Dewitt Dentistry Patient Information (Confidential)

Patient Name Date of Birth Social Security #

Address City State Zip

Home Phone Cell Phone E-Mail

Minor___Single_ Marriel___ Divorced___Widowed___ Separated___ Employer

Work Phone Employer Address

Spouse/Parent Name Spouse/Parent Employer

Spouse/Parent Work Phone Permission to relay confidential info to:

**Emergency Contact Relationship: Phone #

How did you hear about our office/Who referred you?

PRIMARY DENTAL INSURANCE SECONDARY DENTAL INSURANCE

Employee Name D.OB. Employee Name D/O/B

Employer Name Employer Name

SS# of Insured SS# of Insured

Name of Insurance Company. Name of Insurance Company.

Address of Ins. Co. Address of Ins. Co.

Phone Palicy # Phone Policy#

PATIENT MEDICAL HISTORY

Primary Care Physician: Phone: Address

Last Exam Are you currently being treated? What is being treated?

Have you ever been hospitalized for any surgery orillness? YES NO If yes what was the problem

List any medications you are currently taking (prescription OR OTC) '

Are you in good health?  YES NO Have there been any changes in your health in the pastyear? YES NO

If yes, what has changed?
Do you have any of the following conditions?
High Blood Pressure YES. .- NO Heart Disease YES NO
Stroke YES NO Cardiac defibrillator/Pace Maker YES -NO
Chest Pains YES  °NO Heart Murmur YES NO
Heart Attack YES: = NO Valve replacement therapy YES NO
Rheumatic fever YES:  NO Mitral Valve prolapse YES NO
Anemia YES © 'NO Are you on aspirin therapy YES NO
Are you on blood thinners YES. - NO Frequently Tired YES NO
Swollen Ankles YES NO Fainting/Dizziness YES NO
Easily Winded YES NO Asthma YES NO
Migraine Headaches YEST NG Epilepsy/seizures YES NO
Arthritis YES = NO Allergy to latex products YEE NO
Hay fever/Allergies YES NO
Allergies to medications YES NO Ifyes please list

OVER —




Emphysema YES NGO Tuberculosis YES . NO
Chronic Bronchitis YES NO Thyroid Problems YES = NO
Diabetes YES _NO Glaucoma YES NO
Joint replacement/implant YES NO Organ Transplant YES NO
Leukemia YES= NGO Cancer XES NG
Radiation Therapy YES NO Chemotherapy YES NO
Hepatitis/Jaundice/Liver disease YES  NO Colon Disease YES - NO
Mononucleosis YES NO Diverticular disease YES NO
Peptic Ulcer « YES" = NO Reflux esophagitis YES  NO
Kidney Disease YES NO Sexually transmitted disease YES . NO
Prostate Disease YES . NO AIDS or HIV Infection YES . NO
Are you wearing contact lenses? YES  NO Do you have hearing difficulties? YES  NO
Doyousmoke? YES NO How much? Frequency of Alcohol consumption
DENTAL HISTORY

Do your gums bleed while brushing? YES. NO Are your teeth sensitive to hot/cold? YES NO
Are your teeth sensitive to sweet/sour? YES NO Do you have any sores in or near your mouth? YES - NO
Have you had any neck or jaw injuries? YES NO Do you clench or grind your teeth? YES  N@
Do you have frequentheadaches? YES NO Have you ever had a difficult extraction? YES NO
Do you bite your lips/cheeks frequently?  YES  NO Have you ever had orthodontic work? YES NO
Ever experienced clicking in your jaw? YES NO Ever had difficulty in opening/closing mouth? YES NGO
Ever experience pain (joint,ear,side of face)?YES ~ NO Difficulty Chewing? YES NO
Are you wearing remqvable dental appliances? YES NO
Have you ever had instructions on how to care for your teeth? YES NO
Have you ever had mEtmc’uons on how to care for your gums? YES. NO
What is your chief dental complaint?

; WOMEN ONLY
Are you pregnant, thirIk you may be? YES NO If yes, when is your due date?
Are you nursing? YES. NO Estrogen Replacement Therapy YES  NO
Are you taking Birth Control Pilis? YES  NO Medtcatlon for Osteoporoms’? YES NO
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*"YOUR INSURANCE IS A CQ NTRACT BETWEEN YOU AND YOUR EMPLOYER IT IS IMPOSSIBLE FOR US TO KNOW EVERY

PATIENT’S’ POLICY AS ALL OF THEM DIFFER. ANY CLAIM NOT COVERED FOR ANY REASON IS YOUR RESPONSIBILITY (ie:

Missing tooth clause, waitin

Signature Date




