GETTING TO KNOW YOU

DATE:

PATIENT NAME MALE ___ FEMALE

(FIRST) (M.1) (LAST)
MARRIED SINGLE DIVORCED WIDOWED CHILD
HOME ADDRESS CITY ZIP
HOME PHONE WORK PHONE PAGER/CELL
EMAIL ADDRESS
SS# DATE OF BIRTH AGE
OCCUPATION EMPLOYER
FULL TIME STUDENT OYES 0ONO SCHOOL/COLLEGE CITtYy
GENERAL DENTIST REFERRING DENTIST
NEAREST RELATIVE RELATIONSHIP
ADDRESS CITY ZIP PHONE

NAME OF FAMILY MEMBER WHO HAS BEEN A PATIENT IN OUR OFFICE

ACCOUNT INFORMATION
PERSON OR PERSONS FINANCIALLY RESPONSIBLE FOR ACCOUNT

SAME AS ABOVE

NAME

NAME

RELATIONSHIP TO PATIENT HOME PHONE

RELATIONSHIP TO PATIENT HOME PHONE

ADDRESS ADDRESS

CITY STATE ZIP CITY STATE ZIP

BIRTHDATE BIRTHDATE

MARRIED_____ SINGLE_____ DIVORCED____ WIDOWED____ MARRIED____SINGLE____ DIVORCED____ WIDOWED____
EMPLOYER EMPLOYER

OCCUPATION OCCUPATION

BUSINESS ADDRESS BUSINESS ADDRESS

BUSINESS TELEPHONE BUSINESS TELEPHONE

SOCIAL SECURITY NUMBER SOCIAL SECURITY NUMBER

DRIVERS LICENSE NUMBER DRIVERS LICENSE NUMBER

PLEASE COMPLETE THE INSURANCE INFORMATION ON THE BACK OF THIS FORM.




INSURANCE INFORMATION

DENTAL INSURANCE

MEDICAL INSURANCE

PRIMARY DENTAL INSURANCE COMPANY
ADDRESS PHONE #
INSURED’S NAME RELATIONSHIP TO PATIENT.
INSURED’S SS # / / DATE OF BIRTH / /
INSURED’S EMPLOYER GROUP
SECONDARY DENTAL INSURANCE COMPANY.
ADDRESS PHONE #
INSURED’S NAME RELATIONSHIP TO PATIENT
INDURED’S SS # / / DATE OF BIRTH / /
INSURED’S EMPLOYER GROUP

—

IF YOU HAVE MEDICAL INSURANCE PLEASE PROVIDE THE FOLLOWING:

PRIMARY MEDICAL INSURANCE COMPANY

ADDRESS PHONE #
INSURED’S NAME RELATIONSHIP TO PATIENT.
INSURED’S SS # / / DATE OF BIRTH / /
INSURED’S EMPLOYER GROUP
SECONDARY MEDICAL INSURANCE COMPANY

ADDRESS PHONE #

INSURED’S NAME RELATIONSHIP TO PATIENT. I
INDURED’S SS # / / DATE OF BIRTH / /.
INSURED’S EMPLOYER GROUP

— ]

| authorize release of information relating to my insurance claims made by this office. | understand that | am
responsible for all costs of dental treatment and that this office will bill my insurance as a courtesy to me.

Patient Signature or Parent of a Minor Date



Name DOB

Lf‘ : Medlcallnfor matlonPleasemaﬂ(masyourresponse - : ;  : ’;;
' %eck DK if you Don’t Know the answer to the A
; Yes No DK
question)
Yes No DK| Artificial (prosthetic) heart valve...............oc.... O oo
Do you wear contact 1enses?..........ccoveueueuennn. O o0
Previous infective endocarditis.............cocenuune. O 0O 0O
Joint Replacement. Have you had an orthopedic total
joint (hip, knee, elbow, finger) replacement?.00 0O 0O Damaged valves in transplanted heart........... O 0O 0O
Date: If yes, have you had any Congenital heart disease (CHD)
TP
S Unrepaired, cyanotic CHD
Are you taking or scheduled to begin taking Repaired (completely) in last 6 months........ O 0O O
either of the medications, alendronate (Fosamax®) Repaired CHD with residual defects............ [ R |
or risedronte (Actonel®) for osteoporosis or AL o
Paget's disease? «aswwsausissimsmsesssusin o oo Except for the condtions listed above, antibiotic

prophylaxis is no longer recommended for any other form
Since 2001, were you treated or are you presently of CHD.

