CONFIDENTIAL

Patient’s Name:

MEDICAL AND PERSONAL HISTORY

Responsible Party:

DATE:

Sex: M F

PLEASE PRINT
Age: Birthdate:
Relationship to Patient : Nickname:

Address:

City, State, Zip:

Patient’s SSN:

Home Phone:

Cell Phone:

Employer:

Work Phone:

Name of Dentist/Person who referred you to our office:

Primary Dental Ins. Carrier:

Subscriber Name:

Mailing Address:

Birthdate: ID/SSN #:

Employer that carries benefits:

Secondary Dental Ins. Carrier:

Subscriber Name:

Group (Acct) #

Mailing Address:

Birthdate: ID/SSN #:

Employer that carries benefits:

HEALTH HISTORY:

Group (Acct) #

1. Circle any of the following which you have or have had in the past;

Heart Trouble

High Blood Pressure
Heart Murmur
Rheumatic Fever

Congenital Heart Valve

Artificial Joints
AIDS/HIV
Prolonged Bleeding
Diabetes

Stroke Pacemaker

Kidney Trouble Thyroid Disease

Anemia X-ray or Cobalt Treatment
Lung Disease Chemotherapy
Tuberculosis (TB) Cortisone Medicine
Asthma Pain in Jaw Joints/TMJ
Sinus Trouble Hepatitis A, B, C, D

Liver Disease Arthritis

Yellow Jaundice
Blood Transfusion
Drug Addiction
Hemophilia
Venereal Disease
Epilepsy / Seizures
Stomach Ulcers
Allergies / Hives
Latex Allergy

2. Are you having pain or discomfort at this tIMe P ... e Yes No

3. Are you allergic to or made sick by @any MediCation? ........o.o. oot Yes No
If so, What?

4. Have you ever had a reaction to an anesthetic injection (NOVOCAINE).........oc.oooeiiieie e Yes No

5. Do you have any disease, condition or problem MOt lISTEA? .......covimiiieeeeee et ee e e Yes No
If yes, please explain -

6. If female, are you pregnant, breast feeding or taking oral contraceptives? ........cc.ccoovooieoieicceeeeeeee e Yes No

Please list ALL MEDICATIONS you are taking (including aspirin, birth control pill, etc.)

Pharmacy Name: Address: Phone:

Family Physician: Phone:

Emergency Contact: Phone: Relationship:

| have answered these questions to the best of my knowledge.

(X)

PATIENT’S SIGNATURE  (Guardian if under the age of 18)







