Patient Information

Date
Patient's Name

Last First Middle
Address

Street City State Zip
Home Phone Birthdate Social Security #

If patient is a minor, give parent’s or guardian's name

Whom may we thank for referring you to our office?

PCD. Sibling IN TX
Responsible Party Information

Name

Last First Middle Marital Status
Residence

Street City State Zip
Mailing Address == = e — —

= Street == City State Zip
How long at this address Home Phone Work Phone
Previous Address (if less than 3 yrs.)
City State Zip
Social Security # Birthdate Relationship to Patient
Employer Occupation No. Years Employed
Spouse’s Name Relationship to Patient
Last First Middle

Employer Occupation No. Years Employed
Social Security # Birthdate Work Phone

Insured’s Name

Insurance Information

Insured’s Soc. Sec. #

Insurance Company Group No. Local No.
Insurance Co. Address

Do you have dual coverage? Yes[] No[] [fyes:

Insured’s Name Insured’s Soc. Sec. #

Insurance Co. Group No. Local No.

Insurance Co. Address

Insured’s Employer

Emergency Information

Name of nearest relative not living with you

Complete Address

Phone

| understand that where appropriate, credit bureau reports may be obtained.

Signature (Parent’s signature if minor)

Updates (date & initial)




MEDICAL / DENTAL HISTORY Birth date:

Name of former dentist: Date of last dental examination:
Physician's name: Address: Phone:
When did you last consult a physician? Reason:

Have you been a patient in a hospital in the past 5 years: [ Yes LdNo  Reason

Have you had any serious illnesses or operations? 1 Yes U No Explain:

Ethnic Background: Caucasian _____ Hispanic Asian AfroAmerican Other:

Do you have, or have you had, any of the following (Please check and describe fully under remarks):

YES NO YES NO YES NO
1. Heart Disease ........cccccceeeeerieniiienns I 11. Psychiatric Treatment .................. I 2l=Allemgies T |
2. High Blood Pressure ..................... o OAILS EEE] a. PeniGillin ........co.ooeevveenrenenn. (|
3. Blood disorder-anemia.................... R 13.-Tumor History— =t il | b. Other Antibiotics.............cc...... I |
4. Rheumatic Fever .........ccccceeucucnee. g Q 14. Veneral Disease...........c..cccceeuenenne | c. Codeine, Aspirin ........cccccce.ce.. |
bEHearttMumur = a O I5=Sinusshtouble e ra [ | d. Local Anesthetic, Novocaine ........ |
6. Thyroid Disease.........c.ccceeueecuecnncn. (I | 16 Uleers v o a o e oOthers=——=——= = = |
7=Diabetes = a a 17. Radiation Treatment .................... EEE PoEASthmaT . . |
8iStioke i a e R 18. Liver or Kidney Disease................ [ | 283. Tuberculosis, Emphysema............ a Q
9 EpilepSY s I 19. Hepatitis, Jaundice .........cccceeunenee (| 24. Do you Smoke? .......cccccceeeeeeceennns [ |
F0=Eantings e s e a Q 20. Excessive Bleeding .................... a o 25.Are you pregnant? ........................ a a
B HeIpeS s e e dves L No 29. Do you wear a pacemaker?........c.ccceereeieiercenreneeeennens [ vEs A NO
27. Have you tested positive for AIDS Virus? ..........ccceoveeene J vyes LENO 30. Should you be taking any medications? .............ccceceeee dves L No
28. Are you taking any medicines, drugs or pills?................. Q0 ves U no 31. DO you Wear CONtaCt IBNSES? ..........vveeveieeereeeeeerererenes dyes L No
32. Have you experienced any unfavorable reaction to previous dental treatment? Explain below ................cocooiiiiiiiiiiiiiieeeiceeee 1 ves dNo
33. Do you have any disease, condition or problem not listed above that you think | should know about? Explain below..........cccccoiceiiiinen. dves L no

34. Other notes:

35. Do you use alcohol or drugs recreationally?

Changes in Medical or Dental Health, (please use above code number (s) to show any change).

#[ ]

DATE PATIENT’S SIGNATURE DATE PATIENT’S SIGNATURE

#[ ]

DATE PATIENT’S SIGNATURE DATE PATIENT’S SIGNATURE

ol




