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Welcome to Our Practice
❑ Mr.  ❑ Mrs.  ❑ Ms.  ❑ Dr.   First Name________________________  M.I. _______ Last Name_________________________________________

Sex:  ❑ Male  ❑ Female   Birth Date___________Age____ Soc. Sec. #____________________ E-mail_____________________________________

Street___________________________________________ Apt.____ City________________________State_______ _____________________

Home Tel. ( _____ ) _______________ Cell ( ____ ) ____________________ Have you ever been a patient of our practice?  ❑ Yes  ❑ No

Referred By __________________________  ________________________ Has a family member ever been a patient of our practice?  ❑ Yes  ❑ No
                              FIRST NAME                                                      LAST NAME

Dentist_______________ ________________ Orthodontist________________ _______________ Medical Dr.________________ _ _________
                 FIRST NAME                          LAST NAME                                                              FIRST NAME                              LAST NAME                                                     FIRST NAME                               LAST NAME

Drivers Lic. #____________________ Nearest Relative not living with you _________________ ________________ Tel. ( ____ ) ______________

Employer ______________________________ Bus. Tel. (____) ____________________ Personal Payment Type:  ❑ Cash  ❑ Check  ❑ Credit Card

In case of emergency, please contact ________________________________ Tel. ( ____ ) ________________________ Relation_ ______________

PATIENT INFORMATION:

❑ Self (If self, skip this section)    ❑ Spouse    ❑ Father    ❑ Mother    ❑ Other_________________________________________________________  
Name ______________________  ________________________  S.S.#___________________________ Birth Date _____________ Age______
               FIRST NAME                                                  LAST NAME

Tel. ( ___ ) ____________________ Cell ( ___ ) ____________________ E-mail____________________________________________________

Street_____________________________________ Apt._______ City_____________________________ State______ Zip_________________

Driver’s Lic. #________________________________ Employer________________________________ Bus. Tel. ( _____ )_ __________________

WHO WILL BE RESPONSIBLE FOR YOUR ACCOUNT:

Today’s Date________________________

Name ____________________  ____________________ Relation ________________S.S.#___________________ Birth Date _____________
               FIRST NAME                                                  LAST NAME

Street_____________________________________ Apt._______ City_____________________________ State______ Zip_________________

Tel. ( ___ ) ____________________ Employer________________________________ Bus. Tel. ( _____ )_________________________________

SPOUSE OR OTHER GUARANTOR INFORMATION: (IF DIFFERENT FROM ABOVE) 

Student. . . . . . . . . ❑ Full Time	 ❑ Part Time	 ❑ Not . . . . . . . . . School Name and Address _______________________________________________
                                                                		                                                                                                   SCHOOL NAME                                         ADDRESS

Marital Status . . . . ❑ Married	 ❑ Divorced	 ❑ Widow       ❑ Single       ❑  Legally Separated _______________________ ____________________
                                                               		                                                                                                             CITY                                                              STATE                      ZIP   

Employed. . . . . . . .❑ Full Time	 ❑ Part Time	 ❑ Retired       ❑ Not . . . . . . . . . . . . . . . Do you belong to a PPO or HMO?   ❑ Yes     ❑ No       

INSURANCE INFORMATION:

Employer________________________________________________
Bus. Address _________________ ________________ ___________
                     ADDRESS                                                      CITY                       STATE          ZIP   

Bus. Tel. ( ___ )________________ Plan________________________
Ins. Co. Name ___________________ I.D. #_____________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

Tel. ( ___ )________________ Group Name_ ___________________
Group # ______________ Insured Party___________ ____________
                                                                                                    FIRST NAME              LAST NAME

Relation _______________ Birth Date____________  Sex:  ❑ M    ❑ F
S.S. # ____________________ Tel. ( ___ )______________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

Employer________________________________________________
Bus. Address _________________ ________________ ___________
                     ADDRESS                                                      CITY                       STATE          ZIP   

Bus. Tel. ( ___ )________________ Plan________________________
Ins. Co. Name ___________________ I.D. #_____________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

Tel. ( ___ )________________ Group Name_ ___________________
Group # ______________ Insured Party___________ ____________
                                                                                                    FIRST NAME              LAST NAME

Relation _______________ Birth Date____________  Sex:  ❑ M    ❑ F
S.S. # ____________________ Tel. ( ___ )______________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

PRIMARY DENTAL INSURANCE COMPANY: PRIMARY MEDICAL INSURANCE COMPANY:

Employer________________________________________________
Bus. Address _________________ ________________ ___________
                     ADDRESS                                                      CITY                       STATE          ZIP   

Bus. Tel. ( ___ )________________ Plan________________________
Ins. Co. Name ___________________ I.D. #_____________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

Tel. ( ___ )________________ Group Name_ ___________________
Group # ______________ Insured Party___________ ____________
                                                                                                    FIRST NAME              LAST NAME

Relation _______________ Birth Date____________  Sex:  ❑ M    ❑ F
S.S. # ____________________ Tel. ( ___ )______________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

Employer________________________________________________
Bus. Address _________________ ________________ ___________
                     ADDRESS                                                      CITY                       STATE          ZIP   

Bus. Tel. ( ___ )________________ Plan________________________
Ins. Co. Name ___________________ I.D. #_____________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

Tel. ( ___ )________________ Group Name_ ___________________
Group # ______________ Insured Party___________ ____________
                                                                                                    FIRST NAME              LAST NAME

Relation _______________ Birth Date____________  Sex:  ❑ M    ❑ F
S.S. # ____________________ Tel. ( ___ )______________________
Address _____________________ ________________ __________
              ADDRESS                                                                    CITY                      STATE       ZIP   

SECONDARY DENTAL INSURANCE COMPANY: SECONDARY MEDICAL INSURANCE COMPANY:
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To our patients:   Although oral surgeons primarily treat the area in and around your mouth, your mouth is part of your entire body. Health problems 
that you may have or medications that you may be taking, could have an important interrelationship with the care that you will be 
receiving. Thank you for answering the following questions. Your answers are for our records only and will be considered confidential.

Yes No

1. Have there been any changes in your general health in the past year? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ❑ ❑

2. Are you under the care of a physician?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .Date of last visit _____________________ ❑ ❑

If so, for what are you being treated? _______________________________________________________________

3. Have you had any illness, operation or been hospitalized in the past five years?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ❑ ❑

If so, describe ________________________________________________________________________________

 ___________________________________________________________________________________________

 ___________________________________________________________________________________________

HEALTH HISTORY:

HAVE YOU HAD, OR DO YOU CURRENTLY HAVE:       YES     NO       NOTES

evlav lartim / sevlav traeh degamaD .4
prolapse?

5. Heart murmur?

6. High blood pressure?

7. Chest pain / angina?

8. Heart attack(s)?

9. Irregular heart beat?

10. Cardiac pacemaker?

11. Heart Surgery?

12. Pneumonia, bronchitis, chronic cough?

13. Asthma?

14. Snoring?

15.

 

 COVID or vaccine-related issues?

17. Tuberculosis?

18. Emphysema?

19. Do you use chewing tobacco?

20. Blood disorder such as anemia?

21. Bruise easily?

22. Bleeding tendency / abnormal bleed?

23. Hepatitis, jaundice, or liver disease?

24. Infectious mononucleosis?

25. Fainting spells?

HAVE YOU HAD, OR DO YOU CURRENTLY HAVE:       YES     NO       NOTES

26. Convulsions / epilepsy?

27. Stroke?

28. Thyroid trouble?

29. Diabetes?

30. Kidney trouble?

31. Swollen ankles / arthritis / joint disease?

32. Osteoporosis / osteopenia?

33.  Stomach ulcers / acid reflux?

34. Contagious diseases?

35. Sexually transmitted diseases?

36. HIV/AIDS?

37. Problems with immune system?
Possibly from medication / surgery, etc.

38. A tumor or growth?

39. Cancer /

 

radiation therapy /

 

chemotherapy?

40. If breast cancer, which side?

41. A history of alcohol abuse?

42. A history of drug abuse?

43. A history of cold sores?

44. Eye disease / glaucoma?

/ yteixna / smelborp htlaeh latneM .54
depression?

46. A removable dental appliance?

47. Pain or clicking of jaws when eating?

48. Restless leg syndrome?

16. Difficult breathing/other lung trouble?



Yes No Yes No

  . . . . . . . . . . . . . . ?ycnangerp fo ytilibissop a ereht sI .94 ❑ ❑  . . . . . . . . . . . . . . . . . . . . . . . . . . . . .?gnisrun uoy erA .15 ❑ ❑

___________________________ ?etad yreviled detcepxE .05

Note:  Antibiotics (such as penicillin) may alter the effectiveness of birth control pills. Consult your physician / gynecologist for assistance regarding other methods of birth control.

