PATIENT INFORMATION AND HEALTH HISTORY

In order to help us render the proper dental services to you, would you please be kind enough to answer the following questions.

Please note the space for remarks for an answer that requires clarification or any other information you think we should have.

Thank you for your cooperation.
NAME (last) ________________________________ (first) ________________________________ (middle) _________________
ADDRESS_________________________________________________________________________________________________
_____________________________________________________ HOME PHONE _______________________________________ DATE OF BIRTH ____________________________________________ SEX ________ HEIGHT ________ WEIGHT ________ 
SINGLE________  DOMESTIC PARTNERSHIP________  MARRIED________  DIVORCED________  WIDOWED_________

OCCUPATION___________________________________________EMPLOYER_______________________________________
BUSINESS ADDRESS______________________________________________BUSINESS PHONE________________________
SPOUSE OR GUARDIAN’S NAME____________________________________PHONE_________________________________
DENTAL INSURANCE_________________________________________SOC. SEC. NO.________________________________
REFERRED BY____________________________________ MOST CONVENIENT APPT. TIME _________________________
EMAIL ADDRESS___________________________________________CELL PHONE___________________________________
MEDICAL HEALTH

GENERAL HEALTH:    EXCELLENT____________       GOOD____________       FAIR____________       POOR____________
CHANGES IN HEALTH IN PAST YEAR _______________________________________________________________________
SERIOUS ILLNESS, OPERATION, HOSPITALIZATION IN PAST 5 YEARS _________________________________________
__________________________________________________________________________________________________________
NAME AND ADDRESS OF PHYSICIAN _______________________________________________________________________ _________________________________________________________________________ PHONE__________________________ LAST MEDICAL VISIT AND REASON________________________________________________________________________ ARE YOU UNDER MEDICAL CARE NOW?________ IF SO, FOR WHAT REASON? _________________________________ __________________________________________________________________________________________________________
LIST ANY MEDICATIONS YOU ARE NOW TAKING AND FOR WHAT REASON___________________________________ __________________________________________________________________________________________________________
DO YOU TAKE ANY MEDICATION FOR OSTEOPOROSIS?______________________________________________________
DO YOU TAKE ASPIRIN EVERY DAY?__________HOW MUCH?_________________________________________________
ARE YOU ALLERGIC TO PENICILLIN?____________CODEINE?____________ASPIRIN?_____________________________
LOCAL ANESTHETIC (Novocain)_____________LATEX_____________OTHER ALLERGIES__________________________
WOMEN: ARE YOU PREGNANT?_____________IF SO, WHAT MONTH?__________________________________________

    ARE YOU NURSING?_______________ARE YOU TAKING BIRTH CONTROL PILLS?______________________
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING: (Write YES or NO and/or Describe Below*)

_____Abnormal Blood Pressure (High/Low)



_____Persistent Diarrhea

_____Aids or HIV Positive




_____Psychiatric Care

_____Anemia






_____Prolonged Bleeding

_____Arthritis or Rheumatism




_____Radiation or Chemotherapy

_____Asthma






_____Respiratory Problem, Emphysema,

_____Cardiac Pacemaker





           Bronchitis

_____Chemical Dependency




_____Rheumatic Fever

_____Congenital Health Lesion




_____Sinus Problem

_____Chronic Cough





_____Stomach or Intestinal Disorder

_____Diabetes






_____Stroke

_____Epilepsy, Convulsions, Fainting Spells


_____Swollen Glands—Persistent

_____Glaucoma






_____Tumors or Growths

_____Hay Fever






_____Thyroid Problems

_____Heart Disease: Attack, Angina,



_____Tuberculosis

           Irregular Beat, Surgery




_____Venereal Disease

_____Hepatitis (Jaundice)





_____Prosthetic Replacement, Artificial Joints

_____Herpes or Any Contagious Virus



           Surgical Implants

_____Immune System Disorder




_____Special Diet

_____Kidney Disease





_____Common Cold

_____Liver Disease





_____OTHER
_____Malignancies (Cancer)




*Explain or Comment on Above____________________
_____Neurological Problem




________________________________________________
_____Any Blood Disorder





________________________________________________
_____Lyme Disease





________________________________________________
_____Osteoporosis

PLEASE COMPLETE OTHER SIDE………………
DENTAL HISTORY

DATE OF LAST DENTAL VISIT____________________REASON FOR LAST VISIT_________________________________
DATE OF LAST DENTAL EXAM/CLEANING__________________________FULL MOUTH XRAYS___________________
WHAT IS THE CONDITION OF YOUR TEETH: EXCELLENT_______GOOD_______FAIR_______POOR_______________
ANY SERIOUS TROUBLE ASSOCIATED WITH PREVIOUS DENTAL TREATMENT?_______________________________

