
Patient Information Sheet 
. 
.l~"O\ 1 

DENTAL CARE Chart # _ ______ _____ _ _ 

Patient Information 

First Name: Int.:. Last Name .• Dale of Birth : .1 __1_­

Home Address - Apt. # : __ City - Slale: __ Zip; 

Work Phone it: ( ) Home Pnone It , ( ) 

Cell Phone /I i ) E-mail Address ' 

OUt: Social Security It : ___" - Sex: (M) (F) 

Employer --­ Position 

Employer Address' Employer Phone # ( ) 

In Case of Emergency contact' (name) --­ Phone Number: ( ) 

Name of PhYSICian 

Address, - City _ Telephone: ( )­

Address. City, Telephone. ( ) 

How Did You Hear About Us? 

Flyer/Ad - Insurance/Plan Referral Slgnl'Bldg LocatIOn _ Marketing Representative 

Yellow Pages Employer Other DDS Referral Family/Friend Website 

Community Event: School" - Other. 

Resfa°nslble Par!t.
(Oisre ard If same In ab ) 

First Name: Inl. : ___ Last Name Date of Bi rth:..-/ -----i__ 
Home Address Apt # : _ _ City: State: __ Zip. 

Home Phone 1/' ( ) 

DLIt· Social Security # : ___-___ -___ Sex: (M) (F) 

Employer Position : How Long? 

Work Address 

Work Phone Number: ( ) Ext. Department. 

Primary Insurance Information 

Insured First Name. Last Name: Date of Birth : __/__I__ 

Insured Address ---
Palients relationship to Insured (Circle) : Selt 

Employer Name & Phone Number: 

Insurance Co. Address : 

Spouse Child Parenl Sex: (M) (F) Insured Social Security # 

Insurance Company: 

Effective Date: 

- -

-

Group II: Policy It: Phone Number of Insurance Co .. ( ) 

Secondary Insurance Information 

Insured First Name. Last Name: Date of Birth:--'--,,__ 

Insured Address 

Patient's relationship to Insured (Circle) : Self Spouse Child Parent Sex ' (M) (F) Insured Social Secunty II : ___"___ -

Employer Name & Phone Number' 

Insurance Co, Address: 

Insurance Company 

Effective Date: 

Group II: Policy p. Phone Number 01 Insurance Co.: ( ) 

, I'IIqUfif that ~ dAllt oen.ef,l"l. iITIy att1.-:f'W'IAO payR.bI'il to 011!1 ror seMall! ,sndGrIIcllO be patO 1.0 11\8 p~ of .ae/"lo1Ce. I UO(HJ~ TNt I am rmanCl!!ftIj reaoonsrO!e tOf" ii.I CIl8!;OII{ Insurance p.I'OC8e(:JIi iJfe rn syHdet1t 
10 """'" my abIIr.l ,"',. ""ClIo, • ~'" I om 11.me lor IIw ohor.lllil I rIIJlhclnn U. pnw.... 01181\1"" to NIeau "I i<I/"rma_ ".,.,.,.....y 10 MOl'. I,," PlIvmem 0' _,,. I mo "0,,.,,",10 !hot e""TTuna.tJon "";'01 
tr8illmen1 at m',l1e 1 !1M md)Ot ChIldren ll~oo by doc&ora. doctor. 85818L8ntB &nO otcl., meQaII p8f8QfV'l81 FwlaJre to ptoY1dft C-otnp.le!& Infcrmlloon """Y ,Hutt in my receJ\'lt1~ a bU1 '01' HrvlC't!l:l 
I "'3m 1Ntby ""'II IIerc.. I ~ IV 1",,1 Itt~. CQmI1IeI. aM 0lnwcL IlutItrr) D Sdm,"_ CD S . Inc., ""'1 vnnty ItIIII nlOrmauon ~"'" wn'CIUIVe, """'""" """"ons Mce..ary (,ooM11og but noll",,' od IC . 
CNdit t1tpmtt ~ may ~iI; cthlf'T'l IN 11"1 n'QI'IT\4ttan ~rtW'tg my crodfl h1510ty tOf' me tf8:211 '~J to U\B f.(tanl oerT'''Mled ay Ie*, II. my .WIla-r'..zatlOn lor BtlltlOrl 0 Sconte'f"OW 0..05.• Int:.. to verify r:rJCIll history 

Signalure 01 Pa!lenl ___________________ Signature of Responsible Party ___ _______ _ ________ 

http:C-otnp.le


Health Questionnaire 


These questlon9 ara lor your benefrt and assure thai treatmen t will lake. Into consideration your pasr and present health status. 

