PATIENT INFORMATION AND HEALTH HISTORY

Welcome! So that we may provide you with the best possible care, please complete both
sides of this medical/dental history form. All information is completely confidential.

DATE
MR., MRS., MISS DATE OF BIRTH
PATIENT NAME
ADDRESS Ss#
CITY. STATE ZIP HOME PHONE
YOUR EMPLOYER CELL PHONE
EMPLOYER ADDRESS
CITY/STATE/ZIP BUSINESS PHONE
DENTAL INSURANCE (IF ANY) REFERRED BY
PERSON TO REACH IN CASE OF EMERGENCY THEIR HOME PHONE
RELATION TO YOU THEIR WORK PHONE
E-MAIL
MEDICAL HISTORY
PHYSICIAN'S NAME DATE OF LAST PHYSICAL EXAM PHONE

DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING - PLEASE CHECK
(You can provide additional information on the lines at the bottom of this page.)

Heart (Surgery, Disease, Attack) ....... O Kidney Trouble ..uscussiis soond Q  Tumors/Malignancies ............... a
ChestPaini... . ... sdieias Vi, o s 0 Excessive Bleeding from Cuts/Extractions . . .Q  Hepatitis A (infectious) B (serum) ...... Qa
Congenital Heart Disease ............ U  Coumadin/Blood Thinners ........... 0 \VenerealDisease ................... Q
Heart Murmur - Functional ........... O Ulcers ... O AIDS. .. a
Heart Murmur - Nonfunctional ........ B DIabBles! ..ovws wumesmmmmmye sy s Bl HIV.POSIHIVE oo v smsm e Q
Rheumatic Fever ................... O Thyroid Problems ... s s B Blood Transfusion . uwees enremsms) Qa
High Blood Pressure’ i imcesisamsd O GlabEoME o evasmmenm s s B Hemophilia: . :unmwsnns wovmamasnd Q
Mitral Valve Prolapse . ............... @ EmphySema: . sevsamoneiammmmies 8 Bisphosphonates :v.awww v a
Artificial Heart Valve ................ B Chronic Cough iiveemvmmnemmppasa Bl Liver DISease v wsasmmsrersaannsniesi a
Heart Pacemaker .................. B luberculosls’ o iimeseeins sva s B YellowJaundice ..ioovsauisaveisd a
Atrial Fibrillation . .. ................. B Asthma: coosun sovssrsanm ssanvgaad O  Neurological Disorders .............. Q
Arthritis/Rheumatism . . .............. Q HayFever ......... ..o, O EpilepsyorSeizures ................ a
Cortisone Medicine ................. QO AllergiesorHives .................. Q  Fainting/Dizzy Spells . .. ............. a
Swollen AnKIES & vcwdevmin iiaus s B SInus Trouble ... oo swmm s B NeVOUSIATXIOUS . o swwsmmsmemaemnmws Q
SHOKS oo snives i ivma et Wi Q Radiation Therapy .................. Q  Psychiatric/Psychological Care . ....... a
Artificial Joints (hip, knee, etc.) ........ O Chemo-Therapy .............cocuun. a

Women. Are you pregnant? . ..... Yes No NUSINg? s v o Yes No Taking birth control pills? ........ Yes No
Have you ever had a reaction to dental anesthesia? Yes No Are you allergic to latex or examination glove powder? Yes No

Have you ever had an allergy or reaction to any medication or drugs? Yes No

Additional Information:







