


Welcome








�


We are pleased to welcome you to our practice. Please take a few minutes to fill out the forms as 


completely as possible.





PATIENT REGISTRATION FORM











Last Name____________________________________ 	First _____________________________________ Middle Name Initial_________


 


Sex  F(   )  M(   )   Age____  Date of Birth _____________  Marital Status ______________ Spouse __________________________________





Full name and phone of parent or guardian:________________________________________________________________________________





Phones: Home: ( ___)___________Work: ( ___)_____________Extentsion ______ Mobile: (___)______________ 





Please select phone numbers and prefered time to reach you:  Home__time ___	Work __ time__		Mobile: __  Time __  





May we send text messages?  Yes____  No ____ 


 


Address where we may contact you by regular mail (U.S Mail):______________________________    City _________________   Zip _______





E-mail where we may contact you: _______________________________________________________________________________________





How would you prefer for us to communicate with you?   Mark one or both:   Mail (U.S Mail) ____   Email:____   Both_____





In case of emergency, who should be notified? ______________________________________Phone:_____________________________





Whom may we thank for reffering you?   _____________________________________________________________________________





Name of person completing form (if different from patient)    _____________________________________________________________





					


MEDICAL HISTORY FORM





1) Overall Health Questionnaire  (This information will be considered confidential)





Please answer the following questions to the best of your ability by circling  ( YES ) or ( NO )   





1.	Are you in good health?  ................................................................................................................	Yes	No


2.	Has there been any change in your general health in the past year?...............................................	Yes	No


	______________________________________________________________________________


3.	Date of last check up by a physician: ________________________________________________


4.	Are you currently under a physicians’s care? If so what for?.........................................................	Yes	No


              	_____________________________________________________________________________


		_____________________________________________________________________________


Treating physician’s name and telephone  ____________________________________________


_____________________________________________________________________________





   5.	Have you had any serious illness, operations or hospitalizations? ................................................	Yes	No


If so, describe and give aproximate dates: _____________________________________________


   6.	Do you generally tolerate dental treatment well?  ..............................................................................	Yes	No


   7.	Have you ever had intravenous sedation or general anesthesia?  ................................................ ......	Yes	No


   8.	Do you smoke?....................................................................................................................................	Yes	No


   9.	Are you in or have you ever been in an alcohol or drug rehab program?.............................................Yes	No


  10.	Do you require premedication for Heart defects, Heart infection or Prosthetic Heart valve?...............Yes	No                                                                                                                                                                 


  


 


2.  	Do you have or have you ever had :  Circle  (Yes) or (No) and UNDERLINE medical condition that applies.





1)	Heart Disease that was detected at birth? ......................................................................... .............	Yes	No


2) 	Rheumatic Fever or Rheumatic Heart Disease?......................................................................... .....	Yes	No


	3)	Cardiovascular Disease:  Heart trouble, chest pains,Angina Cardiac problems, Heart attack...... ..	Yes	No


	4)	Coronary Artery Disease , Stroke.....................................................................................................	Yes	No


	5)	High Blood Pressure...........................................................................................................................	Yes	No


	6) 	Heart Surgery, Pacemaker................................................................................................................	Yes	No


7)	Heart murmurs: Mitral Valve Prolapse with valvar regurgitation, MVP without valvar regurgitation, 


Other..................................................................................................................................................	Yes	No


	8)	Lung Disease (Asthma, Emphysema, Chronic cough, Bronchitis, Pneumonia, Tuberculosis


Shortness of breath, Severe cough)?.................................................................................................	Yes	No


9)	Neurologic Disorder (seizure, epilepsy, fainting, dizziness, nervous disorder) ................................  Yes	No


10)	Blood Disease (bleeding disorder, anemia, blood transfusion).........................................................   Yes	No


11)	Hepatitis or Liver Disease ................................................................................................................ 	Yes	No 


12)	Kidney Disease?..................................................................................................................................	Yes	No


13)	Diabetes?.............................................................................................................................................	Yes	No


14)	Thyroid Disease (Hypothyroidism, tumor)?.....................................................................................	Yes	No


15)	Arthritis (Which Joints?).................................................................................................................... 	Yes	No


16)	Stomach ulcers or intestinal problems?.............................................................................................	Yes	No


17)	Glaucoma?........................................................................................................................................	Yes	No


