Patient Name ____________________________________________   Date of Birth ___________ Email address ___________________________
Mailing Address __________________________________________________________________________________________________________
Home Phone Number _______________________   Cell Phone Number______________________   Work Phone Number ___________________
Current Dental Insurance ___________________________________________________________________________________________________
Your Medical History

	Physician’s Name
	Address
	Phone

	Are you in generally good health at this time?   (  Yes   (  No                    What is the date of your last exam? ____________________________

Are you pregnant or planning on becoming pregnant? (  Yes  (  No      If yes, What is your due date? _________________                                     Are you nursing? (  Yes (  No 

Are you taking birth control pills?   (  Yes     (  No

Have you been hospitalized in the past year?   (   Yes     (  No        If yes, explain: ___________________________________________________

______________________________________________________________________________________________________________________

Are you seeing a physician at the present time for the treatment of a recent or ongoing medical condition?   (   Yes      (  No

Have you had a serious illness or operation within the last year?   (  Yes    (  No    If yes, explain: _______________________________________

______________________________________________________________________________________________________________________

Have you ever been advised to take antibiotics (like Penicillin, etc.) before a dental appointment?   (  Yes    (  No       If yes, explain: ___________

______________________________________________________________________________________________________________________

Are you currently taking any prescription or over the counter drugs or medication on a daily basis?  (   Yes    (  No    If yes, explain: ____________

______________________________________________________________________________________________________________________

Are you on a special diet?   (   Yes   (   No

Are you taking aspirin?   (   Yes   (   No    If yes, how much and how often?  ________________________________________________________

Are you allergic to any medications?   (   Yes   (   No     If yes, list:   (   Penicillin  (   Local anesthetic (Novocain)   (   Other _________________

______________________________________________________________________________________________________________________



	Please ( any of the following that apply to you now or in the past


To the best of my knowledge the above information is complete and correct.

_____________________________________________              ___________________________________________ 

  Patient (parent or guardian) signature                            Date                                           Patient (parent or guardian) signature                            Date
   
	Comments



	The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs.  I also authorize Doctor to perform any and all forms of treatment, medication and therapy that may be indicated in connection with (Name of Patient) ________________________________ and further authorize and consent that Doctor choose and employ such assistance as he for myself or my dependents is mine, due and payable at the time services are rendered unless financial arrangements have been made.  I understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for services. I understand I am financially responsible for payments in full or of all accounts.  In the event of default I (We) promise to pay legal interest on the indebtedness, together with such collection costs and reasonable attorney fees as may be required to effect collection of this note.

I hereby authorize payment of insurance benefits directly to the dental group, otherwise payable to me.

I certify that the above information is complete and accurate.

Patient or Responsible Party __________________________________________________________   Relationship to Patient _______________________________  Date ____________________


(  Heart attack			(  Diabetes		         	(  Abnormal bleeding


(  Congestive heart failure		(  Kidney disease			(  Rheumatism or arthritis


(  Angina (take nitro)		(  Hepatitis		        	(  Lupus 


(  Congenital heart disorders		(  Stomach or intestinal disorder 	(  Asthma, hay fever, allergies


(  Mitral valve prolapse*		(  Respiratory disease	         	(  Sinus


(  Heart murmur*			(  Thyroid disease			(  Venereal disease


(  Rheumatic fever			(  Cancer		        	(  Chemically dependent


(  Heart valve implant*		(  X-ray or radiation therapy		(  Serious illness or accident


(  Joint replacement implant*		(  Chemotherapy		     	(  HIV / AIDS / ARC


(  Stroke				(  Epilepsy, convulsions		(  Psychiatric care


(  Abnormal blood pressure		(  Fainting spells		         	(  Complications of healing


(  Any major operations		(  Blood disease / anemia		(  Tuberculosis		





* If you have checked any of these items with a star, please call our office, since the American Heart Association suggests that antibiotics may be needed prior to your examination.	





Do you have any disease, condition or problem not listed?   (  Yes     (  No    If yes, explain: ______________





_________________________________________________________________________________________	


        				