FAINTING____________ALLERGIC REACTION____________ABNORMAL BLEEDING______________________
DO YOUR GUMS BLEED ON BRUSHING OR EATING?_________________________________________________________
DOES FOOD CATCH BETWEEN YOUR TEETH?_______________________________________________________________
HAVE YOUR TEETH SHIFTED, MADE SPACES, FLARED OR BECOME LOOSE?___________________________________
ARE ANY TEETH SENSITIVE TO HEAT, COLD, PRESSURE?____________________________________________________
DO YOU GRIND YOUR TEETH, CLENCH YOUR JAWS?________________________________________________________
DO YOU HAVE PAIN OR CLICKING IN THE JAW JOINT AROUND YOUR EAR?___________________________________
HAVE YOUR JAW MUSCLES EVER BEEN SORE?  DESCRIBE___________________________________________________
ARE THERE ANY SORES OR GROWTHS IN YOUR MOUTH?____________________________________________________
DO ANY OF YOUR TEETH ACHE?___________________________________________________________________________
ARE YOU WEARING A DENTAL APPLIANCE?________________________________________________________________
HAVE YOU EVER HAD A SERIOUS INJURY TO YOUR HEAD OR NECK? DESCRIBE_______________________________
__________________________________________________________________________________________________________
DO YOU SMOKE?____________TYPE____________________QUANTITY__________________________________________
DO YOU HAVE ANY OTHER DENTAL COMPLAINT?__________________________________________________________
__________________________________________________________________________________________________________

NOTE: A change in your health status should be reported to the office at the earliest possible time.

MEDICAL HISTORY UPDATE:

DATE______________________COMMENTS___________________________________________________________________
DATE______________________COMMENTS___________________________________________________________________
DATE______________________COMMENTS___________________________________________________________________
TO AVOID MISUNDERSTANDING REGARDING DENTAL INSURANCE, we wish our patients to know that all professional services rendered are charged directly to the patient, and that patients are personally responsible for payment of all fees. We will prepare necessary forms to help you obtain your benefits from insurance companies at no charge, upon receipt of full payment of bill. We do not render our services on the basis that insurance companies will issue payment. PAYMENT IS REQUIRED WHEN SERVICES ARE RENDERED. There will be a $10 billing charge added to your account for any unpaid balance that is billed after the day of treatment. Anyone with an outstanding balance is subject to a credit check. A monthly service charge of 1.5% is added to accounts 30 days overdue.

The person responsible for payment is ________________________________________________.  Please check which form of payment you wish to use:________cash________check________MC/VISA/DISCOVER/AMEX.  Will you be requiring credit (financing) through our office for your dental care?________yes________no?

ONCE AN APPOINTMENT IS MADE, remember that this time is reserved especially for you.  If unable to keep this appointment, kindly give 24 hours notice.  48 hour notice is necessary for evening and Saturday appointments.  There will be a $75 per ½ hour charge for missed appointments without proper notice.  IN CASE OF AN EMERGENCY, FEEL FREE TO CALL AT ANY TIME.


      I certify that I have read and understand the above, and to the best of my knowledge the foregoing 
                    questions have been accurately answered.  I acknowledge that my questions, if any, about the inquiries 
                    set forth above have been answered to my satisfaction.  I will not hold my dentist, or any other member 
                    of his staff, responsible for any errors or omissions that I may have made in the completion of this form.


      Person completing the form:  SIGNATURE________________________________________________


      If other than patient, indicate relationship:__________________________________________________







      Date____________________________________________


     THE QUESTIONS ON THIS FORM SUPPLY INFORMATION AS REQUIRED BY THE AMERICAN     

                    DENTAL ASSOCIATION, AND WILL BE KEPT CONFIDENTIAL AS PER HIPAA REGULATIONS.
