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NEW PATIENT INFORMATION

Date SSOCIATES
Patient's Name Home Phone

Name of Spouse Work Phone

If a Child, Parent's Name Social Security No.

Street Address Birth Date

City Marital Status

State Zip Title: Mr.  Miss  Mrs.  Ms. Dr.

Sex: M P (circle one)

Whom may we thank for referring you?
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Employer's Name Present Position
Employer's Address

Spouse employed by Present Position
Employer's Address

Purpose of this appointment

In case of emergency, who should be notified?

Do you have insurance that may cover part of our professional services?

It using a charge card, give name and number of card.

| DENTAL HISTORY

When/where was your last dental exam?

When was your last full mouth X-ray taken? Where?

Have you ever had Novocaine or other local anesthetic? Yes No
Have you ever had Nitrous Oxide (laughing gas)? Yes No
Have you ever had prolonged bleeding following extractions? Yes NO
Have you ever been premedicated with antibiotics for any procedure? Yes NO

Please explain

Name and address of previous D.D.S.

Please complete reverse side.




Please print name

Please check Yes or No and explain where asked.

MEDICAL HISTORY

Asthma, hay fever, sinusitis, or other allergies.

Allergy to penicillin, aspirin, local or general anesthetic, or other drugs. Specity.
Blood pressure or heart problems.

Joint replacement, rheumatic fever, heart murmur, or mitral valve prolapse. Specify.

A pacemaker, open heart surgery.

Diabetes, liver, kidney, thyroid or lung problems.
Ulcers or stomach problems.

Hepatitis or jaundice.

Epilepsy or nervous disorder.

Bleeding or clotting disorders.

Arthritis.

Veneral disease, herpes. Specity.

Acquired Immune Deficiency Syndrome (AIDS).
HIV Positive,
Any other iliness. Specify.

Do any wounds heal slowly or present complications?

Have you been hospitalized within the last 5 years? Specify.

Have you had radiation treatments or chemotherapy? List dates.

Women, are you pregnant? It yes, give due date.

Please list your present physician(s).

General (name, town & phone #)

Specialist (name, tewn & phone #)

Specialist (name, town & phone #)

Please list all medications you are presently taking and what each was prescribed for.

Signature Date
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Do not write in the space below




