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*The following information will make it possible for us to be more successful and thorough in your 
treatment.  Your answers are for our records only and will be considered confidential.

Name of Patient:_____________________________________________________________________
                        First    Middle    Last           (Nickname)

Today’s Date:___________________________ Referring Dentist:______________________________

Reason for Referral (in your own words):_________________________________________________

*If patient is a minor- Name of Father:___________________________________________________
  (or)   Name of Mother:__________________________________________________

Address:___________________________________________________________________________
    (Street)                           (Unit #)

City:________________________State:_______________Zip:__________________

Home Phone:___________________ Cell:_____________________ E-Mail:_____________________

How would you prefer we contact you?  Home phone    Cell Phone    E-Mail   Other: ______________

DOB:____/_____/_______     Gender:     M       F Height:____________ Weight:____________    

Marital Status:______________________

---------------------------------------------------------------------------------------------------------

Current Occupation:________________________ Name of Employer:__________________________

Work Phone:_______________________Work Address (City, State):___________________________

Name of Spouse (if married):__________________________________________________________

Spouse’s Occupation/ Employer:________________________________________________________

Person Responsible for Payment:_______________________________________________________

Name of Insured:________________________________  SSN: ________-_____-_________

Dental Insurance Co:__________________________      Group #:_____________________________

DOB:_______/_______/__________     ID #:_______________________________
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*Please answer every question. Mark any question you are unsure of as “Unknown”

Name:_______________________________ DOB:______/________/___________

1. Are you currently under the care of a physician (medical doctor)? Yes No Unknown

2. Name and phone number of you physician:__________________________________________
                   (name)    (phone)

3. Date of most recent physical exam (mo/yr):_________________________________________

4. How would you describe your general health?                           Good Fair Poor

5. Have you had any major operations, illnesses, or hospitalizations? Yes No Unknown

 If yes, please list:____________________________________________________________

6. Have you ever had a complication with medical or dental surgery? Yes No Unknown

7. Have you ever had an allergic reaction to any medication or medical supplies?

 (Latex, Penicillin, Codeine, Novacaine, etc.)     Yes No Unknown

 If yes, please list:____________________________________________________________

8. Do you smoke or use any tobacco product?    Yes No Unknown

9. Do you drink alcohol?      Yes No Unknown

10. Do you have a family history of diabetes, heart disease, 

   bleeding problems, cancer, drug allergies, or periodontal disease? Yes No Unknown

 If yes, please list:____________________________________________________________

11. Please mark an “X” on the appropriate spot if you have or ever had the following:

_____ Rheumatic Fever   _____ Heart Murmur

_____ Heart Attack    _____ Arteriosclerosis

_____ Heart Surgery    _____ Joint Replacement

_____ Abnormal Blood Pressure  _____ Anemia or other blood disorder

_____ Diabetes    _____ Excessive thirst or urination

_____ Stroke     _____ Cancer, tumors, or growths

_____ Radiation or Chemo-therapy  _____ Healing Problems

_____ Bleeding Problems   _____ Ulcers

_____ Kidney Disease    _____ Hepatitis or other Liver Disease

_____ HIV or other Venereal Disease  _____ Thyroid/ Parathyroid Disease

_____ Asthma, COPD, trouble breathing _____ Arthritis or Rheumatism

_____ Glaucoma    _____ Sinus Problems/ Allergies

_____ Frequent Bone Fractures/Dislocations    _____ Condition requiring Cortisone (Steroids)

_____ Shortness of breath or pain w/ exertion _____ TB, Emphysema or other Lung Disease

_____ Epilepsy or Seizures   _____ Osteoporosis or Osteopenia

_____ Recent extreme weight loss/gain _____ Pacemaker
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12. Do you have a dental phobia?     Yes No Unknown    

13. Are you now, or have you ever been treated for a nervous

      depressive, or mental disorder?     Yes No Unknown

14. Do you currently take Aspirin, Coumadin or any other

      “blood thinning” drugs?      Yes No Unknown

15. Are you now, or have you ever taken a Bisphosphonate (bone sparing) 

     drug for the treatment of Osteoporosis or Osteopenia? The most common

     are: Fosomax, Boniva, Actonel, Aredia, and Zometa  Yes No Unknown

_______________________________________________________________________________

16. Have you ever been told that you need to take antibiotics prior

      to a dental visit for a heart condition or joint replacement?  Yes No Unknown

17. Are you currently experiencing any dental pain?   Yes No Unknown

18. When was the last time you had your teeth cleaned?_________________________________

19. Have you ever had a “deep cleaning” before?   Yes No Unknown

20. Please list all medications you are currently taking. Be sure to include all prescription,

      over-the-counter, and recreational medications as well as all vitamins and supplements:

(write on back of attached form if you need more room)

Medication:   Dose:   Frequency:

21. Have you been told by your doctor to avoid taking Ibuprofen, Penicillin, Vicodin or any other 

specific medications?       Yes No Unknown

If yes, which:____________________________________________________________________

22. Please list any other medical/ dental conditions (not included on this form)

     that you would like us to know about: _____________________________________________

     ____________________________________________________________________________

     ____________________________________________________________________________

Women Only

23. Are you pregnant/ Could you be pregnant?   Yes No Unknown

24. Are you taking Birth Control Pills?     Yes No Unknown

25. Have you reached Menopause?     Yes  No Unknown

___________________________________      ___________________________________

Patient Signature     Today’s Date
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Office Use Only:

Initial Visit BP:______/_______      HR:____________   Sp%O2:_____________ ASA: ___________________

Updated:   Change:__________________________________Patient’s Signature_
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