
Name:                                                         

Sex:    M     F  Date of Birth:    /   /      Social Security Number:     –     –       

Street Address:                                                   

City:                  State:     Zip:      E-Mail:                                 

Home Phone:              Work Phone:              Cell Phone:             

Emergency Contact Name:                   Emergency Contact Phone:              

Race:    African American    Asian American    Caucasian/White    Hispanic    Other

Name of Family Physician:                    City:             State:    

What is your reason for today’s visit?                                          

             

Do you have commercial dental insurance?

                                

Are you a current CareCredit cardholder?

Are you currently wearing dentures?

             

Have you taken, are you taking, or are you scheduled to begin taking medications for osteoporosis

PATIENT HISTORY INFORMATION



            

Do you use or have you
used tobacco products?

(Circle Past or Currently 
per relevant mark)

Do you drink alcoholic
beverages?

Are you alcohol dependent?

Do you use or have you used 
prescription or street drugs or 
other substances for recreational 
purposes?

(Circle Past or Currently 
per relevant mark)

  Methamphetamine 

Are you drug dependent?

FEMALES ONLY

Are you pregnant?

   

Are you nursing?

Are you taking birth control 
pills, fertility drugs or 
hormonal replacement?

Allergies: Are you allergic to or 
have you had a reaction to any 
of the following?

  Aspirin

  Codeine or other narcotics

               

Specify type of reaction:

              

  No Allergies

Do you take blood thinners daily (including Aspirin):

             

Medications

                             

Medications SupplementsDosage / Frequency Dosage / Frequency



Medical Conditions – Check any/all that apply

Heart/Blood Pressure Problem:

  Heart murmur

       

  Coronary heart disease

  Arrhythmia

       

Respiratory / Lung Problem

  Asthma

       

Cancer or Tumors

       

       

Kidney / Urinary Disorder

       

Diabetes / Endocrine Disorder

   Hypothyroidism
   Hyperthyroidism

       

Neurologic / Nerve Problem

       

  Headaches

  disorder)

       

Blood / Hematologic Disorder

  Anemia

  Lymphoma

       

Stomach / Intestine / Liver 
Disorder

  Cirrhosis/Chronic hepatitis

  Jaundice

   

         

Muscle / Bone / Connective 
Tissue Disorder

  Arthritis

  Osteoarthritis
         

  Osteoporosis

  disorder

  Lupus

         

Infectious Disease

  transmitted disease)

       

Head / Eyes / Ear / Nose / 
Throat Problem

  Hearing impairment

       

Dermatologic / Skin Problem

         

               

               

Dermatologic / Skin Problem

  Anorexia

       

Do you have any other 
problem, not listed above?

               

               

               

               

               

               

               

Height:         Weight:         BMI:        

                                     /   /    

Is a Medical Consult Necessary:

Our Payment Policy

date most recent

date most recent


