Please download and complete this form to be returned to the office.

PATIENT INFORMATION

NAME: [JMALE [ ]JFEMALE

TAST FIRST MIDDLE
SOCIAL SECURITY #: MARITALSTATUS: []s [ JM  DOB: AGE:
TELEPHONE (HOME):  ( ) CELL )
TELEPHONE (WORK):  ( ) EMAIL:
ADDRESS:

i STREET NAME APT % Iy STATE ZIPCODE

EMPLOYER:

REFERRAL INFORMATION
|:|Tv DMAIL DPOSTCARD DINTERNET DYELLOWPAGES DWELFAREOFFICE:

NAME OF REP.
[C]FRIEND OR RELATIVE (NAME): []JOTHER:

SPOUSE OR RESPONSIBLE PARTY INFORMATION
THE FOLLOWING IS FOR: DTHE PATIENT'S SPOUSE DTHE PATIENT'S PARENT DPERSON RESPONSIBLE FOR PAYMENT

NAME: [JMALE []JFEMALE [JMARRIED []SINGLE
SOCIAL SECURITY #: DATE OF BIRTH:

HEALTH INFORMATION

DATE OF LAST DENTAL VISIT: REASON FOR THE VISIT:

DO YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING? CHECK THOSE THAT APPLY:
DAIDS D GLAUCOMA DRESPIRATORY PROBLEMS
DANEMIA D HEAD INJURIES DRHEUMATIC FEVER
DARTHRISTIS D HEART DISEASE DRHEUMATISM
DASTHMA D HEART MURMUR DSINUS PROBLEMS
DALLERGIES D HEPATITIS A D B D C D DSTOI\/IACH PROBLEMS
DARTIFICAL JOINTS D HIGH BLOOD PRESSURE DSTROKE
DBLOOD DISEASE D JAUNDICE DTUBERCULOSIS
DCANCER D KIDNEY DISEASE DULCERS
DDIABETES D LIVER DISEASE DVENERAL DISEASE
DDIZZINESS D PACEMAKER DCODE]NE ALLERGY
DEPILEPSY D GROWTHS DPENICILL[N ALLERGY
DFA]NTING D ARE YOU PREGNANT: DYES DNO DOTHER:
DRADIATION TREATMENT DUE DATE: DOTHER:

ARE YOU UNDER THE CARE OF A PHYSICIAN? DYES DNO

IF YES, PLEASE EXPLAIN:

NAME OF PHYSICIAN: TELEPHONE #: ( )

ARE YOU TAKING ANY MEDICATIONS, PILLS OR DRUGS? I:IYES D NO

IF YES, PLEASE EXPLAIN:

DO YOU TAKE ANY BLOOD THINNERS ? DYES |:|No DASPIRIN |:]PLAV|X DCOUMADIN OTHER:

TO THE BEST OF MY KNOWLEDGE, ALL OF THE PRECEDING ANSWERS AND INFORMATION PROVIDED ARE TRUE AND CORRECT. IF | HAVE
ANY CHANGES IN MY HEALTH, | WILL INFORM THE DOCTORS AT THE NEXT APPOINTMENT WITHOUT FAIL.