scheduled to begin treatment with the intravenous
bisphosphonates (Aredia® or Zometa®) for bone pain,

hypercalcemia or skeletal complications resulting Yes No DK
from Paget’s disease, multiple myeloma or ‘ .
e T OO O Cardiovascular disease.........c.ccoerererinncnnenens [
ANGING; s
Date Treatment began: -y ELE T
AReriosClerosis wmnmammmmusmssmesas 5V I
Congestive heart failure ...........cccoreinrnricnns oo 0o
Damaged heart values...........coceceveenennnennnnes O 0o o0
. _ _ Hear attatk ... susmemmmmmmmimissmsmevenmesensessses o oo
Allergies — Are you allergic or have you had a reaction to:
To all yes responses, specify type of reaction. HEER MUMMUE wssmmrmsarammmmssssmsemessms O 00
Yes No DK| Low blood pressure.......ccccoceveeeeereniverennennenn o 0o o
Local: anestheties . cviasumnmamannasiines O o ad ngh blood PIESSUIE...veovereeseeeeseeeseessseeseesens O O O
Asplrln ............................................................. O 0O d Other congenital heart defects e, O O 0O
Penicillin or other antibiotics ..........ccccvveruenene O O O Mitralvave prolapse... _ O 0O 0O
Barbiturates, sedatives, or sleeping pills.......... O O O | pacemakeron.. B B I
Sulfa drligs: s B O O | Rl ot s OO0 O
Codeine or other narcotics........ocvvrvrererrernne. O O O | Rheumatic heart disease............... oo 0
MetalS......covveeeiivnnenne errererterereetereetterarraera————.. O 0o ad Abnormal bleeding ................................. O O O
Latex (rubber) .................................................. O O 0O YN 1172 TR O O O
[OAINE .. e O O O | Blood transfuSion ..o, i B T
| Hay fever/seasonal ..........ccccoevecennereseneecnnene O 00|k yes, date:
ANIMAIS .. [ R e 2 1 WO o000
” 070 ISR O 0O O AIDS or HIV infECHON oo O O O
| Other ARIEES vvvvvveesseeeesesse s ssssssssssses 00O




Please explain:

