LAST NAME:

NEW PATIENT INFORMATION FORM

FIRST NAME:

MIDDLE INITIAL:

HOME ADDRESS:

CITY;

SEX: MARITAL STATUS

STATE: ZIP:

PHONE (H):

(W): (CELL):

S8#: -

= DOB: / Vi

E-MAIL ADDRESS:

EMPLOYER NAME:

REFERRING DR:

REFFERING PT:

MEDICAL ALERTS / DRUG ALLERGIES:

PRIMARY INSURANCE COVERAGE

SUBSCRIBER NAME AND ADDRESS:

RELATION TO PATIENT: S5S#: - - DOB: /

EMPLOYER NAME AND ADDRESS:

INSURANCE COMPANY NAME AND ADDRESS:

GROUP#

ID#:

SECONDARY INSURANCE COVERAGE

SUBSCRIBER’S NAME AND ADDRESS:

RELATION TO PATIENT: SS#: DOB: /

EMPLOYER NAME AND ADDRESS:

INSURANCE COMPANY NAME AND ADDRESS:

GROUP# ID#:

RESPONSIBLE PARTY FOR PATIENT IF NOT SELF:
NAME AND ADDRESS:
SIGNATURE:

~~~COLEMAN AND TURNER DENTAL ASSOCIATES LLC.~~~



COLEMAN AND TURNER DENTAL PERSONAL HEALTH QUESTIONNAIRE

NAME: DOB:
DENTAL:
1. Areyou having discomfort at this time?
2. Have you ever had any serious trouble associated with dental treatment?
If yes, explain:
Does dental treatment make your nervous? Circle: NO MODERATELY
4. Date of last dental visit?
Have you ever been treated for periodontal disease?
(gum disease, pyorrhea, trench mouth) If so, when?
6. How often do you brush?
7. Do you use the following: circle BRUSH DENTAL FLOSS FLUORIDE RINSE
MOUTH: TEETH:
Bleeding, sore gums YES NO Loose teeth
Unpleasant taste / bad breath YES NO Sensitive to hot
Burning tongue / lips YES “NO. Sensitive to cold
Frequent blisters (mouth / lips) YES NO Sensitive to sweets
Ortho treatment / braces YES NO Sensitive to biting
Biting cheeks / lips YES NO Food impaction
Clicking / popping jaw YES NO Clenching / Grinding
Pain in jaw joints YES NO If so, when?
MEDICAL:
1. Arevyouunderthe care of a Physician for any health issues?
Name of Physician:
For what medical condition?
2. Have you ever been hospitalized or had any operations?
Please describe briefly:
3. Are you taking any medications, including over the counter and prescription meds?
Please list:
4. Do you have any allergies, or made sick by any drug or medication? (ex: Penicillin,
Novocain, Aspirin) If yes, please list:
5. Have you ever had any bleeding problems or blood disorders?
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MEDICAL (continued):

6. Have you ever been told that you needed antibiotics prior to dental treatment?

If yes, why:

7. Do you smoke?
8. Do you drink?

FEMALES:

Are you on birth control pills / patch / injection / IUD?
Are you, or might you be pregnant? Est. due date:

¥ES: NO
XES - NG

Are you currently breastfeeding?

CONDITIONS:

Angina Pectoris

High Blood Pressure
Heart Murmur

Mitral Valve Prolapse
Heart Surgery / Transplant
Artificial Heart Valve
Heart Pacemaker

Rheumatic / Scarlet Fever
Sickle Cell Disease or Trait
Stroke

Anemia

Hemophilia

Bruise / Bleed Easily
Kidney Trouble / Stent
Blood Transfusion

AIDS / HIV+

Hepatitis (A—B-C)

Liver Disease

Emphysema

Tuberculosis (TB)

In case of emergency, please contact: Name

Signature of Patient (or guardian):

Please inform us of any changes in your health or medical treatment. Thank You.
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Drug Abuse Problem
Alcoholism (treatment)
Psychiatric Disorders

If so, how much?
If so, how much?

YES NO
YES NO

YES NO

Asthma

Sinus Trouble

Allergies or Hives
Diabetes

Implanted Prosthesis
(Urinary, Hip, Knee)
Metal Plates, pins, wires
Transplant Surgery

Thyroid Disease
Radiation Therapy
Chemotherapy (cancer)
Epilepsy / Seizures
Arthritis

Glaucoma

Venereal Disease
(Syphilis, Gonorrhea)
Herpes

Cold sores / fever blisters
Ulcers
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