
Patient Information 

Name_______________________________________________________________________________________M or F (Circle One)   

Home Phone _________________________ Cell Phone _________________________E-Mail Address ________________________ 

Home Address ___________________________________________________ City ________________________Zip _____________ 

SS No. ________________________  Employer _____________________________________________________________________ 

Business Address ______________________________City _______________________ Zip __________Bus. Phone _____________ 

Date of Birth ______________Weight _______ Height _______Single _______Married _______Divorced _______Widowed ______ 

Spouse (If Applicable) 
Spouse’s Name _______________________________________________SS No. ____________________ DOB__________________ 

Occupation ________________________________________________Employer __________________________________________ 

Business Address ______________________________City _______________________ Zip __________Bus. Phone _____________ 

Parents (If Patient is Under 18) 
Mother’s Name ______________________________________________SS No. ____________________ DOB__________________ 

Address (if different from patient) _______________________________________________________________________________ 

Occupation ________________________________________________Employer __________________________________________ 

Business Address ______________________________City _______________________ Zip __________Bus. Phone _____________ 

Father’s Name _______________________________________________SS No. ____________________ DOB__________________ 

Address (if different from patient) _______________________________________________________________________________ 

Occupation ________________________________________________Employer __________________________________________ 

Business Address ______________________________City _______________________ Zip __________Bus. Phone _____________ 

Person Responsible for Account 
Name _____________________________________________________________________________SS No. ____________________ 

 

Dental Insurance Carrier and I.D. No._____________________________________________________________________________ 

Referred by:  (we like to say ‘Thank You’) _________________________________________________________________________ 

Dental History 

1.  When did you have your last Dental Examination? _______________ Where? ____________________________________ 

Was treatment recommended? _________________ What treatment was recommended? _________________________ 

Was treatment completed? _____________________If not, why? ______________________________________________ 

2. What problems have you had with your teeth? _____________________________________________________________ 

3. Are you pleased with the appearance of your teeth? _________________________________________________________ 

4. Is there any particular treatment you would like us to discuss?_________________________________________________ 

5. What do you feel the condition of your mouth is now? _______________________________________________________ 

_____________________________________________________________________________________________________ 

Please Turn Page 



Health Information for Patient 

1. Are you being treated by a physician at this time? ___________For what? ______________________________ 

2. Are you taking medicines, drugs or pills? __________If so, what? _____________________________________ 

3. What medicines work best for relief of pain? ______________________________________________________ 

4. Physician’s name ______________________________________Phone Number __________________________ 

5. Have you ever taken anti-coagulants (blood thinner)? ___If so, when and for how long?___________________ 

6. Are you allergic to, or have you ever been allergic to, aspirin, Tylenol, codeine, Demerol, iodine, barbiturates, 

antibiotics (penicillin or other), metals (nickel or others) latex (rubber), or any other medications?__________ 

Please  list:__________________________________________________________________________________ 

7. Have you noticed any lumps or swelling in your mouth, head, or neck area? _______Where? ______________ 

8. Do you have or have you ever had any of the following: _____________________________________________ 

 

 Heart Disease  High Blood Pressure  Tuberculosis 

 Diabetes  Low Blood Pressure  Radiation Treatment 

 Anemia  Psychiatric Treatment  Rheumatic Fever 

 Hepatitis  History of Cancer  Venereal Disease 

 Arthritis  Excessive Bleeding when cut  Sinusitis 

 Lung Trouble  Kidney Trouble  Glaucoma 

 Gastric Ulcer  Asthma  Heart Murmur 

 Duodenal Ulcer  Severe Pain  ARC or AIDS 

 Clotting Problems  Epilepsy/Convulsions  Mitral Valve Prolapse 

 Liver Trouble  Need for Urination during sleep  Other __________________________________ 

 Gland Trouble  Are you pregnant? _______ _______________________________________ 

 Bladder Trouble  Have you reached menopause? _______________________________________  

Unless prior arrangements are made with our receptionist or doctor, we ask all our patients to pay for services at the 

time they are provided. 

*PATIENT’S SIGNATURE (Parent’s if Minor) ___________________________________________DATE ______________ 

DATE HEALTH HISTORY UPDATE INITIALS 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

Do you have relatives with 

   Diabetes 

   High Blood Pressure 

   Heart Problems 

 


