
Welcome!
PATIENT
Name______________________________________ Age_____ Birthday______________

Last First Middle
Who may we thank for referring you?______________________________________________________
If patient is a minor, give parent’s or guardian name______________Relationship______________

MALE FEMALE SINGLE MARRIED DIVORCED WIDOWED

Address______________________________________________City_________State__Zip__________
S.S#__________________________________D.L#____________Cell Phone____________________

Employer_____________________________Position__________ Buss. Phone_____________________
Buss. Address______________________________City_______________State____Zip_______________
Who should be notified in case of an emergency______________________Phone______________
Email_______________________________________________ Best way to reach you_______________
Purpose of this appointment______________________________________________________________

SPOUSE
Name______________________________________________________Age______Birthday___________
Employer_____________________________Position_____________Buss. Phone___________________
Buss. Address______________________________City_______________State____Zip_______________
S.S#__________________________________D.L#____________Cell Phone____________________

INSURANCE INFORMATION Do you have insurance? Yes No
If yes, complete the following:
Name of insured______________________________________S.S#_____________Relationship_______
Insurance Company________________________________Group No.____________________________

Is patient covered by other insurance? Yes No If yes, complete the following:
Name of insured________________________________S.S#_____________Relationship_____________
Insurance Company________________________________Group No.____________________________



Health Questionnaire
These questions are for your benefit and assure that treatment will take into consideration your past and present health status. Some questions may
seem unrelated to your dental condition, but they are associated with proper oral health care. Please answer each question. Bubble in the boxes, Y for
yes, and N for no.
MEDICAL HISTORY
1. Are you having any dental problems at this time?___________________________________________________________Yes No
2. Are you now under the care of a physician?________________________________________________________________Yes

No
If so, provide name of physician_____________________________________________________________Phone________________
If so, what is the condition being treated?
___________________________________________________________________________
3. Have you ever had any serious illness, operation, or been hospitalized?__________________________________________Yes

No
If so, what illness, operation, or why were you hospitalized?___________________________________________________________
Are you taking any medicine/recreational drugs (cocaine, marijuana, etc.)___ Yes No      If so, what? __________________________
4. Have you ever been pre-medicated with antibiotics for your dental treatment?_____________________________________Yes

No
5. Are you allergic to the following drugs?
Penicillin         Erythromycin           Tetracycline             Sulfa Drug           Aspirin          Codeine        Latex
6. Have you ever had excessive bleeding requiring special treatment? ____________________________________________ Yes No
7. Do you have any of the following? Please bubble in the box

Y N Y N Y N Y N
Congenital Heart Lesion Tuberculosis Blood Disease Rheumatism
Heart Disease/Attack Liver Disease Anemia Cortisone Medication
Heart Surgery/Failure Leukemia Ulcers Psychiatric Treatment
Artificial Valve/Pacemaker Kidney Trouble Blood Transfusion Nervous Disorder
Heart Murmur Thyroid Disease Drug Addiction Head injuries
Chest Pain Glaucoma Herpes Mental disorder
High Blood pressure Respiratory Disease Syphilis-Gonorrhea Cerebral palsy
Rheumatic Fever Emphysema HIV-positive Epilepsy/Seizure
Stroke Shortness of breath AIDS Fainting spells
Artificial Prosthesis/Joint Asthma Difficulty Swallowing Tumors/Growths
Diabetes Hay Fever Pain in Jaw joint Cancer
Hepatitis A-B-C Allergies/Hives Arthritis Chemotherapy /

Cobalt Treatment
8. Do you have a disease, condition that’s not listed?_____Yes No        If so, what?_______________________________________
9. Have you taken FEN-PHEN or REDUX or on a special diet?________________________________________________ Yes No
10. Do your ankles swell during the day?___________________________________________________________________ Yes No
11. Do you use more than two pillows to sleep?______________________________________________________________ Yes No
12. Have you lost or gained more than 10 pounds in the last 6 months?____________________________________________ Yes No
13. (Women) Are you pregnant?________ Yes No           If so, how many months?________________________________________
14. (Women) Are you taking birth control pills? ______________________________________________________________ Yes No
DENTAL HISTORY
1. Have you had a bad experience in the dental office?________________________________________________________ Yes No
2. Does dental treatment make you nervous?________________________________________________________________ Yes No
3. How long since your treatment and cleaning?)___________________________________________________________________
4. How long since your last full mouth X-Ray?____________________________________________________________________
5. Do your gums bleed?_______________________________________________________________________________________
6. Reason for seeking dental treatment?__________________________________________________________________________
7. How do you feel about a healthy mouth?_______________________________________________________________________
8. How do you feel about the appearance of your teeth and smile?_____________________________________________________
9. If you could change anything about your smile what would you change?______________________________________________
To the best of my knowledge, all of the preceding information is true and correct. If I ever have any changes in my health or if my
medications change, I will make sure to inform the doctor at my next appointment.

Reviewed by DO NOT WRITE HERE
Date_________ Signature_______________ Year 1 Year 2            Year 3
Year 2 _________________    Date        _______     ________       ________



Date_________ Signature_______________ Year 1 BP           ___/____    ___/____        ____/____
Year 3 ________________ Pulse _______ ________ _________
Date_________ Signature_______________ Year 2 BP _______    ________ _________

________________    Temp       ________    ________     __________
Changes in Health____________ Year 3 By          ________ _______     ___________
Health history must be updated every 6 months


