PATIENT INFORMATION

Patient Information Bill-Payer Information
Name Name

Address Address

City, Zip City, Zip

Home Phone Home Phone

Work Phone Work Phone

Cell Phone Cell Phone Number
Email address Email address:

Birth Date Birth Date

Sex M F Sex M F

Relationship to Bill-Payer:

Self _ Spouse Child Other____

Social Security # Social Security #
Occupation Occupation
Employer Employer
Address Address

City, Zip City, Zip

Purpose of this appointment

In case of an emergency, who should be notified Phone

How did you select our office

PRIMARY INSURANCE INFORMATION

Name of Insurance Company

Mailing Address
City, State, Zip

Insurance Company Phone #
Subscriber ID#
Group#

By signing this form, you are giving us permission to submit claims to your insurance company on

your behalf.

Signature of Patient or Responsible Party Date



Aspirin

Codeine or other narcotics

Latex (rubber)

Metals

Barbiturates, sedatives or sleeping pills.................

Locatanesthetics.........cooviiiiieiiiiiiininnennnnes

ALLERGIES Please use an “X*~ to mark your answers to the following questions.
Are you allergic to or have you had an allergic reaction to:

Yes No ? Yes No ?
................. 0O O O  Sulfa drugs such as sulfamethoxazole-trimethoprim (Septra, Bactrim),
................. 0O O O erythromycin-sulfisoxazole, sulfasala-zine (Azulfidine), erythromycin-
................. O O O sulfisoxazole (Eryzole, Pediazole) glyburide (Diabets, Glynase PresTabs),
................. 0O O O dapsone, sumatriptan (Imitrex), celecoxib (Celebrex), hydrochlorothiazide
................. 0O 0O O (Microzide) and furosemide (Lasix). .........evvvviieniiinnerneeen......0 0 0O
----------------- D OO0 Other...ooooviiiiieiiiieieiiiiiiiicieeeseeriiieiieineeeeenn.,. 03 0 O
................. Ooo0oo ) ) ) . .
................ Ooo Please describe any "Yes” answers and include information about your experience.
................. Oooo

MEDICAL & SURGICAL HISTORY

Date of last physical exam: / /

] What is your normal blood pressure (systolic, diastolic)?

