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FAMILY DENTISTRY of BUCKEYE


PERSONAL INFORMATION-HEALTH HISTORY

NAME ________________________________________________Birth Date: _______________Gender: ______ SS #____________________________
PARENT NAME (If patient is a minor) _______________________________________________________Birth Date______________________________
MAILING Address ____________________________________________________ CITY_______________________ ST_______ ZIP________________

E-MAIL Address __________________________________________________________ MARITAL STATUS: Single____ Married_____ Divorced_____
PHONE: Cell _____________________________________ Home _________________________________ Work ________________________________

Does patient have dental insurance?   Yes  /  No
Name of Insurance Co.______________________________________________________________

Subscriber Name: ___________________________________ Birth Date: ______________ Employer:__________________ ID#_____________________

Does patient have Dual Coverage?   Yes  /  No
Name of Insurance Co.______________________________________________________________

Subscriber Name: ___________________________________ Birth Date: ______________ Employer:__________________ ID#_____________________

ACCOUNT RESPONSIBILITY if someone other than yourself:    NAME__________________________________________________________________

Mailing Address ______________________________________________________________ Daytime Phone ____________________________________

HEALTH HISTORY – Indicate whether you HAVE or have ever HAD any of the following
_______________________


































































The above Information is true and correct to the best of
Print: ___________________________________________ Relationship: ____________________

PATIENT OR GUARDIAN

Signed: __________________________________________ Date: __________________________

Dr Signature: _____________________________________

YES	NO	Are you in good Health? ______________________________	   YES	NO	Diabetes _____________________________________


YES	NO	TB, Asthma or Lung disease___________________________	   YES	NO	Thyroid Disorder ______________________________


YES	NO	Chest pain, shortness of breath_________________________	   YES	NO	Tumors, Cancer, Radiation treatment ______________


YES	NO	Bleeding problems, bruise easily_______________________	   YES	NO	Kidney or Bladder disease_______________________


YES	NO	Stroke____________________________________________	   YES	NO	Psychiatric care _______________________________


YES	NO	Blood Thinner or Aspirin_____________________________	   YES	NO	Headaches, ringing in ears  ______________________


YES	NO	Fainting or Seizures_________________________________	   YES	NO	Pregnant: Months  _____________________________


YES	NO	Heart murmur, Rheumatic fever________________________	   YES	NO	Birth control pills  _____________________________


YES	NO	Heart valve defect, Heart disease_______________________	   YES	NO	Hip, Knee or Joint Replacement, Year _____________


YES	NO	Pacemaker ________________________________________	   YES	NO	Joint pain or stiffness, arthritis ___________________


YES	NO	High Blood Pressure ________________________________	   YES	NO	Has your Health changed in the last year ___________


YES	NO	Hepatitis or Liver disease ____________________________	   YES	NO	Advised to pre-medicate for dental work ___________


YES	NO	HIV, AIDS, ARC __________________________________


   YES	 NO	Any Conditions not listed above__________________


____________________________________________








List any and all ALLERGIES ______________________________________________________________________________________________


List any and all DRUGS/MEDICATIONS you are taking _______________________________________________________________________


_______________________________________________________________________________________________________________________


List any and all SURGERIES ______________________________________________________________________________________________


List any ill effects from Novocain, Penicillin or any other drug  ___________________________________________________________________


Have you ever experienced any unfavorable reaction from previous Dental Treatment?  _______________________________________________


YES	NO	Are you being treated by a Physician now?  Dr Name _________________________________________________________














