PERSONAL - MEDICAL - DENTAL HISTORY

PLEASE FILL OUT THE FOLLOWING QUESTIONS COMPLETELY. IT IS VERY IMPORTANT

THAT OUR OFFICE HAVE THIS INFORMATION FOR OUR RECORDS...

PERSONAL HISTORY: Today's Date:
Name of Patient SSN
Address Phone #
Employed By or School Work #
Present Position or Grade How Long Held
Driver's License #

Birthday Age
Name of Spouse or Legal Guardian
Address Phone #
SSN
Employed By Work #
Present Position How Long Held
Birthday Age
BILLING INFORMATION:

Person Responsible for This Account
Name of Insurance Company
Policy # 800#
Name of insured:
Insured's Date of Birth:

= Person Responsible for This Account

< Name of Insurance Company

&  Policy# 800#

Referred By:

Al

Name of insured:

Insured's Date of Birth:

WE REQUIRE PAYMENT OF YOUR PERCENT (%) WHEN SERVICES ARE RENDERED




MEDICAL HISTORY

PLEASE ANSWER THE FOLLOWING QUESTIONS TO THE BEST OF YOUR KNOWLEDGE. DO NOT
LEAVE ANY OF THEM BLANK.....

Do you have or have you ever been treated for:

1. Rheumatic Fever or Rheumatic Heart Disease? ()YES ( )NO
2. Heart Murmur? Mitral Valve Prolapse ()YES ()NO
3. Congenital Heart Disease? ()YES ( )NO
4. Heart Trouble, Angina, Heart Attack, Surgery, Irregular Heart Beat? ( )YYES ( )NO
5. Pacemaker? ( )YES ( )NO
6. Artifical Joints? ()YES ( )NO
7. Abnormal Blood Pressure? ( )YES ( )NO
8. Excessive Bleeding or Anemia? ( YYES ( )NO
9. Hepatitis, Jaundice or Liver Disease? ( YYES ( )NO
10. Venereal Disease or AIDS? ( )YES ( )NO
11. Blood Transfusion? ( YYES ( )NO
12. Diabetes? ( )YES ( )NO
13. Kidney Problems? ( )YES ( )NO
14. Breathing Problems, TB, or Asthma? ()YES ( )NO
15. Convulsions or Stroke? ( )YES ( )NO
16. Do you chew Tobacco? ( )YYES ( )NO
17. Do you smoke? ( )YES ( )NO
18. Cancer, Tumors, or Growths? ( Y)YES ( )NO
19.  Arthritis or Rheumatism? ( YYES ( )NO
20. Are you under the care of a physician? ( YYES ( )NO
If yes, list name(s)
21.  Are you on a special diet or are there special foods you cannot eat? ( )YES ( )NO
22. Do you have any other problems we should be aware of? ()YES ( )NO
If yes, please explain
23. Attention Women: a.) are you pregnant? ( )YES ()NO
b.) are you taking birth control medication? ( )YES ( )NO
I.  List all medication you are taking-prescription or non-prescription:
II.  List all medications you are allergic to:
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