[PATIENT HISTORY FORM

Name Legal Name Birthdate Sex
The following information is to be reviewed by the doctor and staff in the strictest of
confidence. It is important that you complete this medical history form in its entirety so that
we may accurately diagnose and treat you, according to your general health and wellbeing.

Address City. State
Zip Phone E-mail

Emergency contact (not living with you) Phone

Employer Occupation Wk Phone

Spouse’s Name (or parent if child)

Spouse (or parent) employed by Occupation

If you are a new patient, whom can we thank for refering you?

IGENERAL MEDICAL HISTORY|

Please mark the box only if YES: EYCHBappyiRity yourore nealt
Yes No
[]  Are you in good health?

Are you happy with the appearance of your teeth,
[J Are you presently under the care of a physician? gums, and/or smile? Yes No

If yes, what is the condition or nature of the 7 y .
Would you like to discuss enhancing the appearance

illness: of your smile? Yes No

Would you like to discuss how to make your teeth
Name of Physician WHITE? Yes No

Date of last Physical exam

What don’t you like about your smile?
Have you been hospitalized or had a major

illness in the last 5 years? If yes, please explain:

How often do you brush your tecth?

How often do you floss?

[J Do you have any allergies to anesthetics?

dental cleaning?
[] Allergies to medications or drugs? Is so please WHET Az yourlast den € ;

When was your last dental exam?

name them:

For women ONLY:

[J Are you currently taking any medications? If yes

Bicasalist [ Is there a possibility that you may be pregnant? If

so expected due date

[0 Are you currently nursing?

[J Are you on birth control pills?







