
PATIENT’s M DATE OF REFERRING
NAME ___________________________________________  AGE______ SEX F BIRTH ______________ DENTIST________________________

(LAST)            (FIRST)           (MIDDLE)
HOME PHONE __________________

MAILING ADDRESS____________________________________________________ SS#_________________ CELL PHONE ____________________
(STREET)                       (CITY)     (STATE)      (ZIP)

DRIVER’S BUSINESS

EMPLOYER ___________________________ OCCUPATION __________________ LICENSE ________________ PHONE ___________________

BUSINESS

SPOUSE ______________________________ EMPLOYER ______________________________________________ PHONE ____________________

PARTY RESPONSIBLE RELATIONSHIP
FOR PAYMENT ___________________________________________________ TO PATIENT ___________________ PHONE ___________________

DENTAL INSURANCE ____________________________________________________________ POLICY/GROUP# __________________________

CONFIDENTIAL MEDICAL-DENTAL HISTORY
What dental problem caused you to seek treatment at this office?  Explain __________________________________________

______________________________________________________________________________________________________

Medical Physician ___________________________________________________________ Phone No. ___________________

Date of last physical exam _______________ Are you now or have you recently been under a physician’s care? ___________

Reason ________________________________________________________________________________________________

Have you recently been a patient in a hospital or had any serious illness? ___________________________________________

Circle any of the following  which you have had or suspected:
Arthritis Asthma Hip/Knee, Joint Replacement
Rheumatic Fever Diabetes Severe Infections
Heart Trouble Kidney or Bladder Trouble Severe Headaches
Heart Attack Anemia Fainting Tendency
Heart Murmur Lung Disease Epilepsy
Mitral Valve Prolapse Blood Disease Thyroid Disease
High or Low Blood Pressure Liver Disease Glaucoma
Chest Pain Slow Healing Radiation Therapy or Cancer
Stroke Prolonged Bleeding Venereal Disease
Shortness of Breath Ulcers, Stomach Problems AIDS/HIV
Sinus Trouble or Hay Fever Hepatitis or Jaundice Others NOT LISTED _________________

NOTES _______________________________________________________________________________________
______________________________________________________________________________________________

Circle any of the following drugs you are taking or have taken on a regular basis.
Cortisone drugs Osteoporosis Medication (Bisphosphonates) Heart Medication
Steroids Blood Thinners Sedatives
Aspirin Diet Pills/Fen-Phen Others _____________________________
Please list medications you are currently taking. _____________________________________________________________

NOTES _______________________________________________________________________________________

______________________________________________________________________________________________

Are you Allergic to or suffer ill effects from?  (circle if applicable)
Penicillin Codeine SULFA
Aspirin Sedatives Dental/Local Anesthetics/Epinephrine
Other_________________________ Erythromycin Latex Products/gloves

Any past problems with Dental Treatment? ____________________________________________________________________

Women only:  Are you pregnant (Possibly)?_____________________________  How many months? _______________________________
Are you breast feeding your child? _____________________________________ OB/Gyn _______________________________
Are you presently taking any medicine of any kind routinely?  (Birth Control Pills, Hormones, etc.) _________________________

Person to contact for emergency ______________________________________________ Phone _________________________________

The above is true to the best of my knowledge.

Signature of Patient ______________________________________________________________ Date _____________________________

Reviewed by Doctor ______________________________________________________________ Date _____________________________

Reviewed by Doctor ______________________________________________________________ Date _____________________________










