
A B CPatient Information 

Date 
.... "" ....
 

Name ,,,oo,E
FIRST ~, 

Nickname Names 01 Children Spouse Name 

Birlhdate MaleO Female 0 Marital Status: S M 0 W 

Address 
ST~TE

."~ = ••
Home Phone ( ) Work Phone ( ) Social Security 1/ 

Occupation Employer 

Employer's Address 
City StATE Zil'.~" 

Whom may we thank lor referring you to our oltice? 

Dental Insurance Information 
Insured's Name Insured's Soc, Sec /I 

Insurance Company Group 1/ Local II 

Insurance Company's Address 

Insured's Employer Address 

Do you have dual coverage? Yes 0 NoD If yes: 

Insured's Name Insured SS /I 

Insurance Company Group 1/ Local 1/ 

Insurance Co, Address 

Concerns and Comments 

Please list any concerns or comments you feel the doctor should know about you". 

Concerns 

Comments 

Emergency Information 

Name of nearest relative n01 living with you Phone(s) 

Complete Address 

I understand that where appropriate, credit bureau reports may be obtained,
 

Responsible Party Signature
 

Updates (date & initial)
 

I 



Patient Medical History 

Medical Doctor's Name. ____~ Ph( ) 

Yn No 

Are you under any medic:lll Irea\melll now? 

Have you had any rnajot operal.ons? II 80. Wha1? ..._._. 

Have you ever kad. serious aec:idef\llnvolvlng head injuries? 
. 

. 
_ 

_ 

. 

_ 

_ 
. 

__ • 
HaYll you had any adve!S8 response to.ny drugs Inc:tuding peniclllio? ...•...... _._.._.__._..•..~ •••••••• 

Has a ~'Siciarl eYl!/lnlOlTTllld you lhal you have: Name !be 1.I1IdjeelionJJlkcnBeiow 
Yes No 

A Heart Ailment. Haart Murmur. Mdrovalve Prolapse? 

High 01 low BIoocI Pr8$SUle? 

RespiIIIlory Disease? 
Oiabeles? ....__._ 

RheurnaL'e '_11 
Rhetrnallsm 01 al'\lUlliS? 
Tumonr. 01 growths? 

] Any blood <ilease? . 

] 

Any iYef d IlIse? 

Any Iudo"ey". UM? 
Any $t0l'l\lldl OIlfllestnal djl t M ? __ 

Any _Nl dIIIe'Se? 

Yelow "unaa 01 hepdlIi? 

Yeti No ....,­
Thyroid Problem? _ ...... 

""""", 
F,llqU8n(Iy !JIlld1.....,,-, 
Glaucoma?" ;:.::::..::.
Wear coruct 1enMs? 

PIeaM I5t ANY olhet d,. 01 "'" '''on (on:t.JdIng lMh conln:lI. aspirin. lobacco. alcohcII. coca~. ale.) . 

Do you have niltIl. _IS ac:c:ompanied by weight loss or cough? _ .. 
Ale you aletgic to tIllY knowfl materials resuitlng--in hives, asthma, eczema, elc.?_ 
Are you in genellll good health allhis bme? _. .." " _._ _ _...... ... 
Have any wounds healed slowly or pteSOOted other eomplicalions1 _ _ . 
Are you pregnant? Y N. ....Nursing? .•..._.__.._.._ 

Y.. Uo 

Do you have a historyollainllog. seizlJros. convulsions. epilepsy, or headaches? _...._ 

Have you ever had ratialion therapy? _ _ _.. 

Patient Dental History 

Do you like your smile?... .. _.... • 
Do you have pain in or near your ears? Y N Had any orthodontic Wl:lriI.? . 
Do you have dicking or difficulty chewing? .. ~... . .. 
Do you have any unhealed injuries or Inflamed areas In or around your mouth? 
Have you experienced: any growth or sore spots in your mouth? .. 

Snoring?...................................................................................................... 
Clenching or grinding teeth? Bile lips or cheeks frequontly1....................... 
Heve you ever had Novocaine anesthetic? .. 
Any reactions or allergic symptoms to novocaine?...................................... 
Any difficult eXlrnclions in !he past? YON n ?rolongod Blooding? 
Bleeding gums 01 ?eriodontal therepy? 

Hav(l yO\! had any InstlUetion on correct brushing olleelh & care 01 you' gums? 

] 

] 
] 

] 
] 
J 
] 

Pollonl'. S~nalum ----,..:>:-=-=::;:-<=;::;=:c:==-==;:-;===~
Thanks 50 much for helping us romplelil this Mormat/Otll 

Dr. Clemen.t & Stal! 
DooIt 

http:peniclllio?...�......_._.._.__._..�

