TRIPLE CITIES
FAMILY DENTAL, PC.

ADULT
ACCOUNT INFORMATION

MBS VMRS S V| SS MS. Blth TODAY’S DATE
NAME SEX BIRTHDATE
MARITAL STATUS DRIVER’S LICENSE #

ADDRESS HOME PHONE#
CITY. STATE ZIP CELL PHONE #
E-MAIL ADDRESS SOCIAL SECURITY #
EMPLOYER OCGUPATION
EMPLOYER ADDRESS WORK PHONE #
SPOUSE SS# BIRTHDATE
SPOUSE EMPLOYER OCCUPATION
EMPLOYER ADDRESS WORK PHONE #

PERSON RESPONSIBLE FOR DENTAL INVESTMENT.

SOMEONE TO NOTIFY IN CASE OF EMERGENCY

ADDRESS PHONE #

WHOM MAY WE THANK FOR THIS REFERRAL?

DENTAL INSURANCE INFORMATION

PRIMARY SECONDARY
EMPLOYEE EMPLOYEE
INSURANCE CO. INSURANCE CO.
ADDRESS ADDRESS
GROUP # GROUP #

SUBSCRIBER ID #




PLEASE CIRCLE THE APPROPRIATE RESPONSE. IF YOU DON'T KNOW THE CORRECT ANSWER, WRITE

MEDICAL HISTORY

“DON’T KNOW” ON THE LINE AFTER THE QUESTION.

1. PhYSICIAMSINAIIG e i ii i e sab e s s e SR Bt et e e T e e s s e et oo ses e n b,
A TS S o O S R U D o N
2. Areyou under a PhySiCIan’'s CAIE? .....c..ccceeeisceieiiinnieeasiesaa e eaeeee s e s eesasnesaaeeceaaresssmn e e e assansnnensn YES
Since when? Why?
3.  When was your last complete physical exam?
4. Are you taking any of the following medications:
A AN Ol S e o e e e e N R e e YES
B Anticoagulants bl eod nimmerS R s, YES
c. Medicine for high Blood PrESSUIE ..o ceee e st esae e ssne s saeamaasneeneioas YES
e A Ort SOMe (S O BIA S e o o R e i s e i v e e st e e YES
e rANQUIZERS s e i i e s R e e P R e YES
b AN S AN & s o N R o o e YES
o e Y e e T e YES
h. Insulin, tolbutamide (Orinase) or SIMIlAr ArUg ......c..coooeiieinecene et e et e eree e YES
i. Digitalis or drugs for heart troubIe.........ccooo oo YES
I NG Y CEI s s e L i e e R e R YES
k. Oral contraceptive or other hormonal therapy.......cocociiioc it s st e e esenenas YES
I Eosamax: Actonel Didrocal i e R e e e YES
1 QIS PIEEREHRIE £l])) caceemtomeonenstorsmnsotsionssamtunaonmnt e o o O E A SO S Et YES
5. Do you have or have you been treated for any of the following:
a. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency,
coronary occlusion, arteriOSCIENOSIS) . .-caeoaeeeieer it e et e e s se e e e e e ere e YES
b. Damaged heart valves or artificial heart valves ..., YES
G SIOKE e e e R e YES
d.  HIGN DIOOA PraSSUNE oo iomms s oo miie o sae fh e e s i e dor et e s bt e YES
e. Heart murmur or mitral Valve prolapSe .......cueecieiiiceneeseeecriecssteeeseceeene e esncessneeeneeseneeencs Y B
f. - Congenitalhedrt lesions xS it B e YES
@) (CERIER (TP MR frocromcomosonnoessamomominsmatbtnnaer oA S A 0N LS Ao S R SR SRR 000 YES
N A G S P eSO S 2l S YES
ARSI e e R YES
J-  Inflammatory rheumatism (painful SWOIEN JOINTS)....cc.oioueceeeeeereeeee e YES
k. Hepatitis, jaUNAICE OF [IVEr BISBASE ....cveeiiireicieeiseeiseieieesieee s eeneeeaasae s sesesmmanianaasmeeneaeansnes YES
5 SieneEen UeERS B SeEEM 218 o2 IS moommmonsememmmmoomommeemmmioimee s Sa0aon s SO 33AoEaAOaao0 YES
(s [RIRIAYER7 RG] Ol EhRirrrceremmemontrerescamec o sameee e ee e oo a0 A m a0 GR e YES
R 1 G U1 S | R s s s ta e ehe e YES
o. Do you have a persistent cough or cough up blood ..........cccciviiiniiiiiii s YES
P: EOW D00 PrESSUNE R -~ vessesrsemasmstn srameanreener e s sbone s s e o e e ame e e S YES
GoiVEnercal diSEase i e e e e e YES
L EpilepsY o SElZUNe dIS O er. .. e e eiisie s nasasnonacyanannaanas YES
SR R Sy G DO D | e e e e o ee et seray YES
U5 {CEIRBIE] coco00000000an0nn 00000 aa anaC e a0 A0S0 OO S AEEEOSOEE A ACABaRASEErCaER00 J00E I YES
W R e At eV e s R e YES
V2 SIS e 0l B ncecmoemmmnomomenmiontt ameatrnmiamsas St ee o S OE IS A030000CaEa00000050 YES
W A S Y 2 [ R Y SV e YES
e IV S O S K S R o R N YES
Ve BN A e S YES
Z S ) A B T e e et YES
6. Have you ever had a serious iliness, condition or major surgery not listed?.......c.ccceieieieiens YES
Explain:
7. Have you ever had surgery, chemo or radiation treatment for a tumor, growth or
O O O e e e o - e P YES
8. Do you have any blood disorders such as anemia or [eUKEMIa?......ueucecaisimsiimeesinimeinnennense YES
9. Have you ever had a blood tranSTUSIONT? ......cccciiiiieeiieree e semresssreee s smoesssneesensneeseessaneess YES
10. Do you have an artificial joint/proStheSiS? ..ot YES

