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HEALTH QUESTIONAIRE

Bl Address:

Natre:
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State:

Cityn

Home Phone: { 3

Cell Phooe { 3

Work Phone { )

Oecupaton:

Social Security Number:

Person to contact in case of Emergency:

Relagooship o padent:

ace of Birthe

Daytime telephone oumber {

How were veferred to our office?

Relattve t

H Relative nr Faend please names

IN ORDER FOR USTO BE ABLE TO PROCESS YOUR INSURANCE, PLEASE COMPLETE ALL OF THE
FOLLOWING INFORMATION:

Subscrdrer Naoes

PRIMARY DENTAL INSURANMCE COVERAGE

Relationshy o Pateot

Social Security Numbern

Tiate of Bih:

Taaplover

Address:

Plan Mame:

Group Na

Insuranwe Coropaay:

Address:

Subscrither Wame:

SECONDARY DENTAL INSURANCE COVERAGE

Relationsiup to Patican

Addresa:

Social Security Number:

Date of Birdy

Faploven

Address:

Plan Namne:

Irsurance Corapany:

Group INo:

Address:




Last Dental Visit Yast ¥-Ray Last Cleaning:

What ts vour roain dental concerny

Aze yesn anions abaout today’s viste? i Yes 1 No

H ves, what can we do to meke you more comfortable?

Have you had braces? U Yes 1 Mo If ves, when?
¥ )

Have you had gum treaument? 1 Yes 0 No I ves, when?

Do you have a history of any of the following: Please circle Yes or No

»

7

High Blood Pressure Y
Low Blood Pressime Y
Diabetes Y
Asthma Y
Eraphysema Y
Cancer b4
Chemotherapy ¥
Radiatdon Treatmens Y
Heart Disease Y
Heart Astack Y
Stroke Y
Bleediog Froldems Y
Anenis Y
Bload [hsease Y
Blood Thimners Y

Have you had a blond Mentally Disabled Y
transfusion? Y Liver [Hsease Y
Rhbeumatic Fever R Glaucoma i
Heart Mummur Y Thyrowd Disease ;
Mitral Valve Prolapse ¥ Bpdepsy Serzugesy Y
Stomach Ulcers Y Prosthetic Heart Valve ¥
Peychtatrie Treatment Y Astificial Jonts or
Tuberculosis Y Qegans? ke
AIDS o HIV Y Are vou allergic 10
Sexually Transnutred fatex? Y
Disease Do you ase tobaccor Y
Kidney Disease Packs Per Day
Hepanitis B How Long
Hepatts €
Developmental Dielay

%
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Are youo addicred o or recovening fror Drugs and/or Aleohal? 71 Yes 7 Mo

{30 have you have any condition or problem not listed? 71 Yes 7 Mo H ves please list
Have you had any of the following in the past year? Please circle Yes or No

Shortness of breath with mild exercisey Y
Shortaess of boeath while Iving downy 'Y
Chest Pamnsy Y
Persistent cough or coughung up blood? by
Severe hert or cold toleranee? Y
Prequent unination or increase thiest? X
Diet Pills Y

FAV AV A s

Medical Docto®s Name & Address:

Date & Reason for last visiy

Name of Previons Dentist: Telephone:
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Pharmacy Name and Location

Telephone
Have you ever been teeated or ase you curreatly taking medication 4 prevent any of the following condtions?

Please vircle Yes or Mo

[
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{ 35teoparas:

Boue Disease

Osteogenests Toperfecta
g

Booe Cancer

WOMEN ONLY
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6. Are you presently taking birth

v

-

Paget's Discase Y o Control pillss Yes  No

N
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Multiple Myeloma

wth
W

7. Is there any possibility vou are
pregrants Yoz Do

Are you taking any of the following medications?
& Are you presentdy breastfeedingy Yes  No
Brephosphonutes Y
Fosotuax 3
Didronet Y
Aredia Y
Actonel Y
Fometa ¥
Baniva Y

Z Z

787 E 7

CONSENT

i ruthorize the doctor and/or bis aides to take x-rays, study models and photographs,
{ sunthermaore suthorize the doctor to perform any and all forms of meatment, use lonal anesthetic and any other medicaton
therpy deerned necessary. Dunderstand 1 am responsible for pavinents of dental servics for royself and my dependants,,
payable at the dee of service unless foancial arrangements have been made. Holdbrook Pediatrie Tientl scoepts insurance
ASSIgNIMENts a8 2 courtesy e me wud T am respousihle for any cost i
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At Holdbrook Pediziric Dental we are dedicated o staying on schedule for the benc
do not dovble-book vour appoiment. The time given
appomntments on time. We require 24 howrs notice

£ of our panerss. To accomp
reserved for you. We ask that youo help us by keeping vour
Hyou find you nust change vour appolntment,

o

Paticnt Signaturs Bate
Signatare of Responsible Parey
Relationship to Patent




