W= TE=ALL JBDENTAL ASSOC

WHITEHALL PA 18052

(610)434-5796
Patient #
Date

Name Birthdate SS#
Address City ; State Zip
Sex |:|M OF [ Married [] Widowed [ Single [] Minor
[ Separated [] Divorced [] Partnered for_____ years
Home Phone #_( ) Cell Phone #1( ) Email
Employer . Employer Phone ( )
Employer Address City State Zip
Spouse or Parent's Name Employer Work Phone ( )

Whom may we thank for referring you?

Person to contact in case of emergency

Name of Person

Responsible for this Account Relation to Patient

Address Home Phone ( )

Birthdate Currently a patient in our office? []Yes []No
Employer Work Phone ( )

E-Mail Cell Phone ( )

Name of Insured Relation to Patient

Birthdate Social Security # Date Employed
Employer Work Phone # ( )

Employer Address City State Zip
Insurance Company Group # Union or Local #
Address City State Zip

How much is your deductible? How much have you used? Max. Annual Benefit

Name of Insured Relation to Patient

Birthdate Social Security # Date Employed
Employer Work Phone # ( )

Employer Address City State Zip
Insurance Company Group # Union or Local #
Address City State Zip

How much is your deductible? How much have you used? Max. Annual Benefit




| MEDICAL HISTORY...CONTINUED s 1| ()
. i “ v\w,:

SRS

DENTAL HISTORY.. ...

Y

[

Your current physical health iss  ~ Goed

{_ Fair _ Poor |
- Do you smoke or use tobacco in any other form? s

Why> have you come to the dentist today?

L Yes INo
+ Have you hed any metal rods, pins or implants? [ Yes INe
- Are you toking any prescription / over-the-counter or herbal supplement drugs?

Do you require antibiotics before dental freatment? Yes INo -

; “Yes _INo Are you currently in pain2 © Yes | INe
. Please list each one: Have you ever hod a serious/ difficult problem

o Ph associated with any previous dental work? s 1 Ne
. Have you ever taken Phen-Fen? (Ake ; s % 1 Pondimin} . Yos ; 5 ST
: fso 3 shen? Rkl ¢ Have you ever hed gum treafmenté .../ Yes [.iNo

- For Women: Are you using ¢ prescribed method of birth contro®? | ¥zs [ No

- Are you nursing®

Week &

LiYes _iNo

Do you now or have you sver experienced pain /
discomfort in your jaw joint (TMJ / TMD)? _ Yes _INe

Your current dentol healthis | | Goce | Forr  _ Fooi

Have you ever had any of the following diseases or medical problems Do yov like your smile? Y __ N Doyour gums ever bleed? | 1Y | N
¢ M Absommal Bleeding ¥ Herpes / Fever Blisters - How many times a week do you floss? cdoydoyoubrush?
Yo Alcohol / Drug Abuse ¥ N High Blood Pressure ; - o )
Y N Anemio Y ' HIV*/ ADS  Typeofbrises? | Sofi  _Medium _ “urd
Sn Artheitis ¥ Hospitolized for Any Reason ) ing 12
¢ 5 Arifcal Bores/ Joints /Valves /N Kichy Problems ~ How long do you use a toothbrush before replacing it?
! Asthma ¥ 't liver Disecse . Are your teeth sensitive fo heat, cold, or anything else?
¥ n Blood Transfusion Y5 ow Blood Pressure ) \ Y —_
Y N Cancer/Chemetherapy ¥ N lupus Hove you lost ony tegth? [ Yas  _iNo fyes, why?
*f Colitis YN Mibral Valve Prolapse WS WP o e :
“{ Congenital Heart Defect Y " Pocemaker b A . . o
“ Dichetes % i Psychiotric Preblems - lunderstand thot the information that | hove given today is correct to the best of
* Difficully Brecthing ¥ ! Radiotion Treatment - my knowledge. | clso understand that this information wilf be held i the sirictest
*t Emphysema ¥t Rheumatic / Scorlet Fever - confidence and it is my responsibility fo inform this office of any changes in my
" Eplepsy YN Seizwes medical status.
N Fainting Spells ¥ i Shingles
0 Frequent Heoduches Y4 Sickle Cell Diseose / Troits o
% Glescoma * Sinus Problems - Signature Date
. Hay Fever “ Siroke
::,r_: f‘m"“:’i‘ur m‘:‘i’z"b‘ﬁs Payment is due in full of the time of treatment
N Hest S N Ulars > unless prior arrangements have been approved.
N P Mﬁtm" - Venereal Discose  if this office accepts insurance, | understond that | am respensible for payment

of services rendered and also responsible for paying any co-payment an

Please list any serious medical condition(s] that you have ever had: - deductibles that my insurance does not cover. | hereby quthorize payment

“direcily to the Dental Office of the group insurance benefits otherwise payable
to me. | understand that | am responsible for all costs of dental freaiment, |

hereby outhorize release of any :nformation, including the diagrosis and

records of freaiment or examingtion rendered, fo my insurance company.

