
Patient Information 
Date________________ 

Last Name_______________________________ First Name____________________ MI_____________ 

Address________________________________ Apt #__________ City____________________________ 

State_____________ Zip_________ D.O.B.____________ Age_______ SS#________________________ 

Home #____________________ Cellphone #_____________________ Work#______________________ 

Employer____________________________________ Position__________________________________ 

Business Address_______________________________ City_____________ State_______ Zip_________ 

In Case of Emergency-Contact: ___________________ Relationship__________ Phone______________ 

Person Responsible for Account/Name of Insured_____________________________________________ 

Insured Member D.O.B.___________________                                   TX Drivers Lic.#_________________  

Name of Dental Insurance Company______________________________ Phone #__________________ 

Insurance Address____________________________________________________________________ 

Member ID/Social Security #_____________________________ Group#__________________________ 

Personal Physician____________________________________Phone#___________________________ 

Pharmacy Name_____________________________________Phone#____________________________ 

Pharmacy Address______________________________________________________________________ 

General Dentist________________________________________________________________________ 

Address_____________________________________________ Phone#___________________________ 

Whom May We Thank for This Referral? Name_______________________________________________ 

Address____________________________________________ Phone#____________________________ 

*I Authorize Release of Any Information Relating to This Claim. 

_____________________________________   ________________________________ 

Signature (Patient or Parent/Legal Guardian)   Date 



MEDICAL HISTORY FORM     Date____________________ 

Name___________________________________________________ Sex____________ Height______ Weight_________ Age__________ 

Purpose of Visit______________________________________________________________________________________________________ 

Drug Allergies? ( ) Yes ( ) No      * If yes, list name of drug and reaction that occurred 

___________________________________________________________________________________________________________________ 

Medications Taking:  List dosage, amount, and quantity taking per day  

___________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________ 
Indicate which of the following you have, or have had in the past (Please check Y or N) 

ADD/ADHD  ( ) Yes ( ) No    Heart Attack  ( ) Yes ( ) No  

AIDS/HIV Positive  ( ) Yes ( ) No    Heart Murmur  ( ) Yes ( ) No 

Alzheimer’s Disease ( ) Yes ( ) No    Heart Problems  ( ) Yes ( ) No 

Anaphylaxis  ( ) Yes ( ) No    Heart Surgery  ( ) Yes ( ) No 

Anemia   ( ) Yes ( ) No    Hepatitis   ( ) Yes ( ) No 

Angina/Chest Pain ( ) Yes ( ) No    Herpes   ( ) Yes ( ) No 

Arthritis   ( ) Yes ( ) No    High Blood Pressure ( ) Yes ( ) No 

Artificial Heart Valve ( ) Yes ( ) No    High Cholesterol  ( ) Yes ( ) No 

Artificial Joints  ( ) Yes ( ) No    Irregular Heart Beat ( ) Yes ( ) No 

Asthma   ( ) Yes ( ) No    Kidney Problems  ( ) Yes ( ) No 

Bleeding Disorder ( ) Yes ( ) No    Liver Problems  ( ) Yes ( ) No 

Blood Transfusion ( ) Yes ( ) No    Mental Health Problems ( ) Yes ( ) No 

Breathing Problems ( ) Yes ( ) No    Nervous Disorders ( ) Yes ( ) No 

Bronchitis  ( ) Yes ( ) No    Organ Transplant  ( ) Yes ( ) No 

Bruise Easily  ( ) Yes ( ) No    Osteoporosis  ( ) Yes ( ) No 

Cancer/Tumor  ( ) Yes ( ) No    Pace Maker  ( ) Yes ( ) No 

Chemo/Radiation  ( ) Yes ( ) No    Sinus Problems/Allergies ( ) Yes ( ) No 

Diabetes   ( ) Yes ( ) No    Steroid Treatment ( ) Yes ( ) No 

Dialysis   ( ) Yes ( ) No    Stomach Problems ( ) Yes ( ) No 

Dizziness/Fainting ( ) Yes ( ) No    Stroke   ( ) Yes ( ) No 

Drink Alcohol  ( ) Yes ( ) No    Taken Bisphosphonate ( ) Yes ( ) No 

Drug Abuse  ( ) Yes ( ) No    Thyroid Disorder  ( ) Yes ( ) No 

Epilepsy/Seizures  ( ) Yes ( ) No    Tuberculosis  ( ) Yes ( ) No 

Eye Disease  ( ) Yes ( ) No    Use Tobacco Products ( ) Yes ( ) No 

*Female Patients: Are you… 

Pregnant/Trying to conceive ( ) Yes ( ) No     Taking Oral Contraceptives ( ) Yes ( ) No     Nursing ( ) Yes ( ) No 

 

Surgeries/Hospitalizations: ( ) Yes ( ) No  * If yes, please list reasons and dates_________________________________________________ 

___________________________________________________________________________________________________________________ 

Any Complications with Medical/Dental Treatments: ( ) Yes ( ) No *If yes, please explain 

___________________________________________________________________________________________________________________ 

Are you under a Doctor’s care now? (Other than Primary Care Physician) ( ) Yes ( ) No  

*If yes, please list name and phone number________________________________________________________________________________ 

Do you have any other information that you think I should know about? ( ) Yes ( ) No   

*If yes, please explain_________________________________________________________________________________________________ 

HISTORY OF PRESENT DENTAL ILLNESS 

Does your mouth hurt now? ( ) Yes ( ) No  Sensitivity to Hot/Cold? ( ) Yes ( ) No Fever Blisters?    ( ) Yes ( ) No 

Do you grind your teeth?     ( ) Yes ( ) No  Jaw Joints Hurt/Pop?      ( ) Yes ( ) No Orthodontics (Braces)     ( ) Yes ( ) No 

I Understand and have answered all of the above questions to the best of my ability and I consent to x-rays and photos to be used for 

diagnostic and teaching purposes. 

_____________________________________________________   ___________________________________________ 

Patient or Guardian Signature       Date 
