Some questions may seem unrelated 10 your dental condilion but they are all assOCIated With proper oral health care. 


Please answer each question Check the appropriate box andlor Circle Yea or No where applicable, Example: Are you alllle? ......... _......... yes No 

MEDICAL HISTORY 
Are you in good health? ... ...... ................... ... ......... ........ ........... .. ...... ....... ........... .......... ........... ............ ............ , ....................................................... Yes No 
Date 01 last physical examinatlon ________________________________________ 

Are you under the care of a physician? ............ ................................ ........................................................ " ................................. ............................. yes No 
II so. what is Ihe condition being treated? _____________________ ___________________ 

Have you ever had any serious Illness or operation? ................... ...... ...... .. ............ ..................... .. .................... ~................................................. Yes No 
11 so what Illness or operatlon? ___ __________________________________________ 

Have you ever been hospltaHzed? .. ..... .. ... ....... , ..... ........................ . ...... ...... ...... ......... ...... ... ........ ..... .............. .. .... ... ................. ........................ ....... yes No 
1150 whruwaslheproblem?_ _____________________________________________ 

Are you taking any 0 medications =drugs or herbs? ...... ... _ ................................ .................... .~ .. ...... ............... _ ....... ...... ... .. .................... Yes NQ 
______ _______________ VVhatdosage?______________________ _\I so, what? ____ 

No If so, what?________________ _________Are you uSing any recreational drugs (marijuana, cocaine. etc .)? Yes 

Have you ever been premedicated with antibiotics for your dental treatment? .... ............ .......... ......... ... .. .. . ....................... Yes No 

Are you sensitive or allergic to any drugs or materials? - Penicillin Tetracycline ::::: Sulfa Drugs _ Aspirin 0 Codeine L Latex ;:J Other 
If o1her. what drugs? __________ _____________________ ___________________________ 

Do you have or have you had any of the following: (Please circle Y for Yes and N for No - answer all conditions): 

y N ;'nem!a Y N h.y Feve, Y N Head Inluoes Y N Cereornl PaiS', Y N AI>a"m,"CFever Y N SoCk'. Cell D,sease Y N Psychlal r<: Trealmenl 
y N Helpe Y N Glaucoma. Y N H~an FaIlure y N 01\19 ~ dooC1O()11 Y N ~"bertulCS,. [TS. j y N Carusone Med,,:n. Y N Hap.lilts or JaundC" 
y N Sue. • Y N TO<1 c" I ,I" Y N Sea,.." Fe',", Y H ' IOne}' Di5c. ..... Y N Blood T ",nsfu,"on Y N AI'~Ves 10 Me1aJ~ Y N OlnlQJlly Swall<lWIIlg 
y N Ulcers Y N H!!'moor ..tll& Y N S",ltS T'llUcle y N C~f>f!lQIN!mpy Y N Jolnl Replacemenl Y N EJ[oesslve Bleeding Y N Co"genl~ Heart LOSlOn~ 
y N Dlabel" Y N Cold Sales y N Heart MUlmur Y N Stnm. cI1UlCe,,; Y N Nerve", Dlsorde'5 Y N ~4 , ' raJ Varve ProlAilse Y N X·Ray or Coball Treatment 
y N Aritnl.s y N Ernonysem. Y N LI'/er Disease Y N A.no,na PecIO'" Y N T uIM'" or Gro","S Y N High Blood Pr8SS;Jre Y N Aad" '1011 Tre.llrEniat any kind 
y N 4s'''ma Y N Ar.eutr.aIIS!T. Y H Siood D.""a"" Y N MenIal o,sorder Y N AI1e-fg:-eS Ot Hl'ves Y N lilV Rel.,ed Camcl!!x y N Vene,eal Dlsease (Syphi"s. Gonorrl'Ba) 
y H Can..:~t Y N Cn.c'en Pen Y N "'ean AI.mem. Y N ThylOld D,sea;e Y H PaiD In Jaw Jo<n!s Y N RSS01ralOry O.sa ...."" Y H AcqUIred (m,,",ne Def<c.ency Syndrome (AIDSI 
y N $e'1L Hl.5 Y N B'ttl lSC Ea:. Y N "MnAII.>-" ., N F ..nling Spens Y H An"",,1 PfI) , 1~f'$I' Y H Ep,leosy or Selrurso Y N T\IJ (Temporomanolbu .' JOln11Ocsoroe' 

Do you have any disease, condition Dr problem nOI listed that you think we should know about? ........... .... ......... .................................... ........ .. Yes No 

