PATIENT INFORMATION FORM

Name: First Last Middle Date of Birth:
Address: Street City State Zip Code:
Phone: Residence Business Occupation:

( ) ( )

What is the Best Time to Call?

(Please Check One)
Physician

U Single
Physician’s Phone #:

( )

Who Will Pay This Account?

Emergency Contact:

Alternate Phone #:

( )

U Married U Divorced O Widowed U Separated

Who may we thank for referring you?

Spouse/Parent:

Emergency Contact #:

( )
Do You Have Dental Insurance? Insurer:
UYes UWNo
SSN #:
Are you now taking any drug or medicine? QYes ONo
Have you been hospitalized in the last two years? OvYes ONo
Are you allergic or sensitive to ANYTHING (Drugs, dental UYes WO No IfYes, Please state allergy here:
anesthetics, penicillin, etc.?)
Have you ever taken cortisone or steroids? OYes No
Do you have shortness of breath easily? OYes No
Do your ankles often swell? OYes O No
Do you smoke? OYes ONo
Females only: Are you pregnant? dYes ONo

Do you have or have you had any of the below conditions? (Please circle all relevant choices.)
Epilepsy
Asthma

Joint Replacement

Heart Trouble X-ray Therapy

Congenital Heart Lesions Stomach, Intestinal Trouble
Stroke

Circulatory Problems

Congenital Heart Disease
Heart Murmur Pneumonia

Open Heart Surgery Bleeding Problem Blood Disease
Arthritis

Tuberculosis

Artificial Heart Valve Eye, Ear, Nose, Throat Trouble

Heart Pacemaker Hepatitis

Rheumatic Fever Venereal Disease Sinus Trouble

High Blood Pressure Cancer Kidney Disease

Diabetes Severe Headaches

Artificial Limb

Thyroid Disease

Liver Disease Fainting Spells

PERMIT FOR TREATMENT
This is to certify that I, undersigned, consent to the performing of the dental and oral surgical procedures agreed to be necessary or
advisable, including the use of local anesthetic as indicated and | will assume responsibility for fees associated with those procedures.

Patient’s Signature Date / /




