canker or cold sores?____________________________