Doctor’s Name: Phone:
Please use an X" to mark your answers to the following questions. Yes No ?
Are you in good PhySiCal NEaItN? . . .. et ettt ittt et e e e e e e e e e ey Oooo
Are you currently being seen or treated by @ PhySICIan? . ... ... . oeuuiieet ettt e e e Oo0o
Has a physician or previous dentist recommended that you take antibiotics before having dental work done? ...........ccovviiiiiiiiii it Oooao
Have you had a serious illness, operation or been hospitalizad in the Past 5 Y8ars?. . .....vvvvuieriinr ittt ettt rnnnes oo
Have you had any type (either total or partial) of joint replacement surgery (such as for a hip, knee, shoulder, elbow, finger,etc.)? ..., Ooon
Have you had a heart valve replacement or heart SUrGarY? ... .. ... ottt i i i i i e rat e s e aneeseaiianaanaes oono
Have you had an organ or bone marrow/stem Call BranS PIaN? ... .. .. i ittt ittt ettt ettt ittt et ettt e ahan Ooa
Have you traveled internationally within the last 30 days. .......... oottt e e et e oo
Have you had a fever (100.4°F 0r above) N the Iast 72 ROUIS? . ...ttt et ittt ee e et e et ettt ittt ie it tas s sasansasansansasenioneresnssnionians Oooaoa
If you answered yes to any of the above, please explain:
MEDICAL HISTORY SPECIFIC Please use an “X” to mark your answers to the following questions.
Do you have, or have you been diagnosed with, any of the following conditions?
Yes No ? Yes No ? Yes No ?
Heart (Cardiac) Health [T 10 N 0O 0O O Digestive Health
Pacemaker/implanted defibrillator ........... ooao Type: Gastrointestinal disease .................... ooaoa
Artificial (prosthetic) heartvalve ............ 0ogag Date of diagnosis: G.E. reflux/persistent heartburn (GERD). .. ... ooa
Previous infective endocarditis .............. oaa Chemotherapy: Stomachulcers. ..., ooo
COTJngT':Lt:!rhzan disegsec(l-(l:SD) ............. S g 8 Radiation treatment: Eye (Vision) Haalth
ired, cyanotic LHD. ............... Blood (Circulat Health GlBUCOMA. .\ vvvver e et eeeveirieaeiaaas ooo
Repaited (completely) o5t 6 morths .00 0 01 i oo oreseeereeeeeeveeeeeee 00O ome
Repaired CHD with residual defects .......... 0 OO0 Blood transfusion. .............evrveren... OO0  Arthitis 000
Arteriosclerosis. .......vvvvvieiieiiienenan, 000 . Sdsrereseeseessrenss s
: If yes, date: Chronic pain ooo
Coronary artery disease .................... ooao " d PAIN covvnnrneineineiieeeeeeene
/ - Hemophtlia........cccoevviiiiiniiiinnns OO0 piabetes (typel or Il) ooo
Congestive heart failure .. .................. ooo oetes (typelorfl) .......coveenneenns
Darmaged heart valves Ooo High or low blood pressure.................. OO0 Eating disorder ooo
valves ... OOg enoriowblooqpressure......eeneeee I S Eating disorder ...
Heartgattack .............................. O O O Brain (Neurological)/Mental Health Frequent infections ...............coooeent Oo0o0o
Heart murmur/rhythm disorder . ............ OO0 AMety. ..o Oooo Type of mfegtnon: —
Rheumatic heart disease. .................. OO0 Depression.......ooovvviiiiiiiiiii. 0O O O  Hepatitis, jaundice or liver disease ............ 0oo0o
SEOKE. « oo oo OO0 CEPlepsy...ccooovvniiineiii. OO0 Immunedeficiency.....ccoovvveneiennnnnn. opo0o
""" Mental health disorders ....................0 O O  Kidneyproblems...........................0 O O
Breathing (Respiratory) Health Neurological disorders. ..................... 000 Manutrtion .....o.oevveerieineeeneninenn. ooo
Asthm§ (COPD)...cvviniiiie O D D post-traumatic stress disorder ... .......... O 0O O  OSteOpOrosis. . .....coceverreeeenerneeannns ooao
g;?nlfh'te';'a """"""""""""""""""" g g g Traumatic brain injury or concussion. ......... O O O Rheumatoidarthritis .......ccoveevnennnn.. Oooo
Sinus trouble -1+~ 111r.....1..0 O O Autoimmune Disease Secualy arsittad infection (51D ... ag8
Tuberculosis. ..............................0 O O ADSorHIVinfection ...................... O DO Thoidpreblems. oo neEo
LUPUS . ocviiiniinii it Oo0oo
Do you have any disease, condition, or problem that’s not listed here? If so, please explain.
MEDICAL SYMPTOMS/GENERAL Please use an "X” to mark your answers to the following questions.
In the past 30 days, have you: Yes No ? Yes No ? Yes No ?
had pain or tightness in the chest?........... O O O | foundithard to catch your breath? ........... 0O 0O O | experienced vomiting, diarrhea, chills,
coughed up blood or had a cough that had a high fever (greater than 101.5°F) for night sweats or bleeding?................... ooao
lasted longer than 3 weeks? ................ O D00 [noreason?......covvveveeernereennneennn. 0O O O | had migraines or severe headaches? ......... ooa
been exposed to anyone with tuberculosis?... O O O | noticed a change in your vision?............. ooDo
had a rapid or irregular heart beat? .......... 0O O O | fasinted fornoreason?...................... ooo

NOTE: it's important for both the doctor and patient to talk honestly about the patient’s health before dental treatment starts.
I have answered the above questions completely, accurately and to the best of my ability.

Signature of Patient/Legal Guardian: Date:
FOR COMPLETION BY DENTIST

Comments:

Office Use Only: [0 Medical Alert O Premedication O Allergies O Anesthesia .
Reviewed by: Date:

® 2021 American Dental Association

Form $50021 To reorder call 800.947.4746 or go to ADAcatalog.org.




ADA American Dental Association®

America’s leading advocate for oral health Today's Date:

- Patient Dental & Medical Health History Information

To our patients: Please know that we may ask follow-up questions to make sure we have all of the information we need in order to treat you.

INFORMATION

First Name: Middle Name:

Home Phone; Cell Phone:

Email Address:

Mailing Address: State: Zip:

Date of Birth: i /

Occupation:

Emergency Contact: Name: Relationship:

er person, what is your name and relationship to that person? Narme:
e patient’s personal representative, | represent and warrant that | have full legal right and authority to consent to the performance of any pro
any reason | no longer have such legal right and authority, | willimmediately notify the practice in writing.