Name DOB
- Medical Information Please mark (X) as yo&rresponse ' . :
a Yes No DK Yes No DK )
Do you use controlled substances (drugs)? .....Do you use Chronicpain. s O o0 o
tobacco (smoking, snuff, chew, e-cigs)?.......... O O O | Diabetes TYpe | oF ll....ummusssssssssssssssssssssnssens O 0O O
If so, how much? Eating diSOrder .........ccovvuvevierverieeiesiesiessannone, O 0 O
If so, how interested are you in stopping? MAINULON. ... 0Do o
(Circle ong) VERY/ S_OMEWHAT/ NOT INTERESTED Gastrointestinal diS€ase ............cocevevrrrreererenne. O 0O O
Do you drink alcoholic beverages?................. U O O | GE. Reflux/persistent heartburn........oo........ O 0O 0O
::yes,?how much alcohol did you drink in the last 24 UIGEIS coovveereetereoiseeeseeeessssssssessssessesesseesesens O
ours’ .
If yes, how much do you typically drink in a week? ;Tyrsld Problems ..., E l; g
Have you ever been addicted to drugs (incl. recreational FOKB s ivnsssimnnnsmesmatessannassssasned
drugs) O O 0O | GleueomMeuessemmmesmmasmssmmsasms 5 |
lfyes, pleass list AIgsP.mmimansmsemnussmmissss s A 0 o0 0
Have you ever been m treatment for addlctlon’) . D D D A”ergIeS or hlVeS .............................................. D D D
Have you ever had a bad experience in Cortisone mediCine .........cccvvirecininicecininnnes o o O
the dental office?......ccccevvivvivvviiiicc oo 0o Liver disease/Yellow jaundice..........cccorvrrunnenn o 0o 0o
Have you been a patient in the hospital during Hemophilia:..uawanimimisscasomssirose O o g
the past two years? ......................................... o oo Venereal Disease (Syphilis, Gonorrhea)........... oo o
Have you lost of gained m";"e than Hepatitis, jaundice or liver disease................... OO Q0
1D0 poREs N thi last ¥ear. I """""""""""""" S = o] = 0 o 0o O
0 you ever wake up from sleep s p
shortiof breath? s o 0o o Fainting s‘pells.or S A e S Rl e
. ) Neurological diSOrders ...........ceerereveseererenarnes o o d
Has your medical doctor ever said you have s
CaNCEr OF @ tUMOI? ...o.vvvverreeeereseree e eseeseneean O 00 If yes, specify:
AUtOIMMUNE diSEASE. e OO 0O Sleep disorder/Sleep Apnea.........ccocuvveerrennans o o O
Rheumatoid arthritis .o O o o Mental health disorders.........ccccveeveevrecveeinnnns O 0O O
Systemic lupus erythematosus ...............cc...... O o g Specify:
F Y11 11 N a—y O 0O 0O Recurrent INfeCtions ...........cooovvvvnnvriiiinnriinnens 0o oa0o
Bronghiis cusmsummssmsrasssmsmmmins O O O | Typeofinfection:
Emphysema ____________________________________________________ O O O Kldney ProBleMS ussssassmsvssnsmasasmems siin o o O
SINUS trOUDIE v eeeeer e e e e e e eeseresae s O O O Night:SWeals s o 0o O
§ (500 1o - U — O 0O d (311010 o] a1 - U o oa
Cancer/Chemotherapy/ Persistent swollen glands in necK.................... o 0o 0o
Radiation Treatment ..........ccevveveereierrnereeennens O o ad Severe headaches/migraines.............cccveuueenens O 0o
Chest pain upon exertion...........cccveevresieennas O 0O g Severe or rapid weight 10SS......c.cccuviirriiirienenn O o o
Sexually transmitted disease.........c.cccerrvrrenenn o o d
WOMEN ONLY Are you: Excessive urination:ssswsisssnnsan O o0
Pregnant Zsssmimsemsavmmsonssarin o 0o 0o Cold SOres s oo Qo
Number weeks: GeNital NEIPES ...veeeevereseseeeeersees ceeiassssianns OO o
Taking birth control pills or Sickle Cell AISEASE ........vuuurrermrrrermrressareessnenens O oo
hormonal replacement? ... O O O | Heanng @id coeeeeeeeeeeseceeesssssssenssesssssesssessssses oo o
NUFSING Zseremrmmmrmmmarnsmssmmevamimsass o oo
Has a physician or previous dentist recommended that you take antibiotics
prior to your dental treatment?..... ..o s O O O
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above
that you think | should KNOW @DOUL? .........eeiiiiiiiiiecee e O o o

hevision Date: 12/2011




Name DOB

~ Medical Information pesse mar pgas your resporse.

. ( Yes No DK )
Are you now under care of a physician for any medical condition? ...........ccceeevvvveveveecvernnn. o 0O 0O
Physician Name: Phone: Include area code

Address/City/State/Zip

Do you have Kaiser Medical COVErage? ..........ccociveirnsserssnsssessasessnessessersnsssnsssasssssssssssassnses o 0O 0O

What is your Kaiser #
Which Pharmacy would you like your prescriptions called into?

Yes No DK
Areyot! ingood health? «uswessemsrmmmmmnsmsi s s iR OERAR s s e reanass o o O
Bl T e L g I T U O —— o o O
Has there been any change in your general health within the past year?...............c............ o o O
If yes, what condition is being treated?
Date of last physical exam:
Height: Weight: J

é )
Yes No DK

Have you had a serious illness, operation or been

hospitalized in the Pastd YoarS T . s o s s s ns s ams rmensaenassass o 0O O

If yes, what is the illness or problem?

Are you taking or have you recently taken any prescription
Or-OVer thie CoUNtEr MEAICING(S)7 ... vswvvrsvevesvusvisammrssessissimseismamss R s AR IS ENs o 0O O

If so, please list all including prescription, vitamins natural or herbal medications and/or diet
supplements. Please include all medication dosages.

et

* Revision Date: 12/2011



Name DOB

NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient issues prior to treatment.

| certify that | have read and understand the above and that the information given on this form is accurate. | understand

the importance of a truthful health history and that my dentist and his/her staff will rely on this information for treating me. |
acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction. | will not hold my
dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions
that | may have made in the completion of this form.

Signature of Patient/Legal Guardian: Date:
A 4
a )

FOR COMPLETION BY DENTIST/STAFF

Comments:




