Welcome to Dr. Sandra Silva’s Dental Office
Patient Information
We thank you for choosing our practice for your dental needs. Please complete this form in ink. If you have any questions or concerns, do not hesitate to ask for assistance. We will be happy to help.

___________________________________      ______      ___________________________________

(PRINT) FIRST NAME
      MI
            LAST NAME 
________________________________________   ______  ________________________
HOME ADDRESS
APT #                    CITY 
______  ________________  _______________________  ________________________
STATE                  ZIP CODE                                                 E-MAIL                                                                               HOME PHONE 
________________________  _______________________  ________________________
WORK PHONE 
   MOBILE                                                                             BEST TIME TO CALL

 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female                                   Title:  FORMCHECKBOX 
 Mr.  FORMCHECKBOX 
 Mrs.  FORMCHECKBOX 
 Ms.  FORMCHECKBOX 
 Dr.  FORMCHECKBOX 
 Rev.  
_______________   __________  ______ - ____- _______  _____________________
MARITAL STATUS (OR CHILD)            BIRTHDATE                        SOCIAL SECURITY NUMBER                                            DRIVERS LICENSE NUMBER
_____________
____________________ ___________________ __________________
PREFERRED NAME                 SPOUSE OR PARENT’S NAME                         YOUR OR PARENT’S EMPLOYER                OCCUPATION
_____________________________  ___________  _____  __________
BUSINESS ADDRESS                                                                               CITY
                         STATE
ZIP CODE

*Whom may we thank for referring you to us? _____________________________________


 FORMCHECKBOX 
 Yellow Pages
 FORMCHECKBOX 
 Internet (Web page)
Responsible Party


___________________________________
_____________________
__________________

NAME OF PERSON RESPONSIBLE FOR THIS ACCCOUNT
                                            RELATIONSHIP TO PATIENT
              PHONE NUMBER
______________________________________
______________
_______
_____________
ADDRESS


                      CITY
        STATE
               ZIPCODE

Insurance Information
Do you have dental insurance?       FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No
_________________________________  ______________________________

IF YES, NAME OF INSURANCE COMPANY
GROUP PLAN
_______________________________  ____________  _______  _________
ADDRESS
CITY                                              STATE                             ZIP CODE

_______________________  __________________  ____________________

PHONE NUMBER
CONTACT NAME

GROUP NUMBER

___________________________
_____-____-_______
______________

PRINCIPAL HOLDER NAME
SOCIAL SECURITY NUMBER
DATE OF BIRTH


Do you have additional dental insurance?       FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No
_________________________________  ______________________________
IF YES, NAME OF INSURANCE COMPANY
GROUP PLAN

_______________________________  ____________  _______  _________

ADDRESS
CITY
STATE                           ZIP  CODE
DENTAL HISTORY
___________________________________                              _____________________________________
FORMER DENTIST
                                        REASON FOR TODAY’S VISIT

___________________________________
     _____________________________________
DATE OF LAST EXAM
        DATE OF LAST DENTAL X-RAYS

___________________________________
     _____________________________________
HOW OFTEN DO YOU BRUSH?
        HOW OFTEN DO YOU FLOSS?

Please check any of the following conditions that apply to you:

Bad Breath                                      Yes      No
Grinding teeth                               Yes     No
    Sensitivity to hot                            Yes   No
Bleeding or swelling gums           Yes      No
Loose teeth or broken fillings     Yes    No
    Sensitivity to sweets                      Yes   No
Clicking or popping jaw                Yes      No
Periodontal (gum) treatment     Yes     No         Sensitivity when biting                  Yes   No
Food collection between teeth   Yes     No
Sensitivity to cold                          Yes     No         Sores or growth in your mouth   Yes   No
Snore                                                Yes     No
Do you like the color of your teeth?
 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	  PATIENT MEDICAL HISTORY

  
	
	
	
	
	

	Congenital heart disease, cardiovascular disease (heart attack, heart murmur, coronary artery disease, chest pain, high/ low blood pressure, stroke, irregular heartbeat, heart surgery, pacemaker)?
	Yes
	No
	Lung disease (asthma, emphysema, COPD, chronic cough, bronchitis, pneumonia, tuberculosis, shortness of breath, chest pain, severe coughing)?




	Yes

	N


	Implants placed anywhere in the body (heart valve, pacemaker, hip, knee)?


	Yes
	No
	Bleeding disorder, anemia, bleeding tendency, blood transfusion?  Do you bruise easily?
	Yes
	N

	Kidney disease or kidney failure, requiring dialysis?
	Yes
	No
	Liver disease (jaundice, hepatitis A, B, or C)?

