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About You
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Today’s Date

E-mail Address

<\ > Insurance Coverage

(Please Circle)

Last Visit Date:

Where and When are the best times to reach you?
Whom may we thank for referring you?
Other family members seen by us?

Previous/Present Dentist:

2 > Spouse Information

v

His/Her Name:

Employer:

Work #: ()

Ext: SS#:

Birth date: / /

Age: DL#:

Relation:

Person Responsible for account:

Employer:

SS#:

Work #: ()

Ext: Home #: (

Birth date: / /

Age: DL#:

)

Billing Address:

4t> Medical History

Name: Do you have Dental Insurance Coverage?:
&t First T MF M. WS Dr. Primary O Yes O No
Secondary O Yes O No
I prefer to be called: CMale UFemale If yes, please give your insurance cards to the receptionist.
Birth date: / / Age: SS#:
Home Address:
Apt/Condo# In the event of an emergency,
who is the nearest person we should contact?
City State Zip
O Single O Married O Divorced O Widowed O Separated His/Her Name: Relation:
Home#: () Pager/Other: Work#: () Ext: Home#: ()
Work #: () Ext: DL#:
Employer:
Employer Address: -' - -
M Your role in keeping your
How long there? Occupation: wmwouth hed“;hst You are the most im-

portant component of you achieving and maintaining
excellent dental health. You must follow the treatment and
preventive advice we give you. Most important is that you are
responsible to keep your re-care appointments current and to
practice daily brushing, flossing, use of fluoride and/or any
other measures we have recommended to keep your teeth
clean and healthy. We will help with appointment tracking
and reminders, but it is up to you to take an active roll in
keeping the maintenance of your dental health current and
up-to-date. You are also responsible for payment of fees at
the time services are rendered. If prior arrangements are
made, financing is available through a finance company at
very low or even no interest (up to 6 months for the no inter-
est option). Feel free to discuss your treatment recommenda-
tions with Dr. Pate or one of our staff. We are eager to help
you achieve excellent oral health.
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Do you have a personal physician? O Yes O No

Physician’s Name:

Phone #: () Date of last visit:

CONTINUED ON THE NEXT PAGE [~

Initial Here:
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Your Current physical health is:  0Good OFair oPoor
Are you currently under the care of a physician? OYes ONo

Medical History continued

Please Explain:

Avre you taking any prescription/over-the-counter drugs? OYes ONo

Please list each one:

Do you smoke or use tobacco in any form? OYes ONo
For Women:
Are you taking birth control pills? OYes ONo

Are you pregnant?  OYes ONo Week #:

Are you nursing? OYes CINo

Have you ever had any of the following
diseases or medical problems?

(Please circle Y for yes or N for no.)
Abnormal Bleeding

Alcohol abuse :gir:ggﬁirlgi;ry
AIIerg_les Hepatitis A

Anemia ) Hepatitis B

Angina Pectoris High Blood Pressure
Art_h(lt}S o HIV+/AIDS
Atrtificial bones or joints Kidney Problems

Artificial Heart Valve
Asthma

Blood Transfusion
Cancer - Chemotherapy
Colitis

Congenital Heart Defect
Cosmetic Surgery

Liver Disease

Low Blood Pressure
Mitral Valve Prolapse
Pace Maker
Pneumocystitis
Psychiatric Problems
Radiation Therapy

Diabetes i
Difficulty Breathing g:iitr::;m Fever
Drug Abuse Shingles
Emphysema Sickle Cell Disease
Epilepsy Sinus Problems

Fainting Spells
Fever Blisters
Frequent Headaches

Stroke
Thyroid Problems
Tuberculosis

Glaucoma Ulcers

Hay Fever v .
enereal Disease

Heart Attack
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Yellow Jaundice
Heart Murmur

Please list any other serious medical condition(s) that you have ever had:

Do you have any allergies?

Aspirin Latex
Codeine Metals
Dental Anesthetics Penicillin

Erythromycin
Jewelry

Tetracycline
Other (please list below)
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e are committed to excellence in helping you to
achieve oral health. Our goal is to recommend
and provide the highest quality of treatment that
modern dentistry has to offer to meet your needs, and to
do so in a state of the art facility. We are committed to meet-
ing or exceeding the standards of infection control mandated
by OSHA, the CDC and the ADA.

5 > Dental History

/ Why have you come to the dentist today?

Do you require antibiotics before dental treatment? OYes ONo
Avre you currently in pain? OYes ONo

Have you ever had a serious/difficult problem
associated with any previous dental work? OYes ONo

Do you now or have you ever experienced
pain/discomfort in your jaw joint (TMJ/TMD)?  OYes ONo

Your current dental health is: OGood  OFair Opoor
Do you like your smile? OYes ONo
Would you like whiter teeth? OYes ONo
Do your gums ever bleed? OYes ONo
How many times a week do you floss?____ aday do you brush?
Type of bristles? OSoft OMedium OHard

O Use this area to tell us any other information

about your medical/dental history or problems you
may be having that are not explained elsewhere on
this form.

understand that the information that |
have given today is correct to the best of
my knowledge. 1 also understand that this
information will be held in the strictest confidence
and it is my responsibility to inform this office of
any changes in my medical status. | authorize the
dental staff to perform any necessary dental ser-
vices that | may need during diagnosis and treat-
ment with my informed consent.

Signature Date




