General Information
Please take just a second to see if the information about you below is correct and make any corrections or additions if necessary .  Thanks!

Name:   
Address: 
Gender: 

Occupation: 
Email Address: 

Home Telephone:   



Work Telephone: 

Cell Phone: 
Social Security Number: 





Birthdate:   

Employer Name:

Primary Dental Insurance Carrier: 

Secondary Dental Insurance Carrier:
Referred to our office by: 
Dental History

Please describe the primary reasons for your visit (your concerns):
1. ______________________________________________________

2. ______________________________________________________

3. ______________________________________________________

How long has this been going on and what would you like done?

If you could rate your smile from 1 to 10, what would it be?  ________

Would you like to improve your smile?  Y   N      How? __________________________

Have you ever suffered from or been told you have any of the following:

Gum disease? 


Y N


Bruxism or Grinding? 

Y N

Jaw pain or TMJ? 

Y N


Severe Toothache? 

Y N

Malocclusion? 


Y N


Bad breath? 


Y N

Headaches or Migraines? 
Y N

Please add any additional comments you feel are important:

Please complete the medical history on the reverse side of this page.

Medical History

Name:






 Age_________ Weight__________   

1. Name of Primary Care Physician: ______________________________ Date of last complete examination: ______

2. Are you currently being treated by any physician for any disease or condition? (yes) (no) 

If yes, please explain _________________________________________________________________________ 
3. Have you ever been a hospital patient?  (yes) (no) If so, for what and date: _________________________________  
4. Are you allergic to (Circle) Penicillin, Codeine, Demerol, Valium, Erythromycin, Aspirin, Tylenol, Latex Gloves,

or any other drugs, non-prescription drugs, or materials:__________________________________________  (yes) (no)

5. Have you taken any of these drugs in the past 6 months: (Circle) Aspirin, Coumadin, Anticoagulants (Blood Thinners), Steroids, Cortisones, Heart Medicine. (yes) (no)
6. Have you used any Recreational/Street Drugs in the past 6 months?  (yes) (no) (This information will be kept strictly confidential.)

7. Circle: any of the following conditions you have had or still have:

	AIDS 
ARC     HIV-POSITIVE
	CHEMOTHERARY
	HEART DISEASE
	CHRONIC COUGH

	ANEMIA
	CANCER
	PALPITATIONS
	HEART PACEMAKER

	ASTHMA
	CANCER RADIATION
	ANGINA PECTORIS or CHEST PAIN
	HEART SURGERY

	ARTHIRITIS
	LEUKEMIA
	ANKLE SWELLING
	HEART VALVE REPLACEMENT

	TB (TUBERCULOSIS)
	EMPHYSEMA
	HEART ATTACK
	HIGH BLOOD PRESSURE

	SICKLE CELL DISEASE
	SINUS TROUBLE
	IRREGULAR HEART BEAT 
	DRUG ADDICTION

	BLEEDING DISEASE
	DIABETES
	PROLAPSED MITRAL VALVE
	KIDNEY DISEASE

	BLOOD TRANSFUSION
	CORTISONE TREATMENT
	HEART MURMUR
	ULCERS

	EXCESSIVE BLEEDING
	THYROID DISEASE
	RHEUMATIC FEVER
	KIDNEY DIALYSIS

	BRUISE EASILY
	EPILEPSY (SEIZURES)
	HEPATITIS (A) (B) (C)
	GLAUCOMA


8. List any other conditions not mentioned above:​​​​​​​​​​​​​​ ______________________________________________________

9. Do you have or have you had any TMJ (Temporomandibular Joint), lower jaw joint problems, locking, popping, clicking or pain? 

 (yes) (no) If yes, please explain:___________________________________________________ 
10. Have you ever had any artificial Implants such as heart valves, joints, (hip, knee, elbow) or Transplants such as heart, liver, kidney, etc.  (yes) (no)  If yes, please explain:___________________________________________________ 
Please list any medications you are taking and the reason you are taking them:

	Medication Name
	Reason for taking medication

	
	

	
	

	
	

	
	

	
	

	
	


FOR WOMEN ONLY (#11-#12)

11. Are you pregnant, or possibly pregnant, or trying to get pregnant? (Circle) (yes) (no)

12. Do you take birth control pills? (Circle) (yes) (no)

If you take birth control pills and are given Penicillin or a similar antibiotic during the course of your treatment, please be advised that antibiotics and other medications can make your birth control pill less effective and result in an unwanted pregnancy.

 I verify the information given on this form is accurate and complete to the best of my knowledge.  I authorize this practice to obtain from, or release to, any medical;/dental provider, insurance company, or any other agency, any Information as needed in regards to my health care

_______________________________________


__________________________________________

Patient’s Signature


Date



Doctor’s Signature

(Parent or legal guardian if patient is under 18)
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