PATIENT INFORMATION

PATIENT NAME: DATE OF BIRTH

MALE: FEMALE PATIENT SOCIAL SECURITY #:

RESPONSIBLE PARTY NAME: (IF OTHER THAN PATIENT)

RESPONSIBLE PARTY SS#: (IF OTHER THAN PATIENT)

ADDRESS:

CITY, STATE, ZiP:

HOME PHONE: BUSINESS PHONE:
EMPLOYER: _ INSURANCE PLAN:
SPCQUSE NAME: SPOUSE'S EMPLOYER:

Some dental plans require co-payments, or have some
services that are not covered. in the event a co-payment is required
does your spouse have a dental plan that also covers you?

SPOUSES DENTAL PLAN: S5#

PLEASE COMPLETE & SIGN THF MERIC AL HISTARY NM TUE RACK AC TUIC nane



PATIENT MEDICAL - DENTAI. HISTORY

PATIENT MEPICAL HISTORY

Physician _ Office Phone

Data of last axam

Who referred you fo our office?

s
Are you undar any medical treatment mow? . o e e e e e e O
Hawve you had any major operations? If a0, what? .. e ere e .., O
Hawe you aver had a gerous accidert invalving hasd imjuries? | | ]
Have you had any adverse response to any drugs including penlclllm‘? Cea O
Has a Physician evear informed you that you had: A haert gilment {heart murmer, mitral ualve pmlapae}‘? o ..., O
High Blood Pressure? o L . o i, O
Hip o Jolnt replacemant? . . . . e e, O
Respiratory diEE8EE? .. . e e, O
I = -
FAheumatic fever? .. ... oo a oy e, |
Rhaumatism or athriltis? ... e e O
Turmors or aremthE T . e e e i e O
Any blood disease? ... ... O
Ay lvar i EsEsE Y . e e e e O
Ary kidnay dissase? .. e e e O
Any stomach or intestinal disease? ..., . ... oo i, |
Ay wvenerest disease? .. 0
Yalll::w ]EIL-IF'IdIEEl or hapahns’? ................................... O
[ro you havs right swaats accompanied by welght loas or cough? . .o e O
Areyouonadiet al this e T .. . o o e e e aa e e e e, a
Are you now taking drugs or medication? ... L . |
Are you allergic to any know matarlats resulting - in hh.-'es asthma ecyerne, ele? L. |
Are you in genera good health at this time? Ciees |
Have any wounds healed slowly or presented other cmmpllcatmns‘? ........................................... |
F Tt e T Ty N |
Do you have a history of fainting? ... ... . e e O
PATIENT DENTAL HISTORY
Do you have any unbealed injuries or inflamed area in orarcund your mowth? .. o e e e |
Hewe you experienced any growth or sore spots N your mouth? o i i e e e |
Poss any part of your mouth hurt when clenched? ... oo oo e m|
Heawve youl aver had Motsaing amestmtie T e e O
Ary raactions or allsrgic syriptorms to novocaina? ... ... O
Prolenged bleeding following extractions inthe past? ... ... ... ... O
Cto your gums blsad? | . e ]
Heve you ever had |nstruct|on cn the Gare Df WaLr gums‘? .................................................... O
When was your last full mouth Y-RAY taken? Whera?
Any part of your reouth sore to pressures oriltants {cold, sweeta, efc) oo o o e e O
If 50 |oeate

Signaturs
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