Patient Information

Date
M Mes: MB;

Name 2eit

FIRST MIDDLE LAST
Nickname ' Names of Children Spouse Name
Birthdate Male O Female 3 Marital Status: S M D W
Address ==

STHEET oIy X STATE ZIP

Home Phone () Work Phone () Social Security #
Occupation Employer

Employer's Address

STREET CiTY STATE ZIP
Whom may we thank for referring you to our office?

Dental Insurance Information

Insured’s Name Insured’s Soc. Sec #

Insurance Company Group # Local #
Insurance Company's Address

Insured's Employer Address

Do you have dual coverage? Yes 1 No O [f yes:

Insured’s Name Insured SS # =y

Insurance Company Group # Local #

Insurance Co. Address

Concerns and Comments

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

Concerns
Comments
Emergency Information
MName of nearest relative not living with you Phone(s)

Complete Address

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

Responsible Party Signature

Updates (date & initial) == =




Patient Medical History

Medical Doctor's Name Ph ( )

Yes No
Are you under any mediCal INBAIMEBNL NOWT .. ciausiiuiiimsmiissiaimis s ssasassisasssssossossrsssstsssssssssssssasriannsrses ysass B O
Have you had any major oparations? Il 50, Whal? ..., i " L - 0 15
Have you ever had a serious accident involving head INJUREET ... O O
Have you had any adverse response 1o any drugs including penicillin? (5 |8

Has a physician ever informed you that you have:

Yes No
O O AHear Ailment, Heart Murmur, Mitrovalve Prolapse? ......... T I = S——
00 O HighorLow Blood Pressura? ... | Y88 NO
00 [ Respiratory Disease? ..........vssmsres 55 5 - R e o
I [ DIaDBIBE? «.oinsssisirermrommivsinsssimrmismmmess || L3 0 Thyroid Problem?
1 O BRheumalicfever? s | 0 0O Anemia? ... s
0 O Rheumatism or arthritis? 0 [0 Fraquently tired? ........ e
0 O Tumorsor growths? 1 B ST cucnmasiaan -
0 O Anyblood diseasa? 0 O Tuberculosis? ... -
0 D Any liver disease? 0 O GlaUCOMAT ...t
0O O Anykidney diseasa? O [ Wearcontact lenses? v
0 OO Anystomach or intestinal disease?
O O Anyvenereal disease?
O O Yellowjaundiceorhepatitis? ... .- i

Please fist ANY other drugs or medication (including birth control, aspirin, tobacco, alcohol, cocaine, 1e.) ......wesrrenes

-

o000 0CO0Og

Do you have night sweats accompanied by weight 10SS 0r cougn? ... risrrssrsssansstssans
Are you allergic to any known materials resulting—in hives, asthma, eczema, 8187 . evevrerrrvsrens
Are you in general good health at this time? ... R ;
Have any wounds healed slowly or presented other mmpl*_!pms? e D R R
Are you pregnant? oy O N... P Nusmg? -
Do you have a history of fainting, seizures, mnvulsinns epilepsy or haadadaas'? e T e
Have you ever had radiation therapy? ... S "

Patient Dental History

DooOOoDg

Do you like your smile? ... cear s itrates Rtk
Do you have pain in or near ynur aars? EJ Y O N Ha:l any orthodontic Work? ........ccecereeens
Do you have clicking or difficulty chewing?.... i R A
Do you have any unhealed injuries or mﬂamad areas in or amund ywr nmulh?
Have you experienced: any growth or sore spots in your mouth? ..
Snoring? ....
Clenching or gﬁndmg teeth‘? Blta ﬁps or l:heaka fr&quanﬁy? .......................
Have you ever had Novocaine anesthetic? ..
Any reactions or allergic sympioms to nuvu-caine'? ....................................
Any difficult extractionsinthe past? Y[ N[ leungcad Eiaading?
Bleeding gums or Periodontal therapy? .......... T U LT L O e LR T2
Have you had any instruction on correct brushing of teeth & care of your guma?

ODOoOooOo0o0OooOoooo
oooootoooon

Patient's Signature

Thanks so much for helping us complete this information! Date
Dr. Clement & Siaff
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