Chart #
FOR OFFICE USE oMLY

Patient Information

Patient Name: e Date:
Last, Fist Ml (Preferred Name)
Family Status:
Social Secusity # Birth Date: _
Phone (Home): (Work): Ext Best time i call:

Preferred appointment times: [1Moming [ Aftemoon [1Evening DAwTime DM O7 Ow O OF [B
Address:

Street Apartment #
O e : S —ZRCoe
| Health Information
Date of Last Dental Visit Reason for this visit
Have you ever had any of the following? Please check those that apply:
CIAIDS [ Excessive Bleeding [l Liver Disease [ Stroke
[l Allergies 1 Fainting O Mental Disorders [ Tuberculosis
{J Glaucoma J Nervous Disorders O Tumors
O Anemia 1 Growths 1 Pacemaker {1 Ulcers .
3 Arthritis [J Hay Fever [ Pregnancy [ Venereal Disease
[ Artificial Joints 1 Head Injuries Due date: 1 Codeine Allergy
O Asthma 3 Heart Disease [l Radiation Treaiment [ Penicillin Allergy
[1Biood Disease O Heart Murmur [ Respiratory Problems OTHER:
O Cancer 1 Hepatitis [ Rheumatic Fever a
[l Diabetes {1 High Blood Pressure 1 Rheumatism
I Dizziness 1 Jaundice 3 Sinus Problems 0
O Epilepsy [ Kidney Disease L] Stomach Problems

 Have you ever had any complications following dental treatment? COYes CINo
if yes, please explain: _

-Haveyoubeenamnmdmahospitalomeededemergencycareduﬂngmepastmyeaxs? CYes CiNo
If yes, please explain:

o Are you now under the care of a physician? [lYes LINo
if yes, please explain:

o Name of Physician: Phone:

o Do you have any health problems that need further clarification? [lYes O No
If yes, please explain:

Tomebeaofmhmbcb&auofmepmoedhgammandhbnnaﬁonpmﬁdedaemamm If | ever have any
mmmmlm'mmmammmmm

' : Date:
Signature of pafient, parent or guardian

Referral information
Whom may we thank for referring you to our practice? [lAnother patient, friend ClAnother patient, relative
[1Dentat Office [1Yellow Pages [INewspaper [iSchool DCiWork [IOther
Name of person or office referting you to our practice:




Spouse or Responsible Party information ]
The foliowing is for. Bmmm [ the person responsible for payment

Name: _,
UMale Tl Female UMamed UShgie EIChnd [l Other
Social Security #: ' Birth Date:
Phone (Home): {(Work): Ext Best time 1o call:
Address:
Sireat Apztment £
Employment information ]
The following isfor: [lthe patient Dlithe person responsible for payment
Ermployer Name: Occupation:
Agddress: N
- £ : =T - -
~ Insurance information ]
Primary . :
Name of Insured: - - i Is insured a patient? [JYes [INo
Insured's Birth Date: ‘ ID# Group #:
insured's Address: —
Sifeet : Cay State Zip Code
lnsured'sElnpbyeerre:
Address: i
State Zip Code
Psnem'smwmned: CISeif [JSpouse EChild DOther
lnsurance%Nmnemd
Secondary
Name of Insured: . s - Is insured a patient? LI Yes [INo
insured's Birth Date: iD# Group #
Insured’s Address: - e - i
Streat Gy Ste Zip Code
insured’s Employer Name:
Address:
Stest City State . Zip Code
Patient's relationship to insured: [1Self [ISpouse [IChild LlOther

Insurance Pian Name and Address:

Consent for Services
»amﬁndmmusmmmmmmnmmmmwmmmp—nwnmmmummma
f responsiiity an e pant of each pal s before
Al ax destat or any dental without
Pd-'hi\owytuiimwl-d“mhﬁdawmnhpﬂdmmmsmwmdawmThboumvl
wmnmmmuﬂhmmm Wum:yu&mnmmmmwmmmm
jiservices on e assumplinn that our charges will be paid by an insurance company.

arangem: must be paid for in cash sl the time services are performed.

Au@d:gadmnmuunmn)mhwbﬂnﬂhemmdmmwm mmmmmmm
lwwhhmhﬂlhﬂmmwhMhamd&mmm&mmﬂm

n for 8y 3t my request, wum:muwmummuumuﬂmmﬁmammm
mwmeﬁﬁﬂ”dﬁqiaﬂdﬂ extended. | iwtheragree that

The ressonable value of said services shall be as billed uriess objected to, by me, in waiing, within the ine
| for payment thereof. wu-*duun-.hdav;uwmmmmamaqmmwmmumwun-wmm.-u.
{sttomey fees I Sult be ins@uted hereunder,

i(mqmnmcmMnmn:Muuqm»mm:ﬁubmm
| have reed the above conditions of treatment and payment and agree to their content.

