ANAUNZ

So that we may customize your dental care to your needs, we ask that you provide the following information:

PERSONAL INFORMATION

Name:

Please circle one:  Dr.

Birthdate:

Mr. -

Mrs.

Ms.

Miss

Address:

City:
Home Phone : ( )

State: Zip:

Employer:

Business Address:

City:

Work Phone : ( )

State: Zip:

Spouse’'s Name:

Spouse’s Birthdate:

Children’s Names & Ages:

Spouse’s Employer:

Occupation:

Business Address:

City:

State: Zip:

Work Phone : ( )
Note:

INSURANCE INFORMATION

Insurance Company:

Address:

City:

Policy/Group Number:

State: Zip:

Subscriber Social Security Number:

Second Insurance Company:

Address:

City:

Policy/Group Number:

State: Zip:

Subscriber Social Security Number:

EMERGENCY

Who should we contact in case of emergency?

Name:

Address:

City:
Phone : ( )

State: Zip:

Who can we thank for referring you to our office?




MEDICAL HISTORY

YES NO

1. What is the main reason for today's visit?
2. Are you having pain or discomfort atthis ime? . .. ... .. ... . i i i e e e e s U O
3. Do you feel very nervous about having dentistry treatment? . ........... .. ... O |
4. Have you ever had a bad experience in the dentistry office? ........ ... ... ... . iiiiiiiiiiiinin ] U
5. Have you been under the care of a medical doctor during the pasttwo years? .............. ... ... . ... ... O U
6. Are you presently taking any medicine or drugs? . . ... ... e O O

If so, please list:
7. Are you allergic to (i.e. itching, rash, swelling of hands, feet or eyes) or made sick by

penicillin, aspirin, codeine, or any drugs or medicine? .. ... . ... ciiii i ie e £

If so, please list:

w

. Are you a smoker?

o

Heart Failure
Heart Disease or Attack
Angina Pectoris
High Blood Pressure
Heart Murmur/Valve Prolapse
Rheumatic Fever
Congenital Heart Lesions
Artificial Heart Valve
Heart Pacemaker
Heart Surgery
Artificial Joint
| Anemia
| Stroke

Kidney Trouble

. Check any of the following which you have had or have at present:

Emphysema
Tuberculosis (TB)

Asthma

Hay Fever

Sinus Trouble

Allergies or Hives
Diabetes

Thyroid Disease

X-ray or Cobalt Treatment
Chemotherapy (Cancer, Leukemia)
Arthritis

Rheumatism

Cortisone Medicine

Pain in Jaw Joints

AIDS/HIV Positive
Hepatitis Type:

Liver Disease

Yellow Jaundice

Blood Transfusion

Drug Addiction
Hemophilia

Venereal Disease (Syphilis, Gonorrhea)
Cold Sores

Epilepsy or Seizures
Fainting or Dizzy Spells
Nervousness
Psychiatric Treatment
Bruise Easily

YES NO

10. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest,

or shortness of breath, or because you are very tired? .. ... . ... . L
11. Do your ankles swell during the day? . ... ... ... i e |

12. Do you have any implants in your body? . . ... ... i ]

If so, please list:

13. Do you ever wake up from sleep shortof breath? . . ... ... ... .. .. . 1 ¥

14, Are you on a special diBl? . . ... .. e e [

15. Has your medical doctor ever said you have cancer or a tumor? . ... ... ... ... i | E
16. Do you use social, illicit or street drugs, or have you been treated for chemical dependency? .. ................ & ';

17. Do you have any disease, condition, or problem not listed, or is there anything else the doctor should know? ... .. ]

If so, please list:

18. WOMEN: Are YOU Pregnant? .. ... ..ottt ittt et et s me e e e i i

Do you anticipate becoming pregnant? . .. ... ... e o

To the best of my knowledge, all of the preceding answers are true and correct. If I ever have any change in my medical condition,
or if my medicines change, | will inform the dentist or hygienist at the beginning of my next appointment,

Date Signature of Patient, Parent or Guardian
Notes:
Medical History Update
Date Addition Date Addition Date Addition




