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Physician's Name: _____________________________________ Number: _____________________________

Cardiologist Name: ____________________________________ Number ______________________________
Date of Last physical exam: _____________________________

Have you ever taken or are currently taking any of the following medications: 
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   Plavix 
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  Coumadin 
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   Xarelto
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   Predaxa
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   Eliquis
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   Heparin
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  Warfarin
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   Aspirin


List other medications:______________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________

Have you ever had a serious illness?
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   Yes
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   No

If so what and when: ________________________________________________________________________


Are you pregnant? 



[image: image12.emf] 

   Yes 
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   No 

Are you nursing? 
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   Yes 
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   No

Are you taking birth control pills? 
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   Yes
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   No 

Do you wear a pacemaker?
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   Yes
            [image: image19.emf] 

   No

Have you ever had a blood transfusion? 
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   Yes 
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   No    when _______________________
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   Aspirin
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   Codeine

[image: image24.emf] 

   Penicillin
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   Latex
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   Sulfa 
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   Local Anesthesia [image: image28.emf] 

    None 
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 Other____________________________________________
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Please indicate if you have any of the following: 
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   Anemia
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   Diabetes 
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   High blood pressure
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   Skin Condition  
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   Arthritis 
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   Epilepsy 
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   HIV/Aids
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   Stroke
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   Artificial Heart Valve
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   Fainting 
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   Kidney Disease
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   Thyroid Disease 
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   Joint replacements 
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   Headaches
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   Liver Disease
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   Tuberculosis 
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   Asthma 
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   Heart Murmur 
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   Mitral Valve
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   Ulcer
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   Blood Disease
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   Hemophilia
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   Pacemaker
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   Venereal Disease 
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   Cancer 
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   Hepatitis
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   Radiation
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   Other____________
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   Chemotherapy
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   Hernia repair
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   Respiratory Disease
_____________________

Pharmacy information: ______________________________________________________________________

I have answered these questions to the best of my knowledge. I understand that it is my responsibility to inform the doctor if I or minor child have had a change in the health status. 
_________________________________________________________________________________________

Signature of patient or parent, legal guardian or representative if a minor




Date: 

_______________________________________________________________________________________________________________________

Doctors Signature 










Date: 
Payment is due in full at the time of service unless prior arrangements have been approved. 

									Date:__________/__________/_____________








Name: _____________________________________ DOB:__________________SS#:________________________


             


Parent name if minor: ____________________________________________________





Address: ___________________________________City_____________________State/Zip___________________





Home#: ____________________Cell:_____________________ Referring:_________________________________


								         Dentist	


E-mail Address: ______________________________________________________











Name of insured: _____________________________________________Relationship to Patient: ______________


Insurance Co. Name: __________________________________________ Group#__________________________


Date of Birth: ___________________________________ SS#/ID #______________________________________


Union/Local#____________________________________							        











Name of insured: _____________________________________________Relationship to Patient: ______________


Insurance Co. Name: __________________________________________ Group#__________________________


Date of Birth: ___________________________________ SS#/ID #______________________________________


Union/Local # ___________________________________ 











Reason for today's visit:__________________________________ Date of last dental visit:_____________________


Former dentist: ________________________________________ Last X-Rays taken: _________________________


Number of former dentist: _______________________________





Check if you have any of the following: 





 �   Bad Breath  				�  Grinding 				�   Sensitivity 


 �   Bleeding gums 				�   Loose teeth 			�   Broken teeth (tooth) 


 �   Clicking or popping of jaw 		�   Painful or inflamed gums 	�   Food collects between teeth


 �   Sensitivity to hot or cold			�   Sores or growths in mouth 	�   Yellow or discolored teeth


 �   Missing teeth 				�   Broken or missing filling		�   Pain when biting 						





PATIENT INFORMATION 





PRIMARY INSURANCE INFORMATION





SECONDARY INSURANCE INFORMATION





DENTAL HISTORY





MEDICATIONS





ALLERGIES





MEDICAL HISTORY 











30-12 30th Ave Astoria NY 11102 *  Suite 230  *  718-956-7800  * 290 Central Ave Lawrence NY 11559  * Suite 214 * 516-218-2141
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