Datec Relationship to Patient:
Signature of patient, parent or guardian

Date: Relationship to Patient




Health History Form

Patient’s Name

Gender: Male / Female Height:

Weight:

Date of Birth / /

Blood Pressure: HR:

Your medical history is important to the treatment you will receive. Therefore, it is important that you respond to each question honestly

and completely. Please circle your responses.

Please describe your current health:

If yes, please describe:

If yes, why?

Excellent Good Fair Poor
Please describe the symptoms you are currently having today:
Have there been any changes in your general health in the past year? Yes No
Are you now under a physician’s care for a particular problem at this time? Yes No
Date of last physical exam / /
Yes No

Have you ever been hospitalized or had a serious illness?
If yes, why?

PATIENT MEDICAL HISTORY - Please circle below anything you currently have, or had in the past

‘ﬁgenital heart disease, cardiovascular disease (heart Yes | No | Lung disease (asthma, emphysema, COPD, chronic Yes | No

attack, heart murmur, coronary artery disease, chest cough, bronchitis, pneumonia, tuberculosis, shortness

pain, high/ low blood pressure, stroke, irregular of breath, chest pain, severe coughing)?

heartbeat, heart surgery, pacemaker)? Glaucoma? ves | No
implants placed anywhere in the body (heart valve, Yes | No | Bleeding disorder, anemia, bleeding tendency, blood | Yes | No
pacemaker, hip, knee)? transfusion? Do you bruise easily?

Kidney disease or kidney failure, requiring dialysis? Yes | No | Liver disease (jaundice, hepatitis A, B, or C)? Yes | No
Thyroid disease? Yes | No | Diabetes? Yes | No
Stomach ulcers or colitis? Yes | No | Arthritis? Yes | No
Clicking, popping, or pain within the jaw joint and/or Yes | No | Significant weight loss or gain? Yes | No
difficuity opening mouth? Seizures, convulsions, epilepsy, fainting or dizziness? | Yes | No
Frequent or recurring mouth sores? Yes | No | Sinus or nasal problems? Yes | No
Radiation to the head or neck for cancer treatment? Yes | No | Osteoporosis or osteopenia? Yes | No
Have you ever been on medications to treat osteoporosis (BONE PILLS — Fosamax, Actonel, Boniva, Reclast or Prolia/XGEVA)?  YES NO
Any disease, chemotherapy or transplant operation? Cancer? Yes No

If so, where? ~, and when was the date of your last treatment?

Do you have any other disease, condition or problem not listed above that you think the doctor should know about? Yes No

If yes, please explain:

Do you have a family history of any of the following? If yes, indicate the relationship.

FAMILY MEDICAL HISTORY

Diabetes? Yes No Relationship
Heart disease? Yes No Relationship
Tumors? Yes No Relationship

Cancer? Yes No Relationship
Bleeding problems? Yes No Relationship
Lung disease? Yes No Relationship
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Health History Form

Patient’s Name Date of Birth / /
FEMALE PATIENTS

Are you pregnant, or is there any chance you might be pregnant? Yes No

SURGERIES — Please List ALL surgeries you have had, with approximate date (year)

1 5
2 6
3 7
4 8

MEDICATIONS — Please list ALL medications currently taking. Include herbal supplements, antibiotics, pain
medications, over the counter medications, blood thinners (anticoagulants), bone pills, bisphosphonates,
antiresorptive medications for osteoporosis, multiple myeloma, or other cancers, and any other medications
1 8

9

10

11

12

13

14

ALLERGIES - Please list ALL Medication, Food, Material and any other allergies below

NlojunlpdplwWwN

SOCIAL HISTORY

Have you ever smoked or chewed tobacco?  Yes No If yes, for how long?

Have you ever sought professional care or been hospitalized for: Do you use:

Drug abuse? Yes No Alcohol? Yes No How often?
Emotional disorders? Yes No Marijuana? Yes No How often?
Alcoholism? Yes No Recreational drugs? Yes No How often?
DENTAL HISTORY

Have you had any adverse effects from dental treatment? Yes No If Yes, please explain?

Do you wish to talk to the doctor privately about anything? Yes No

I understand the importance of a truthful and complete health history to assist my doctor in providing the best care possible.
To the best of my knowledge, the above information is complete and correct.

Signature of patient, parent, guardian Date

Printed name of patient, parent, guardian/Relationship

Revised: 9/6/17
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