
Welcome To Our Dental Office

In order to render optimum health  service it is necessary to become acquainted with the vital 
information related to each patient.  Of course all information is strictly confidential. Although 
some questions may seem unimportant at the moment they may be vital in case of emergency. 
Therefore PLEASE ANSWER EVERY QUESTION ON BOTH SIDES.

PERSONAL INFORMATION
Day  Month  Year

Name  ___________________________________

Address __________________________________

City _____________________________________

Postal Code _______________________________

Email ____________________________________

Occupation _______________________________

Name of Employer __________________________

Name of person responsible for this account/parent or guardian ________________________

Do you have dental insurance? ________________

Policy No.   ________________________________                                                                        

I.D. or S.I.N. No.  _____________________________________________________________                                                                                                                                         

How did you hear about our practice? _____________________________________________

Date of Birth ______________ Age ____

Home Phone ______________________

Cell _____________________________

Office Phone ______________ Ext. ____

Title:  Mr. / Miss / Mrs. / Ms.

Medical Doctor _____________________

Company Name ____________________

% Covered ________________________

Date _____________________________

MEDICAL HISTORY

1. Have you ever  had a serious illness, operation, or been hospitalized?
 If Yes, explain   __________________________________________
2. Are you under  the care of a physician now for any problem?
 If Yes, explain   __________________________________________
3. Have you had a medical examination within the last year?
 If Yes, explain   __________________________________________
4. Are you taking any medications, drugs  or pills presently?
 If Yes, explain   __________________________________________

5. Do you have or have you ever had any of the following?  (Circle)

Rheumatic Fever
Heart  Trouble
High Blood Pressure
Heart  Murmur
Venereal Disease
Mental  or Nervous Disease
Joint Replacement

Yes No

Liver Disease (Jaundice, Hepatitis)
Kidney Disease
Diabetes
Epilepsy
Radiation or X-ray Disease
Gastrointestinal Disease
AIDS

Thyroid Disease
Lung Disease
Asthma
Blood Disorders
Anemia
Cancer
Sinusitis

 Other _________________________________________________   
6. Do you have any allergies?
 If Yes, explain   __________________________________________
7. Are you allergic to any medicines or drugs?
 If Yes, explain   __________________________________________
8. Have you ever  had freezing (local anaesthetic) in your mouth?
 Any ill effects from it? _____________________________________