18)	Frequent ulcers in the mouth?.........................................................................................................	Yes	No


19)	Tumors, cancer................................................................................................................................	Yes	No


20)	Radiation (X-ray treatment for cancer) in head and neck region?......................................................	Yes	No


21)	Chemotherapy.................................................................................................................................... 	Yes	No


22)	Implants/ artificial joints anywhere in your body?...............................................................................Yes	No


              23)  	Noises in jaw joint, pain near ear when chewing, do you grind or clinch teeth..................................	Yes	No


24)	Sinus or nasal problems?..................................................................................................................	Yes	No


25)	Any disease, drug or transplant operation that has depressed your immune system?......................	Yes	No


26)	Recurring infections of any kind?....................................................................................................	Yes	No


27)	HIV exposure?................................................................................................................................     Yes	No


		


		


3.           Are you taking or using any of the following:  UNDERLINE if it applies, give name and dosage.








A.	Antibiotics?...................................................................................................................................... 	Yes	No


B.	Do you take blood thinners such as:  Coumadin  (  ) 	Plavix (  )    ....................................................Yes	No


C.	Thyroid Medications?......................................................................................................................	Yes	No


D.	Antihistamines, decongestants?.......................................................................................................	Yes	No


E.	High blood pressure or heart medications?........................................................................................	Yes	No


F.	Steroids..........................................................................................................................................	Yes	No


G. 	Tranquilizers, Antidepressants?......................................................................................................	Yes	No


H.	Stomach or GI medications? (antacids, ect).....................................................................................	Yes	No


I.	Cholesterol reducing drugs..............................................................................................................	Yes	No


J.	Aspirin, Ibuprofen, NSAIDS or anti-inflammatory drugs or other pain relievers?.......................	Yes	No


K.	Weight reduction pills or diet aids (over the counter or “natural” products)?...................................	Yes	No


	L.	Vitamins, Natural remedies or other supplements?...........................................................................	Yes	No


	M.	Marijuana, cocaine or other “recreational drugs”?.............................................................................	Yes	No


	N.	Are you taking any medication to improve bone density such as:  ......................................................Yes	No	


			Aredia ( )   Fosamax ( )   Boniva ( )   Actonel ( )   Zometa ( )    Other  (  )


	O.	Any other medications, pills, supplements or drugs?........................................................................	Yes	No


	


4.	Please list all current medications here:  


		_____________________________________________________________________________


	_____________________________________________________________________________


	_____________________________________________________________________________











5. 	Are you allergic to or had a bad reaction from:





	A.	Penicillin, Amoxicillin, Cephalosporins?.........................................................................................	Yes	No


	B.	Other Antibiotics?............................................................................................................................	Yes	No


	C.	Barbiturates, sedatives?...................................................................................................................	Yes	No


Aspirin, Ibuprofen, NSAIDS, or other pain medicines?................................................................	Yes	No


Codeine or other narcotic or opioids?.............................................................................................	Yes	No


Latex...............................................................................................................................................	Yes	No


Other allergies or reactions?.............................................................................................................	Yes	No


Please List:____________________________________________________________________





6.           Do you have any other medical conditions or problem not previously mentioned that the doctor 	Yes	No


	should be aware of? Explain: ___________________________________________________________


	____________________________________________________________________________________


7.	Do you wish to speak to the doctor privately about anything else?...........................................................  Yes	No





Women only:





	A.	Are you taking birth control pills?...................................................................................................	Yes	No


	B.	Are you pregnant, trying to become pregnant or any chance you might be pregnant?.....................	Yes	No


	C.	Are you breast feeding?...................................................................................................................	Yes	No


	





All patients:





I understand the importance of a truthful health history and realize that incomplete information may have an adverse effect on my treatment. To the best of my knowledge, the information above is complete and accurate.





________________		_____________________________________________________	______________


Date				Signature of person completing Health History			Drs’ Intials.








Thank you























Please return this form to the receptionist. DO NOT WRITE AFTER LINE.





Subsequent Visits:





Medical Update: I have reviewed my health history dated _____/_____/_____  and confirm that it accurately states past and present conditions. Except:______________________________________________________________________________________


_____________________________________________________________________________________________________





________________		_____________________________________________________	_______________


Date				Signature of person completing Health History			Drs’ Initials.











DENTALENDO
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