MEDICAL HISTORY FOR PATIENT

NAME OF PERSON RESPONSIBLE FOR ACCOUNT OR MEMBER WHO HAS COVERAGE

ADDRESS CITY STATE ZIP
HOME PHONE BUS. PHONE CELL

SOCIAL SECURITY # DOB SEX
PRIMARY INSURANCE POLICY# GROUP#

OTHER DENTAL INSURANCE IN FAMILY

PERSON RESPONS!BLE EMPLOYED BY

ADDRESS CITY STATE ZiP
PATIENT NAME RELATIONSHIP TO INSURED
SOCIAL SECURITY # DOB SEX

REFERRED BY

Medical History

Physician’s Name Date of Last Visit

Have you had any serious illnesses or operations? [ Yes [ No If yes, describe

Have you ever had a blood transfusion? O Yes [ No If yes, give approximate dates
(Women) Are you pregnant? O Yes 0O No  Nursing? O Yes 00 No  Taking birth control pilis? O Yes 0O No
Check (O) if you have or have had any of the following:

OAIDS [0 Cortisone Treatments [ Hepatitis O Rheumatic Fever

O Anemia [0 Cough, Persistent [ High Blood Prassure [ Scarlet Fever

O Arthritis, Rheumatism 0 Cough Up Blood O HIV Positive O Shortness of Breath

O Artificial Heart Valves [ Diabetes O Jaw Pain [ Skin Rash

O Artificial Joints O Epilepsy O Kidney Disease [ Stroke

[ Asthma [ Fainting O Liver Disease [ Swelling of Feet or Ankles

O Cack Problems [ Glaucoma O Mitral Valve Prolapse O Thyroid Problems

O Blood Disease O Headaches O Nervous Problems O Tobacco Habit

O Cancer O Heart Murmur [] Pacemaker O Tonsillitis

O Chemical Dependency O Heart Problems O Psychiatric Care O Tuberculosis

[ Chemotherapy Describe___ [ Radiation Treatment O Ulcer

O Circulatory Problems O Hemophilia [ Respiratory Disease OVenereal Disease
Medications Allergies

List medications you are currently taking:

SIGNATURE

The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing and processing of insurance for
benefits for which | am entitled. | will not hold my dentist or any member of his/her staff responsible for any error or omissions that | may have made in
the completion of this form.

Date Signature

Doctor Signature

Medical History Update