DENTAL HISTORY & SYMPTOMS
What is the reason for your visit today?

If you are co

Are you currently experiencing any dental pain or discomfort? OYes ONo  If yes, where?

When was your last dental exam? / / What was done at that appointment?

When was the last time you had dental x-rays taken?

Please mark an “X" in the box ONLY if this applies to you.

Is it hard to open your mouth? ... oo O | Have you ever had a serious injury to your head or mouth? ..., O
Does it hurt to chew, bite or swallow? ..............ooiiiiiiiiiiiiienns, 0 | !fyes, please describe what happened and when it happened:
Do your gums bleed when you brush or floss your teeth? ......................... O - -
H tiad periodonieal { It " i g Gk - Have you ever had problems with dental treatment inthe past?....................O
ave you ever had pericdontal (qum) treatments like scaling and root planing? ........ If yes, please describe what happened:
Do you have, or have you ever had, any sores or growths in your mouth? ........... a
Do'you clenchior grind YOUF tBRthE . ... vums wes mmscommammmimssmmn st o U | Have you ever had a reaction to, or problem with, dental anesthesia?............... a
Does your jaw click, pPop or hurt? . ... oo [ | If yes, please describe what happened:
Doyou have earaches ior NeCk PaiNG? o v v wammi wvn siws i sasis smsie s asis savs O
Does dental treatment Make You NEIVOUS? .. .....vu.uieense e veeaanneennns 0 | Areyou unhappy with your smile?. . ..........ooviiiii -
H ) | o " If yes, why? Please mark all that apply:
aE‘e i‘? u e:er &Xp :nenced any 9f these s EEPI;IFE::tEd : reathmg disorders? ........... o O The color of your teeth [0 The shape of your teeth [0 The position of your teeth
outh breathing O Snoring [ Trouble breathing during sleep O Other. Please describe:

MEDICATIONS & OTHER PRODUCTS/SUBSTANCES

Please use an “X” to mark your answers to the following questions. Yes No ?
Are you taking any blood thinners (such as Cournadin, Warfarin, rivaroxaban (Xarelto®), dabigatran (Pradaxa®), clopidogrel (Plavix®), heparin or aspirin)? . . .. ......... Ooood

If yes, what medication are you taking?

Are you taking any medication to treat 05t@OPOrosis or PAGet's dISBASE? ... .. . ... ...ttt Ooag
Some commonly-prescribed drugs include alendronate (Fosamax®), risedronate (Actonel®), ibandronate (Boniva®), zolendronate (Reclast®), and denosumab (Prolia®).

If yes, what medication are you taking?
Are you taking, or scheduled to take, an IV medication to treat bone pain, hypercalcemia or skeletal complications resulting from Paget’s disease,

multiple Myeloma or MELASEALIC CANCET? . ... oo\ttt e ettt ettt e et e e e e e e et e e e e e e e e 000
Some commonly-prescribed drugs include dencsumab (Xgeva®), pamidronate (Aredia®) or zolendronate (Zometa®).
If yes, what medication are you taking? How many years have you been taking it?
Areyauiaking hiormonal PeplaCEMENtS Do s o wmsren s me e v SRevE T SVETREE I EEA 08 OGN B SV S PR Y SR B SR 00O
Do you use any form of tobacco or nicotine products (cigarettes, cigars, snuff, chew, bidis)? .. ... .. ...t Oooo
DO you Use VAPING PrOGUCES? . . . ... ottt ettt e e e O0oao
How many alcoholic beverages do you have per week?
Do you use controlled substances (drugs), including marijuana, for either medicinal or recreational FEBSOMS? . . . .o v\ttt ettt e e et e e e e 000
If yes, what substances? If yes, how often is youruse? [ Daily [J Several times per week [JWeekly [ Occasionally
Was the substance prescribed by a doctor? [JYes I No If yes, for what reason(s)?
Do you take any other prescriptions and/or over-the-counter medicine(s), vitamins, herbs and/or supplements? .. ... .................oiueuieo... O0o
If yes, please list them here and include information about how much and how often you use each one.
WOMEN ONLY: Are you:
TG DBl COMEEO PSP anosm s ioasoss s e s B B 51 L 5 s B S Ooag
Prognaift? It yes; numberiof WEBkSY e e £ B e e s i bscnrn S e O0ono

Nursing? If yes, number of weeks:

© 2021 American Dental Association
Form 550021 To reorder call 800.947.4746 or go to ADAcatalog.org.



