Patient Information Online
Patient Name:   
      Date:   ___________         _
                                 Last,                   First        MI     (Preferred Name)

Email:  
   Employer:    


Social Security #:   
   Birth Date:    


Phone #: Cell:   
   Home:    


               Work:    
   Other:    


Address:    _____                                                                  

                         Street                                                                                                       City                            State                   Zip Code

My Dental Insurance is:               


WHO DO WE CONTACT IN CASE OF AN EMERGENCY? ______________________________ PHONE # (_____) ________________
*****Health Information Update*****    Reviewed by _______

DOES YOUR HEALTH HISTORY CONTAIN ANY OF THE FOLLOWING?

Are you allergic to any of the following?  [image: image1.wmf]Aspirin   [image: image2.wmf]Codeine    [image: image3.wmf]Iodine    [image: image4.wmf]Latex     [image: image5.wmf]Penicillin    [image: image6.wmf]Other ___________________
Has there been any changes in your health since your last visit?                                     [image: image7.wmf] Yes  [image: image8.wmf] No
[image: image9.wmf] Yes  [image: image10.wmf] No   Pre-med (antibiotics) for dental appointments?

[image: image11.wmf] Yes  [image: image12.wmf] No   Heart Murmur or Mitral Valve Prolapse?

[image: image13.wmf] Yes  [image: image14.wmf] No   Cardiovascular Disease (heart attack, arteriorsclerosious)?

[image: image15.wmf] Yes  [image: image16.wmf] No   High/Low Blood pressure or Stroke?

[image: image17.wmf] Yes  [image: image18.wmf] No   Artificial or Replacement Heart Valves or Joints of any kind?

[image: image19.wmf] Yes  [image: image20.wmf] No   Asthma or Lung Disease?

[image: image21.wmf] Yes  [image: image22.wmf] No   Seizures or Epilepsy?

[image: image23.wmf] Yes  [image: image24.wmf] No   Diabetes?

[image: image25.wmf] Yes  [image: image26.wmf] No   Hepatitis?

[image: image27.wmf] Yes  [image: image28.wmf] No   Do you currently or have you ever been diagnosed with any form of Cancer?

[image: image29.wmf] Yes  [image: image30.wmf] No   Do you have a thyroid disorder?     If yes,   [image: image31.wmf] High Thyroid       [image: image32.wmf] Low Thyroid

[image: image33.wmf] Yes  [image: image34.wmf] No   Are you taking Anticoagulants (Blood Thinners)?

[image: image35.wmf] Yes  [image: image36.wmf] No   Are you pregnant or is there a possibility you are pregnant?

[image: image37.wmf] Yes  [image: image38.wmf] No   Have you tested positive for Acquired Immune Deficiency (AIDS) or related Complexes?

( Have you ever had any complications following dental treatment?                            
                                       [image: image39.wmf] Yes  [image: image40.wmf] No

( Do you take any medications on a regular basis?    
                                                                                         [image: image41.wmf] Yes  [image: image42.wmf] No
     If yes, please list: 
_____

( Have you been admitted to a hospital or needed emergency care during the past two years?                       
 [image: image43.wmf] Yes  [image: image44.wmf] No
( Name of Physician: _______________________________________________  Phone: _______________


Do you have any health problems that need further clarification?                                        [image: image45.wmf] Yes  [image: image46.wmf] No

Any other health issues we should be aware of? [image: image47.wmf] Yes  [image: image48.wmf] No Please Specify:  ______________________________________________
To the best of my knowledge, all of the proceeding answers and information provided are true and correct.  If I ever have any changes in my health, I will inform the doctors at the next appointment without fail.  I have received and read a copy of this offices Notice of Privacy Practices.  I also understand that I am responsible for any and all charges not paid by my insurance plan.
_________________________________________________                            ___________________              ____________________
Signature of Patient, Parent or Guardian                                               Today’s Date                         Relation to patient