Do you wear a cardiac pacemaker. or have you had heart surgery? .. ... .. ........... ..... , ....................................... . ..................... ........... ..Yes No 

Do you smoke? If yes, how much? Cigarettes '::J Cigars 0 Packs per day ........ ............ ............... ..Yes No 

Have you ever taken the drugs - Phen Phen - Redux Dr any =diet drugs? .. ... ... .... .............. ....... ................ .. .......... ...... ........ .. .......... .. ..... .. Yes No 

(VVomen) Are you pregnant? If so. how many months? .. ... ....... ....... .. .. ... ....... ..... .... ..... ... .. .... .................... ....... ............ ...... ... , ... Yes No 

(VVomen) 00 you have any problems associated with your menstrual penod? .. .... ... .. .. .. .. ............................. , ....... ................... .............. .... .......... Yes No 

(VVomen) Do you take any birth control medlcallon or hormones? ........ .... ...... .. ... ..... .... .. ........ .. .............. .......... .. ....... .... ,.. .. .. ......... ............. Yes No 


DENTAL HISTORY 
Have you ever had a local anesthetic (Novocaine, etc.)? ........ .. .. ...... ..... .. .. ........ .. .. ..... .......... .. ....... .......... . .. .. ....... ... ................. .... .............. ...yes No 

Have you ever had any unfavorable reaction from a local anesthetic?... ... .. ... ........... ..... .. .. .... ..... .. ... .... .. ................ .. ............. .......................... ..yes No 

Have you had any serious trouble associated with any previous dental treatment? .. .............. ......... .... ... .. ....... ..... ...... ......... ............ .... .... ............. yes No 

Ifso.explain?_____________________________________________________________________________________________________ 

How long since your last lull mouth X-Rays? Weeks Momhs Years 
How long since your last denial treatment? ____Weeks Months Years 

Does dental treatment make you nervous? r Slightly ~ Moderately - Extremely? . '" .............. .. .. ........... .. .. .. .. .. ..... ....... .... . ............. . ....... .. .. Yes No 

Would you deSire to be pre-sedated? ................... .. ........... .. . . ......... ............ . ... ..... . ....._... ........ ....... ...... ... ....... .. ......... ... ........ ..... .. ............. .... .. Yes No 
fa tile best 01 my I<now1edgp, fiN of thF precorfing ilns ....er:; 8 ft' true and correct 


/1 I t?""" /la> e 8,1)1 c!1ange ,n my heal//I .Jr /1 my fTIti'.1il~8tions chango. t will v",rnaul fa il, rnform Ihe doc/or at my ne ~1 aplJDmtmem 


OC Date Signature______________ _ [QJ UPDATE - Sinee your last vlalt: 

~ UPDATE - Sine. your last vlalt: Have you saen a medical doctor? .. . .. .................. ... ............ . ..... .. . Yes No 

H aVE> you Se..n a m edical doctor? ... . .. .. .... .... .. ..... Yes No Have you had a chenge In your medIcatiOn? .. . ..... ...... .. .. ...... ..... .. .... .. . Yes No 

Hav", you had a change In your medICation? .. .... .... .... .. .. .. ...... .... ..... Yes No Have you had a change In your mec/lcal cond,Uon or had surgery? .. .... .. Yes No 

Have you had a change In your medICal condl ~on or had surgery? . . .. .. Yes No 
 pt•••• nor. Ch.ng:e. In haalfIJ .Jnc• .... V"'L "no eh.lIg••, pI..... writ. -Hon." 

PlasS<! note chang..~ In hellllh sin"" las! vl" L If no changes. please \Wile ' None' 


_____ _ 5Ignalur"'_ ________________ _ _ 0 8to _______ _ SlgnaIUle,_ ______ ________ _ 

~ UPDATE - Since your I_t vlalt : 00 UPDATE - Since your last visit: 
Have you seiln a medical doctOr" . ...Yes No Have you seen II medical doctor? ... ...... .... .. ...... . . .. ...... .. .. . .... .. .. Yes No 
Have you hild " change .n your madlcatlon? .. ... .. ....... .. .. Yes No Have you had a change In your medication?.... .. .... ..... .. .. .... .......... .. Yes No 
Havo you had a change in your medical COnd,lIon or had surgery? .. . . Yes No Have you had a changa In your medical condition or had surgery? .. ... .Yes No 

_______ Sillnature___ ___ ____________ Oale___ ______ 519narure________________Date 

Signed:_ ___________ ________ Oate:_________ __ Relationship to Pafienf_______________ 