WOMEN ONLY:  (QUESTIONS 49 – 51)

Is there any condition concerning your health that the Doctor 

should be told about:   ❑ No      ❑ Yes – Please describe:

________________________________________________

________________________________________________

________________________________________________

ARE YOU NOW TAKING: YES   NO    NOTES

52. Any kind of medication, drug, pills?

,xivalP ,nidamuoC( srenniht doolB .35
Aspirin, Xarelto, Eliquis, Aggrenox,
Pradaxa, Other)?

nekat reve uoy evah ro ,gnikat uoy erA .45
bone density meds, RANKL inhibitors or
bisphosphonates such as Denosumab,
Fosamax, Boniva, or Actonel?

rA  .55 e you taking, or have you ever taken
IV bone density meds, IV-Zometa, Aredia,
Reclast, or Evista in the past 12 years?

56. Are you under the care of a pain clinic?

?SDIOIPO noitpircserp eviecer uoy oD .75
If yes, name of prescription_________

58.  Do you receive an ongoing or recurring
prescription to treat OPIOID addiction
or other addictions?
  If yes, name of prescription_________ 

 ?meht htiw tcartnoc a evah uoy oD  
 :gniwollof eht edivorp esaelp ,sey fI  

  Name of Treatment Center:________ 
  Name of Doctor:________________

59.  Do you take tranquilizers, sleeping pills,
anti-depressants, and/or narcotics on a
regular basis?

If yes, please list:

60.  Do you take any natural product, herbal
supplement or homeopathic remedy?

:gnikat yltnerruc era uoy snoitacidem yna tsil esaelP .16

Medication Start 
Date Dosage Frequency

ARE YOU ALLERGIC TO, OR HAD A REACTION TO:  YES   NO    NOTES

62. Penicillin?

63. Sulfa drugs?

/ Propofol  muilaV / lahtotnep muidoS .46
other tranquilizers?

65. Aspirin?

66. Codeine or other narcotics?

67. Latex?

68. Soy?

69. Eggs / yolk?

THINGS THAT COULD AFFECT YOUR ANESTHESIA:   YES   NO     NOTES

dah srebmem ylimaf yna ro uoy evaH .07
any adverse reaction to anesthesia?
If yes, explain___________________

a esu ro aenpa peels evah uoy oD .17
C-PAP / BiPAP mask?

72.
blood drawn or if you have an IV?

?skcatta cinap ro yteixna evah uoy oD .37
If yes, how often?_________________
During Dental appointments?

gnivah nehw sa hcus ,ylisae gag uoy oD .47
x-rays taken?

?relahni na esu uoy oD .57
If yes, how often?________________

76. Do you or have you taken doses of
steroids for at least 2 months in the last
2 years, such as Prednisone?
If yes, how long did you take them?___
Have you stopped?
If yes, when?____________________

77. Do you use marijuana in any form?
If yes, what form?__________________
Frequency: ❏ Daily ❏ Weekly ❏ Monthly
❏ Other_________________________



I certify that I have read and I understand the questions above. I acknowledge that my questions, if any, about the 
inquiries set forth above have been answered to my satisfaction. I will not hold my doctor, or any other member of  
his / her staff, responsible for any errors or omissions that I have made in the completion of this form.

X _____________________________  X ______________  X __________________  X ___________
Signature of patient (Parent or Guardian if Minor)  Reviewed by Date Date 

THINGS THAT COULD AFFECT HEALING/SURGERY:     YES   NO                                                               NOTES

 :gniwollof eht fo yna dah uoy evaH   .18
recurrent strep throat, ear infections, 
bronchitis, sinus infections, Lyme, staph  
infections, C.DIFF?

?enca rofAccutane gnikat fo yrotsiH   .83.

82.  Sinus problems or surgery?

  scitoibitna htiw etacidem-erp uoy oD     .48
prior to dental appointments due to
having an artificial joint or heart valve 
replacement or other?

 ?erofeb scitoibitna nekat uoy evaH   .58
(IV, Oral, IM)

you have difficulty opening your oD   .68
mouth wide?

?hteet ruoy hcnelc ro dnirg uoy oD   .78

89.  Are you taking birth control pills, IUD, 
      or depo-provera injections?

N   COULD AFFECT HE / :

STAFF NOTES: (Patient do not write in this area)

      Do you wear a night guard?   .88

90.  Do you smoke?
      If so, number of packs a day

91. Delayed healing? 





122022 Clarizio


	Untitled