Are you allergie o any of the following?

Y N Aspirin ¥ N Erybromycin Y N Teracycline

¥ N Codeine ¥ N Latex Y N Other
Y N Denta! Anechelics ¥ M Penicillin

Signature Dare
Ovur office is HIPAA Compliant and is committed o meefing or exceeding the

i T _ standards of infection control mandated by OSHA, the CDC and the ADA.
FICE USE ONLY OFFICE USE ONLY OFFICE USE ONLY OFFICE USE O

1 verbally reviewed the medica! / dental information above with the patient nomed herein. Inifials: Date:

Please list any other drugs/matericls that you are allergic to:

Dector's Comments:

MEDICAL HISTORY UPDATE
L have recd my mecica! history dated and confirmed thot it states past and present medicel conditions.
, Signature Date
i heve read my medicl history doted ond confirmed that it stotes past and present medical condifions.
, Signature Date

t have read my medical history dated and confirmed fhat it states past and present medice! conditions.

Signalure Dare




Do you have or have you had any disease, or condition not listed? CYes ['No

If yes, please list:

Indicate which of the following your have had, or have at present. Circle “Yes” or “No” for each item.

Heart Disease | 'Yes | = No | Stroke Z1Yes | 1 No | Hepatitis C ~Yes | 2 No

or Attack

Heart Failure {:Yes | C'No | Kidney Trouble JYes | 0 No | Arteriosclerosis “Yes | No

(hardening of arteries)

Angina Pectoris | "1 Yes | = No | High Blood fiYes | No | Ulcers CYes | 'No
Pressure

Congenital 7iYes | T No | Venereal Disease | ~ Yes | 5 No | AIDS 'Yes | 7 No

Heart Disease

Diabetes .. Yes | 0 No | Heart Murmur TYes | ~No | Blood Transfusion ZYes | Z“No

HIV Positive ;Yes | O No | Glaucoma “IYes | 7 No | Cold sores/Fever 1Yes | i No

blisters/ Herpes

High Blood T Yes | [INo | Cortisone ~Yes | :1No | Artificial Heart Valve “Yes | T No

Pressure Medication

Mitral Valve 1Yes | iiNo | Cosmetic TYes | = No | Heart Pacemaker “Yes | < No

Prolapse Surgery

Emphysema OYes | ZNo | Anemia 'Yes | 0 No | Sickle Cell Disease “'Yes | ©“No

Chronic Cough | 7 Yes | & No | Heart Surgery SYes | ZNo | Asthma ~Yes | “No

Tuberculosis L Yes | [1No | Bruise Easily 1Yes | 7 No | Yellow Jaundice ~Yes | 7T No

Liver Disease N Yes | ZNo | Rheumatic fever | 7Yes | s No | Rheumatism = Yes | !No

Arthritis “1Yes | T No | Epilepsy or ZYes | 7 No | Fainting or Dizzy TYes | ZNo
Seizures Spells

Allergies or G Yes | 0No | Nervousness “1Yes | =~ No | Chemotherapy _Yes | _No

Hives

Sinus Trouble 1Yes | Z No | Radiation 'Yes | 0 No | Drug Addiction T7Yes | ZNo
Therapy

Pain in Jaw T Yes | Z No | Thyroid Problems | = Yes | = No | Psychiatric Treatment | ~ Yes | = No

Joints

Hay Fever T Yes | 1 No | Hepatitis A TYes | _No
(infectious)

Artificial Joints 1Yes | O No | Hepatitis B JYes | = No
Hip, Knee, etc.) (serum)

For Women Only:

Are you pregnant? 7 Yes .. No
If yes, what month?

Are you nursing? "I 'Yes T No

Are you taking birth control pills? 1 Yes = No

I understand the above information is necessary to provide me with dental care in a safe and
efficient manner. | have answered all questions truthfully.

Patient Signature: Date:
Dentist’s Signature: Date:
Review Date | Changes in Health Patient’s signature Dentist’s signature
Status
A-17

Current Dental Terminology © 2009 American Dental Association. All rights reserved.




