Confidential Patient Information

Date

Patient's Name

Last First Middle
Address

Street City State Zip
Home Phone Birthdate Age Social Sec. #
If patient is a minor, give parent's or guardian's name
Whom may we thank for referring you to our office? Dentist?

Confidential Responsible Party Information
Name Marital Status
Last First Middle

Residence

Street City State Zip
Mailing Address

Street City State Zip
How long at this address? Home Phone Work Phone
Previous Address {if less than 3 years)

Street City State Zip
Social Security # Birthdate Relationship to Patient
Employer Occupation No. Years Employed
Spouse's Name Relationship to Patient
Last First Middle

Employer Occupation No. Years Employed
Social Security # Birthdate Work Phone

Orthodontic Insurance Information

and Social Security #

Policy Holder's Name

Insurance Company

Group No. Union Local No.

Insurance Co. Address

Insurance Co. Phone

Policy Holder's Employer

Do you have dual coverage?

Policy Holder's Name

No

Yes If yes:

and Social Security #

Insurance Company

Group No Union Local No.

Insurance Co. Address

insurance Co. Phone

Palicy Holder's Employer

Emergency Information

Complete Address

Name of nearest relative not living with you

Phone

Relationship

| understand that where applicable, credit bureau reports may be obtained.

Signature (Parent's signature if minor)

Updates (date & initial)




PATIENT MEDICAL & DENTAL HISTORY

Date:
Name: Birthdate:
Last First Middle
Address:
Street City State Zip
Patient Medical History

Physician; Office Telephone;
Approximate date of last physical examination:

Yes No
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Are you under any medical treatment now?

Have you ever had a serious accident involving head injuries?

Have you ever had an adverse response to any drugs
including penicillin?

Has a physician ever informed you that you had:
A heart ailment?

Diabetes?

Rheumatic fever?

Rheumatism or arthritis?

Any blood disease?

Yellow Jaundice or Hepatitis?

Epilepsy (seizures)?

HIV (AIDS)?

Are you now taking drugs or medications?

Are you allergic to any known materials resulting in
hives, asthma, eczema?

Have any wounds healed slowly or presented other complications?

Are you in good health at this time?

Patient Dental History

Do you have pain in or near your ears?

Do you hear "clicks” or "pops" when opening your mouth?

Do you find yourself clenching your teeth together often?

Are your jaw muscles frequently sore in the morning?

Does it hurt to open your mouth wide?

Do your gums bleed easily when you brush your teeth?

Do you at present have any dental complaints?

When was your last full mouth X-ray taken?

When was your last dental check-up?

Signed




