- CONFIDENTIAL

Patient's Last Name First Micidle

| Prefer To Be Caled

Patient's Streat Address

City, State, Zip Code

Birthday Age Sax Race

M & D W
Height Weight Marital Status
Paients 554  Daytime Phona Number Cellular Number
Driver's License Siate Mumber Expiration Date

Closest living ralafive not living in same household

Their Phone Mumber

Who referred you to our office

Physician Drs. Phona Mo,

Current Madications:

DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?

MO YES
ANGINA PECTORIS [ [ |
MYOCARDIAL INFARCTION a o
COMGEMITAL HEANT DCICCT 2 O
RHEUMATIC FEVER OR a o0
HEARAT DISEASE/PACEMAKER a3 a
MURMURS a o
MITRAL VALVE PROLAPSE O O
HIGH BLDOD PRESSURE a 4
STROKE g 0
TUBERCULOSIS [ |
EMPHYSEMA/ASTHMA [ |
HEADACHES/SINUG O o
ULCERS a3 Q
FAINTS/SPELLS g a
PSYCHIATRIC TREATMENT o O
TRAMEFLISINNS o
HECEMT EYE SURGERY |

Parson Responsible for Payment Relationship 1o Patient

Must be 21 or oldar

Mailing Address

City, State, Zip Code

Home Phone Business Phons Cell Phone
sse Birthiate

Mame of Employar Yoars Employed There
Name of Dental Insurance Contract #

2nd Person Responsible for Payment  Relationship  Home Phona

Addrass-Strest Slata Zip Code

Emplover Businass Phona

554 Birthcate

Dental Insurance Company Contract #

Last Hosgital Admission:

Best Appointment Day

SICKLE CELL TRAIT/DISEASE
BLEEDING PROBLEMSMHEMOPHILLA
HEPATITISAJALUNDICE

FEVER BLISTERS

HABETES

THYROICVANRFNAL DISORDERS
STERCID THERAFY

KIDNEY DISEASENVENEREAL DISEASE
DRUGALCOHOL ABUSE
ANTICOAGULANTS/ASPIRIN
LEUKEMIACANCERCHEMOTHERAPY
EFILEFSY CP MD

GLALCOMA

CONVULSIONS DA SEIZURE DISORDER
AIDSHIV TESTED

IMPLANTS-HIP OR JOINT SURGERY
OTHER

DO0DO00000C0CO000O0003
COOCO00C00C00000U0UD

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING? WRITE DOWN ANYTHING YOU ARE ALLERGIC TO THAT IS NOT LISTED.

MO YEE
PENICILLIN a a
ERYTHROMYCIN [ | -
TETRACYCLINE [ | J
SULFA | |
IRLIPROFENADVILMMOTRIM [ ] 2

ASPIRIN |
ACETAMINDPHEN N |
CODEINE a
DENTAL ANESTHETICS 2
OTHER - |

coocod

2
m
3
0







