
ABOUT  YOU 
Today’s Date________________________
Name:__________________________________________Birth Date:___________________________
Sex:_______Social Security #:______________________________Marital Status:_________________
Street Address_____________________________________________________________________
City/State/Zip__________________________________________________________________________
Home Phone #_____________________________Cell Phone #__________________________________
Employer Name________________________________Employer Phone #_________________________
Primary Care Physician___________________________Physician Phone #_________________________

In the event of an emergency, whom should we contact?
Name:___________________________________________
Phone #:_________________________________________
Relationship:______________________________________
MEDICAL HISTORY
What is the date of your last physical? ___________________________________
Are you currently taking any prescription medications, over-the-counter drugs, or herbal supplements? 
Please list: __________________________________________________________________________________________________________________________________________________________________________
Do you have any allergies or sensitivities? ___________________________________________________
Have you ever had surgery?  Reason/Date? _________________________________________________
Have you ever experienced an unusual reaction to dental anesthesia?  Y N
Do you smoke?  Y N   If yes, describe type and quantity. _______________________________________
Do you consume alcoholic beverages?  Y  N   If yes, how much and how often? ____________________
Have you ever had any prosthetic joint replacement?  Y  N   If yes, when? _________________________
Are you currently taking any bisphosphonates (used for bone density) medication?  Y  N
Females:  Are you pregnant?  Y  N
New Patients:  What is the date of your most recent dental visit? _______________________________

Please circle if you have experienced any of the following. If NONE, please indicate.
Abnormal Bleeding                  Arthritis                                   Asthma                                   Diabetes
Congenital Heart Defect         Drug Abuse                             Fainting Spells                       Chemotherapy
Radiation Treatment               High Blood Pressure             Liver Disease                          Heart Murmur
Stroke                                         Low Blood Pressure             Venereal Disease                   Pace maker
Blood Disorder                          HIV +/AIDS                             Blood Transfusion                 Heart Surgery   
Hepatitis C                                  Thyroid Problems                 Fever Blisters                        Rheumatic Fever
Anemia                                       Artificial Valves                     Artificial Bones/Joints           Anorexia
Cancer                                        Epilepsy                                  Congestive Heart Failure      Bulimia
Herpes                                        Latex Allergy                          Mitral Valve Prolapse           Lupus
Seizures                                      Tuberculosis                           Heart Attack                          Hepatitis A  
                                                                                                                                                       Hepatitis B   
                                                                                                                                                        NONE OF THE ABOVE              


Any other medical condition not listed above: _______________________________________________________

I affirm that the medical information I have given is correct to the best of my knowledge. I understand that it is my responsibility to inform this office of any changes in my medical status.
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