	Yes
	N

	Thyroid disease?

	Yes
	No
	Diabetes?
	Yes
	N

	Stomach ulcers or colitis?
	Yes
	No
	Arthritis?

	Yes
	N

	Clicking, popping, or pain within the jaw joint and/or difficulty opening mouth?
	Yes
	No
	Significant weight loss or gain?

Seizures, convulsions, epilepsy, fainting or dizziness?
	Yes

Yes
	N
N

	Frequent or recurring mouth sores?
	Yes
	No
	Sinus or nasal problems?
	Yes
	N

	Radiation to the head or neck for cancer treatment?
	Yes
	No
	Osteoporosis or osteopenia?
	Yes
	N

	Any disease, chemotherapy or transplant operation? Cancer?                                                                                                                       Yes    N 

If so, where? _______________________________________, and when was the date of your last treatment? ______________________

AIDS or HIV Positive?                                                Yes      No                  Back  Problems?                                           Yes     No

Glaucoma?                                                                   Yes      No                  Psychiatric Care ?                                         Yes     No   

 Rheumatic Fever?                                                       Yes     No                    Scarlet  Fever ?                                             Yes     No                            

Swelling of Feet or Ankles?                                         Yes     No                   Tonsillitis?                                                     Yes     No                                                                  

	Do you have any other disease, condition or problem not listed above that you think the doctor should know about?            Yes     No       

If yes, please explain: ____________________________________________________________________________


	FEMALE PATIENT
(Women) Are you pregnant?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Nursing?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Taking birth control pills?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No




_________________________________    _______________    ______________      _____________
PHYSICIAN NAME                                                                                        PHONE NUMBER                           FAX NUMBER                                  DATE OF LAST VISIT

	MEDICATIONS

Are you using any of the following:

	
	
	
	
	

	Antibiotics?
	Yes
	No
	Aspirin or drugs such as Motrin, Aleve, Ibuprofen?
	Yes
	No

	Anticoagulants (blood thinners)?
	Yes
	No
	Insulin or oral anti-diabetic drugs?
	Yes
	No

	Heart drugs?
	Yes
	No
	High blood pressure medications?
	Yes
	No

	 Steroids (Cortisone, Prednisona) ?

Antianxiety agents, sedative- hypnotics and antidepressants?           Yes   No                         
Prescription pain medication?     Yes     No   
	Yes


	No

	Bisphosphonates, antiangeogenic and/or antiresorptive medications for osteoporosis, multiple myeloma or other cancers?  If yes, list drugs used and time of use. ____________________________-------------
	Yes     No
 Yes    No
	

	Please list any other medications you have taken or are currently taking not listed above including prescription medications, diet drugs, over the counter medications, herbal or holistic remedies, vitamins or minerals: __________________________________

	ALLERGIES

Are you allergic to or have you had an adverse reaction to:

	Latex?                                     Yes     No    
	Codeine or other pain killers?                        Yes     No    

	Food products?                       Yes     No    
	Aspirin, Motrin, Aleve, or ibuprofen?           Yes     No    

	Sedatives, barbiturates?          Yes        No    
	Penicillin or other antibiotics?                       Yes     No    


Have you or an immediate family member had any problem associated with local anesthesia, general anesthesia, and/or intravenous sedation? 
  Yes     
No    
If yes, which anesthetic?   ______________    Relationship? _________________

Other drug allergies not listed above: ________________________________________________________________________

	SOCIAL HISTORY

	Have you ever smoked or chewed tobacco?       Yes        No    
	      If yes, for how long? ______________________________________

	Have you ever sought professional care or been hospitalized for: 
	Do you use:

	Drug abuse?                       Yes     No    
	Alcohol?                        Yes      No         How often? ________  

	Emotional disorders?        Yes     No 

Alcoholism?                        Yes    No    
	Marijuana?                   Yes      No         How often? _________   Recreational drugs?      Yes     No         How  often?_________ 




	Have you had any adverse effects from dental treatment?    Yes    No    If Yes, please explain?___________________________



	I understand the importance of a truthful and complete health history to assist my doctor in providing the best care possible. To the best of my knowledge, the above information is complete and correct. 


	


Authorization
I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis 

and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payers and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I understand and agree to be responsible for payment of all services rendered on my behalf or my dependents regardless of my insurance status.

_______________________________________
____________________

SIGNATURE OF PATIENT (OR PARENT IF A MINOR)
DATE



___________________________________________________________________________                                                 _________________________________________
PRINT   NAME                                                                                                                                  RELATIONSHIP
