Date: Patient Health History

Name:
Last First Middle Initial

Address:

City State Zip Code
Home Phone: ( - - )
Cell Phone: E-mail: Patient Social Security#
Date of Birth: Male  Female  Martial Status: Single Married Widowed Divorced
Employer Name and Phone
Spouse Name Spouse Employer Name and Phone

( - - ]

Insured’s Name Date of Birth Insured’s Social Security #
Insured’s Employer Employer’s Phone Dental Insurance Co.
Medical Health
Have you had any recent illness or health problems? Yes ~ No  If so, please explain

Name of Physician
Any disorder treated with oral or IV bisphosphonates, Fosamax or Zometa?  Yes No

Have vou ever been treated for Yes No Please circle Y for yes or N for no. Yes No
Heart Disease...................... Y N Epilepsycccosvemmmnmesssrsrumersyon Y N
Heart Murmur..................... Y N Hepatitis/Liver Disease ................. Y N
Mitral valve prolapse............. Y N Artitietal JOmtss s Y N
Congenital heart lesions......... Y N Arthritis. ..o Y N
Rheumatic fever.....cov vivnvias Y N LT 1 1 RS —— Y N
Pacemaker/other electronic device Y N L C8tSunmsmmpns svpus v s g Y N
Abnormal blood pressure......... Y N HIV/AIDS ..o Y N
SHWOKE v rwsrsmsrsssnwmssmasmrygmiys Y N Hetpesicu oo Y N
Blood Diseases.....o.coevevaeenen.. Y N Alcohol or drug addiction............... Y N
Respiratory Diseases/Asthma .... Y N Physical or sensory disabilities......... Y N
Diabetes.....cvovveiieniiiiinen Y N Mental Disorders....................e Y N
1517 s R P— Y N Periodontal Disease.......vummmionns Y N
Fever Blisters/Canker Sores....... Y N Cancer/Radiation Therapy............ Y N
Sinus trouble................oo Y N

*If yes for any, please explain:

** Any disease, condition or problem not listed:

Are you allergic to: PenicillinY N / CodeineY N / Antibiotics Y N Sulfa¥ N
Local injected anesthetics Y N/ Latex Y N / Other
Do you prefer to have a local anesthetic (Novocain) for dental procedures?......... Yes No
Are you subject to prolonged bleeding?...... ... Yes No
Are you subject to fainting spells?. ... o Yes No
Do you currently or have you ever used tobacco products?.. .o Yes No
(Women) Are you pregnant?............ | DTL(H [ 1 CRpp——— Or Nursing............. Yes No
Permission to electronically send x-rays to specialists..........cooiiiiiniiiiiaan.. Yes No

1 would like to learn more about:
__Invisalign _ Cosmetic Dentistry __ Implants Whitening _ Dentures/Partials

****OVER****



MEDICATIONS PURPOSE OF MEDICATIONS
PLEASE LIST ANY/ALL VITAMINS-

If you are currently not taking any medications, please put N/A or None below:

** PLEASE LIST ANY TYPES OF SURGERY**
(Including, non-dental surgeries)

SURGERY DATE AND DESCRIPTION

*If you are a New Patient-How did you hear about Batesville Dental? Whom may we thank for

your referral?

*Due to the importance for early detection of oral problems not normally identified during routine dental exams, the
American Dental Association has recommended that adults obtain a full-mouth series of x-rays every three years.
We believe this recommendation is prudent.

**[t is the patient’s responsibility to know what his/her insurance coverage and their benefits. Each dentists’ office
works with several insurance companies and cannot guarantee what each patients’ provides. The contract is
between you and the insurance company. We only provide the dental treatment. But, we are here to help you in any

way possible.

Signature
(If patient is a minor or under 18 yrs of age: Parent/Guardian’s Signature)
* Patients are required to pay at the time of visit.