NO
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NO
NO
NO

NO
NO
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NO
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NO
NO

NO
NO
NO
NO



15 R ave ol beentested O Y 2 e T PO YES NO

11a. If so, what was the result?
12. Are you allergic to, or sensitive to, any of the following:

A Focal ane St S e R o e s S S YES NO
8y, (PERIER ©F GULET I SIEIIER e csomonascsmssisonnomanntoamscsmaissomnea i aashasaamans A SOsSRRsaS0 YES NO
G S UAIANIgS: F s Pl e S A N e L R S e R YES NO
oL EEMCIVIEIES, SEREUNVES, € SIEERINE) [T s rrorteosomomonsmmammommeaomemmoniocssmoimotaiossos YES NO
A PN - s T L e T R R oI R PO el i YES NO
Fomlodine s s S my e o e Sl f s S e i N e e SRt e i LA S R YES NO
g Codeineor otherNarCoOtCS: & o e R i e S il S YES NO
I A U D B e T e Rl i R i O Nou i RO YES NO
i FARVEImetalSorieWelny ra - i s e e e e S SRR SR Aol s et Sl YES NO
O en (pleas e i) e e o o I T YES NO
(o BEIEIER, EVEerelok, CESIAYIS G MR somrcosuseonsamneaitoumommetemomeat smasasamm mmoamaeea: YES NO
13 =1 Doryouismoke o chew: tehaccoRin. i Bor Sl camiat Win e e SR S uis B cmbr e s S e YES NO
14. Do you habitually consSume alCONOIC DEVETAGES?.......ocviereeeeirereeiereereeeeeaeeeeseaeseeseeseresssssssssns YES NO
15. Do you habitually use controlled SUDSIANCES? .....c...cceueieveeoreeieeeereeeseesesseeesreessenseseresesssesnssasens YES NO
WOMEN
i B A e Y oLl PEEO N AN O U S PO Y OLL T T D e e e D L e YES NO
i BooljlisetanyibinthlContro|m e iCatiOm S 2 s S S S S, YES NO
1B AT QU SN e o o L e e e LAl o O SN Y YES NO
DENTAL HISTORY

1. Purpose of this visit

2. How long since your last visit?

3. Have you lost any teeth or have any teeth been removed?...........coco.ovivviieieiee e YES NO

4% Have theyibeen replaced s e L e e e R L e e e N e L YES NO

S ArE Y OU A Py AWt e D A e Bt S et e e e e YES NO

6. Would you like to know more about permanent replacementS?.... ..o ceeeeeeeeeeeeeeeeeeeaeens YES NO

7. Haveyou ever had any problems with previous dental treatment?............ccccceeeeeieeiiiceeenninns YES NO

If yes, explain:

8. Do you clench or grind your teeth?........................... e e YES NO

9. Boes Y OUR AW I K Or PP e i e N e e Sl B o vl el b YES NO
10. Do you have frequent headaches, neck or Shoulder ChES?......uceeiiiiiiceeeirieesissieeessneesnes YES NO
i ) Y O QU S S O T 2 e S SO o YES NO
112 oW Often Aoy Ol DI S Y UG e e 2 e U VU UNUR SOV, 5O R s E
480 Dalyoullseldentalifle S S e e L YES NO
14.  Are you unhappy with the appearance of your teeth? .........ccoooreeoieeieceeeeeeeeee e YES NO
15. Do you feel your breath is offensive at tiMeS? ..o eeeceenee e aeeneeenen YES NO
16. Have you ever had gum treatment OF SUMGEMY 2. .......ccceeemieiereereeeieeteaeeiaeeaneesnraeesseensesnsesmneen YES NO
17. Have you ever had any orthodontiC WOK? .........ccioieeiiereciieececceesee e eneeseseensesseassssenaesmeeen YES NO
18. Do you have any QUESHIONS OF CONCEITIS?........ciuciueesueeieriiseessesssessseassesassessssarsssensessessessesssesens YES NO

19. Is there anything you wish to discuss with the Doctor privately?............ccccccecvvvieieresennen.. YES - NO

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries
set forth above have been answered to my satisfaction. | will not hold my dentist, or any other member of the
staff responsible for any errors or omissions that | may have made in the completion of this form.

Signature of Patient Date



