Patient Information

Patient Name: _________________________________________________________   Date: ______________
                                  Last                                                         First                                               MI

 [image: image1.wmf] Male   [image: image2.wmf] Female           [image: image3.wmf] Married   [image: image4.wmf] Single   [image: image5.wmf] Child   [image: image6.wmf] Other___________        Birth Date: ___________
Social Security #: ________________________________      E-Mail:__________________________________

Phone (Home): ________________ (Work): ________________ Ext:______  (Cell):  _____________________
Address:
_________________________________________________________________________________
                            Street                                                        Apartment #                     City                                    State              Zip Code
Health Information       Date of last Dental Visit:  _______________     Reason for this Visit:  _______________________

Have you ever had any of the following?  Please check those that apply:
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	· High Blood Pressure
· HIV
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	___________________

	


( Have you ever had any complications following dental treatment?    [image: image37.wmf] Yes  [image: image38.wmf] No

     If yes, please explain:
_______________________________________________________________________

( Have you ever been told that you will need antibiotics before any dental treatment?    [image: image39.wmf] Yes  [image: image40.wmf] No

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image41.wmf] Yes  [image: image42.wmf] No

     If yes, please explain:
_______________________________________________________________________

( Who is your primary care physician?  Name:_________________________  Phone #: _________________
( Do you have any medications (prescription and non-prescription) that you take on a regular basis? 

     If so, please list names and dosages of each medication.  

     ________________________________________________________________________________________

     ________________________________________________________________________________________
( Do you have any health problems that need further clarification?    [image: image43.wmf] Yes  [image: image44.wmf] No

     If yes, please explain:
______________________________________________________________________

( Female patients: are you trying to get pregnant  Y/ N ; pregnant now (due date:_________) / and/or breastfeeding  Y/N 
To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date:
___________________

   Signature of patient, parent or guardian
Responsible Party Information (If not self)
Name: ________________________________________         Relationship to Pt:  ____                                      
                             Last                                          First                                    MI


Social Security #: ______________________________  Birth Date:  ____________________    [image: image45.wmf] Male   [image: image46.wmf] Female                               
Phone (Home): _______________ (Work): _______________ Ext:______  [image: image47.wmf] Married   [image: image48.wmf] Single   [image: image49.wmf] Child   [image: image50.wmf] Other
Address: __________________________________________________________________________________

                         Street                                                    Apartment #                      City                                         State           Zip Code
Referral Information— Who may we thank for referring you to our practice? 
· Live / Work Near By     [image: image51.wmf]  Insurance Plan     [image: image52.wmf]  Internet    [image: image53.wmf]  Our Town Magazine        
· Name of person or office referring you to our practice    ___________________________________
Contact In case of an emergency  Name: ___________________________  Cell: __________________[image: image54.wmf]
