
PATIENT INFORMATION FORM 

Patient Name: First _________________ MI ____ Last: _______________ _ 

Nickname: ______________ _ 

Address: Street ______________________________________ _ 

City _____________________ State/Zip code ________________ _ 

Phone: Home Mobile: _____________ _ 

Email address ________________________________________ _ 

Social Security Number________________ Date of Birth _____________ _ 

Is the patient a minor? Yes or No (please circle) 

Name of Responsible Party: First________________ Last ________________ _ 

Date of Birth: ______ _ Relationship to patient: Self/ Spouse/ Parent/ Other ____________ _ 

Address: (if different from patient) Street. _________________ City _____________ _ 

State/Zip code __________ _ 

Phone: Home __________ _ Mobile ___________ _ 

Dental Benefit Plan Information 

Primary Dental Plan Name ____________________________________ _ 

Address: Street ________________________________________ _ 

City _______________________ State/Zip code ________________ _ 

Phone Number ______________ _ 

Name of Insured ______________ _ Date of Birth _________ _ 

ID Number ________________ _ Group Number ________ _ 

Name of Employer _____________________________ _ 

Patient Relationship to Insured ________________________ _ 

Secondary Dental Plan Name ___________________________________ _ 

Address: Street ________________________________________ _ 

City ________________ _ State/Zip Code __________________ _ 

Name of Insured ____________ _ Date of Birth ___________ _ 

ID Number ______________ _ Group Number __________ _ 

Employer Name ________________________________________ _ 

Relationship to Insured _____________________________________ _ 



-· . 

PATIENT MEDICAL HlSTORY 

Previous Dentist led Visit Data of IMt dHnt,. 

What are your main dental concerns? 
Do you have or have you hid eny of the~? PIAN drde V.. o,No 

1.. y N Heart DIR1se l&. y N IOcfnev Diilttllt 
2. y N Mltrll Valve Prolapse 19. y N Attfwfth 
3. y N Stroke 20. y N 1umof o, Ml~ .nty 
4. YN RMUffllttc f'ever 2L y N C..nter/chltmothttlpt~ 
5. y N Pacemaker 22. y N Ue<edtnt OtWtkt 
6. y N S~nt 23. y N Tubmutous Of l Ul'lf Dbff.ilt 
7. y N Abnormal Blood Pressure : 24. y N Asthma 
8. y N Anemia 25. y N 1nfK11ous Mononuclil!Csli {"Mono") 
9. y N Hay f'ever 26. YN Herpes (Onl/Cold Som) 
10. y N Sinus Trouble 27. y N HisttMy of Dru1 Addlttlon 
u. y N Epilepsy/Seizures 2a. y N HIV/ AIDS 
1.2. y N Ulcers 29. YN lmmuM Supptustd DISOtdtr 
13. YN LM!r Disease 30. YN Hff~lOU 
14. YN Hepat1t1s Type __ 31. YN F11lntlnt Sptlls 
15. y N Diabetes 32. YN Glaucoma 
16. y N I usually take ant1blot1cs prior to dental treatment 33. YN Att1fld1I Jolnb/lmplints: 
17. y N Have you ever taken Fen-Phen or Redux? 34. YN 1 smo• ot uM c~w1n1 tobic.co 

If yes, how much ptr «uy? How many 
Women: '1'1111? 
y N Are you taking birth control medle1t1on? 35. YN Do you take or hl\/9 you tV9t t1k1n 
y N Are you or could you be pregnant or nurslna? •~honatet (Fo.s.m••· BonlVI, Actontl, Aredla, 

Zometa, etc ... ) for osteoporosis or any other condition? 
List env m1Jor surgeries: 36. y N Art you t1kln1 llood Thinners? (Pllllllc, Ellqult, 

W1rfarln, Xlrelto, Coum1dln, Aspirin etc ... ) 
37. Please 11st any other medical conditions or medical history 

NOT llsted on this form 

Are you ellerslc to any of the followlnc? 
1. YN Aspirin s. YN Codeine 
2. YN Ibuprofen 6. YN Latu, Metals, Plastta 
3. YN Sulfa Dru1s/Sulfltes/Sulfldes 1. YN local Anesthetics (Le., NOYOQln, Udocelne) 
4. YN Penlclllln •• YN Othe, 

Please 11st ell medlcetions you ere Qlrrently taklns: 
Medication Condition: 
Medication Condition: 
Medication Condition: 
Medlcetion Condition: 
Medication Condition: 
Medication Condition: 

In case of emergency please contact: 
Name Relationship Phone 
Name Relationship Phone 

lnldal medlclVdental reviewed by: 
Date Dile 

Doc:tori Stan1Me htien.t/GU11dl.ln Sfc.n,lture 

Pertocllc medal/denal i-1111 revlawed by: 
Date 

0oa:ol'I SlpltUre 
Date 

I Ood.ol'I SlanllVl'II 
Date 

Ooaori S1gnn .. re 
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