
PATIENT INFORMATION Date --------
Name ________________ Birthdate ________ SS# _______ _
Address _______________ City _________ State ____ Zip __ _ 
E-Mail Address ______________ Home Phone · Cell Phone _____ _ 
Check Appropriate Box _Minor _Single _Married _Divorced _Separated _Widowed 
Patient or Parent/Guardian's Employer ________________ Work Phone -----
Business Address ____________ City _________ State ____ Zip __ _ 
Spouse or Parent/Guardian's Name _________ Employer ______ Work Phone ___ _ 
Name of person responsible for account.-==-::------::---::-----::-------,----.....,....,.,---------­
IN CASE OF EMERGENCY, CONTACT (someone who does not live in your household) 
Name __________________ Relationship _____________ _ 
Home Phone ________________ Work Phone _____________ _ 

INSURANCE INFORMATION Relationship 
Name of/nsured ____________________ topatient _______ _ 
Birthdate _____________ SS#I Subscriber# _____________ _
Name of Employer ___________________ Work Phone _______ _ 
Business Address ______________ City _____ _.;State ____ Zip __ _ 
Insurance Company _____________ Group# _____ Phone# ______ _ 

DO YOU HA VE AN ADDITIONAL INSURANCE? _YFS _NO IF YES, COMPLETE THE FOLLOWING: 

Name of /nsured ___________________ Relatioriship to Patient _____ _ 
Birthdate ______________ SS# I Subscriber# ______________ _ 
Name of Employer __________________ Work Phone _______ _ 
Insurance Company _____________ Group# _____ Phone# _______ _ 

DENTAL HISTORY 
1. Do your gwm.s bleed while bnuhing or flomng? ......................... , .. . 
2. Are your teeth .semmve to hot or cold liquublfoorh? ...................... · 
3. Are your teeth .semitive to sweet or /fOIIT liquublfootb? ................ . 
4. Do youful pain in any of JIOll1" teeth? ....•........•.....•..•.•.•..••••••.••...... 
5. Do you have any &0ru or hanp., in or nmr )'OllT mouth? .............. . 
6. Have ;you ever experienced any of the fol/owing problem,

iny<n1rjaw?
a. Clicking?
b. Pain (joint, ear, suk of/ace)?
c. DifficuJ:ty in opening or clonng?
d. Difficulty in chewing?

7. Do you have frequent headache.,? ................................................. . 
8. Do you clench or grind your tHlh? ............................................... . 

. 9. Do ;you bite your lip.s or cheek., frequently? ....•.....•....•.....•.•.•.••.•... 
10. Have ;you had any orthodontic treatment?·-·································· 
11. Have ;you had any head, neck or jaw infttrie.s? ..............•.....•...•.•... 

Do you have or have you had any of the following? 
y N 

y N MEDICAL HISTORY y N 
1. Are you lllliler a physician '.s care now? ...................... . 
2 .Have you ever been hospualir.edfor any �rie.s or 
.seriOll3 illne.!37 ................. , ...............................•............ 

/f y,e:t, lRU there placement <f' pin.s, w.,/vu orarlijicioJ 
joinl3? Plea.se explain _________ _ 

3. Are )'>It cwnntly taking any medicatiOM? ••.•••..•..•..... 
/fyu, plea.se Ii.st __________ _ 

1:Z u;=.:.::::::::::::::::::::::::::::::::::::::::::::::::::::: = =
6. Are you alkrgic to or have you_ had any reactiom to the following?
_Local Anuthetic.s _Penicillin or GP!Y other Antibiotic.s 
_Stdfa Dnl&i _Iodine

-
�rin _Latu .Rlll,l,er 

_Codme_Ba,l,ititmta_��-Other __ _ 

y N y N 
High Blood Pre3.sure ... ... ......... ..... ... .. . 
Cardiac PacenttJker ... .... ... ...... ..........• - -

Heartl>i.st:tJM •.. •.. ...•.... ................ __ HeartAllock ... ... ......... ... ... ....... ...... __ 
Stroke ... ...... ... ........................ ......... == 

·=�:·:.:·.·.:·.·.:·:.:·:.:·:.:·:.:·:.::::::-· -
LowBlood�re ... ... ...... ...... ........ - -

:,e,�;·.·.:·.·.:·.::·.·.::·.::::·.::·.·.:::.··.-.::: ··:= = 
Thyroid Problem ... ... ... ... ... ... ... ... ... .. - -
Iwpirata,yProblmu ... ...... ...... ... ····= = 

Rltetot,aticFirver ... ...... ... ...... ... .... .. 

�::: ::: :·::· ::: ::: :::· ::: ::: :·::· ::: :::
Ano,,ia ......... ... ... ............... ......... = = 
I.Atlkt:mia ...... ...... ... ...•.•... ... ... · ... ...•
C>iabetcs ............... ... : ..... ...... ... ... - -

Kidtwy� ... ... ...•..... ...... .•. .•. -. -. -
AIDS or HW lrf-«ion ... ... ... ... ... ... ···= =

Heart Mlll"tlnlT ... ... ... ... ...... .....•... ...... _ _ 
HayFfffflAllergiu ... ... ...... ... .... ... __ 
T� ....... .... ........ ..... ........... __ 
Radiation therapy ... ... ... ... ... ... ... ... __
Glawco,na ... ......... ... ... ......... ... ... ... - -
.Ard,ritu ... ...... ... ... ... ... ... ......... ..... ··

-
-

JoinlRlp/a«ment or Implant ... ... ..... _ _
H«paiitu/JQflllt/ice ... ....... ...... .......... _ _
}.{jJro Jl'al,e Prolap.se ... ... ... ... ...... ·····

- -
11,i.s;., to certify that the ilr/ormalion givflll obOlle;., "'"and correct to 1M but"'""'�

SIGNATmlE OF PATIENT or PAUNTIGUAIIDIAN, If..._.


