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iS THIS PERSON CURRENTLY A PATIENT IN OUR OFFICE?

DO YOU HAVE ANY ADDITIONAL INSURANCE?

SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR

iF YES, COMPLETE THE FOLLOWING:

Check appropriate box:

Person to contact in case of an emergency

Whom may we thank for referring you?

If patient is a student, name of school/college
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date of birth

home phone

cell phone

business 

ss #/sin

Today’s Datepatient name

Physician office phone date of last exam

home address

email

business address

are you under medical treatment now?
are you allergic to or have you had any reactions to the following

women only
A) are you pregnant or think you might be pregnant?

b) are you nursing?
c) are you taking birth control pills?

do you have a persistent cough or throat
clearing not associated with a known
illness (lasting more than 3 weeks)

have you ever taken fen-phen redux?

do you use tobacco?

do you use alcohol, cocaine or other drugs?

are you wearing contact lenses?

do you have or have had any of the following?

have you ever been hospitalized for any 
surgical operation  or serious illness?

are you taking any medication(s)
including non-prescription medicine?

high blood pressure
heart attack
rhumatic fever
swollen ankles
fainting / seizures
asthma
low blood pressure
epilepsy/convulsions
leukemia
diabetes
kidney diseases
aids or hiv infections
thyroid problem

chest pains
easily winded
stroke
hay fever/allergies
tuberculosis
radiation therapy
glaucoma
recent weight loss
liver disease
heart trouble
respiratory problems
other

heart disease
cardiac pacemaker
heart murmur
angina
frequently tired
anemia
emphysema
cancer
arthritis
joint replacement or implant
hepatitis/jaundice
sexually transmitted disease
stomach troubles/ulcers

if yes, what medication(s) are you taking?

local anesthetics
(e.g. novocane)

barbituates aspirin

penicillin or other
antibiotics

sedatives other

sulfa drugs iodine

yes no

yes yes yes

yes

no no no

no

yesyesyes nonono

yes yesno no

do your gums bleed while brushing or flossing? do you have frequent headaches?

do you clench or grind your teeth?

do you bike your lips or cheeks frequently?

have you had any orthodontic work?

have you ever had any difficult extractions
in the past?

have you ever had prolonged bleeding
following extractions?

have you ever had instruction on the
correct method of brushing your teeth?

have you ever had instructions on the
care of your gums?

are your teeth sensitive to hot or cold liquids/foods?

are your teeth sensitive to hot or cold liquids/foods?

do you feel pain to any of your teeth?

do you have any sores or lumps in or near your mouth?

have you had any head, neck or jaw injuries?

have you ever experienced any of the following
problems in your jaw?

A) clicking
b) pain (joint, ear, side of face)?
c) difficulty in opening or closing?
D) difficulty in chewing?
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PATIENT, PARENT OR GUARDIAN DATE

I certify that I have read and understand the above information.  To the best of my knowledge, the above questions have been accurately answered.   
I understand that providing incorrect information can be dangerous to my health.


