Home Address Business / School Name :

City State Zip Code Business / School Address

Date of Birth Sex Height |Weight Business / School Phone No.  |Email Address:

Marital Status: Social Security No. ; In Case of Emergency: Name and Telephone No.

Spouse / Parent : Name and Telephone No. Referred By: Best Way fo Contact You:
Dental Insurance Information (Primary Carrier) Dental Insurance Information (Secondary Carrier)

Insured's Name (Last) (First) (Middle) Insured's Name (Last) (First) (Middle)

Insurance Company ; Insurance Company

Insurance Company Address Insurance Company Address

Insured's Employer Insured's Soc. Sec. No. Insured's Employer Insured's Soc. Sec. No.

Insured's DOB ID No. Group No. Insured's DOB ID No. ‘ Group No.

Health History
Physician's Name Phone No. Address
Date of Last Physical Blood Pressure Pulse Are you Pregnant?

Are you ALLERGIC or have you experienced any reaction to the following?

Yes No Yes No Yes No
Local Anesthetics (e.g. Novocain).............. Bl (B e o[ n s B S o W B e Allergy- Latex............ccouivvnnn. e
Barbiturates/Sedatives/Sleeping Pills......... [ Codelne. ..o ts T 8 0O Metal: L L de s e ol B. O
Antibiotics (Penicillin, Amoxicillin etc.)........ g g o o e L R e Other Allergies:
Are you taking any of the following:

Yes No Yes No Yes No
ARDIOHCSY L cln e - e By i Hi e Allergy / Cold Remedies............ | e Digitalis/ Heart Meds............. i |
BloodeIhinnersts ol o8 i e L B o Birth Control Pills S A e NItroglyeern. ... i i o & m|
Blood Pressure Medication....................... O 0O Tranquillizers... TR o i Baby Aspirin 81mg.. O
Thyroid Medication: L ... oo ioinciis onoaaies mE Insulin / Dlabetlc Drugs Pl S ASPIrin-325mMg ..ot O
Cortisone / Steroids............cccvvivceeciecee.. O O Recreational Drugs.................. o o Osteoporosis Medication........ O B
List any and ALL medications You are CUITeNHIY TaKENG ... ..ol iae e ie e i caaeiimen e iaiasesnmnasstasn sassmnnen s nmsmams sasasesnmss o ssmrsan s smns s nasmnhasssnnnsennnnn
Indicate which of the following you have had or have at the present

Yes No Yes No Yes No
HeartEailupa, . see 8ot e s hir v o B LB Stroken. s chosho il i m e Radiation Therapy................. 5 e
Heart Disease or Heart Attack................... O O Artificial Joints (Hlp/ Knee).......... Ell s E Chemo Therapy.................... O O
Angina Pectoris .. B Kidney Trouble.. o Gl Hepatitis A (Infectious)........... O O
Congenital Heart Drsease fl =l Ulcers.. B | Hepatitis B (Serum)............... O O
Heart Murmur... it =i Drabetes it &--.0 Hepatitis C (Infectious)........... O O
High Blood Pressure el L% G TR Thyroid Prob]ems (@) Venereal Disease................. 0 O
Aterioselerosis et b o S i, i SE] Glaucoma.. o A R e S AlDS... ElYE
Mitral Valve Prolapse.............ccccceeeeeee... O O Cosmetic Surgery ..................... =] H.LV. Posrtlve S el e
HeartPacemaker: . &l vnsdviis o dova et Bl 82 Emphysema... S e S ) Blood Transfusron................. m ]
Rheumafic Fever . s sl B o Chronic Cough o o Hemophilia..ao. ot Dokl )
Arthitist xidina s 88 2 e S e e U o] Tuberculosis ..o vt i mnmuhe B B Anemia.. B )
RheumatiSme s S0 S0 on: . o iy B & Asthmal i eim i, nbn B A0 Sickle CeII Drsease Sk, Bl =l
Parriin'Jaw doints ol s ondat i s e o HayEever: shac el S e L E S Fainting or Bruise Eas:ly ......... B
Cortisone Medicine.............ooevveiiiaie . Gl Allergies or Hives...................... | Liver Disease........c.ccccoveeeeee.. @ O
DU AddICHON: & el e b e e e B EY B 62110158 # o10] o] [ AR S S eI N Epilepsy or Seizures.............. O O
Psychiatric Treatment............................. Eh- 0 Nenvoushessees ool is ot N Jaundicesze e v o s Ce ) el BB

Cold SOres? s n Mokl ik IRl A

Is there any disease, condition or problem not listed above that you think we should know about,
or is there any activity your doctor says you cannot do? If so explain:




