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NAME: _______________________________

ADDRESS: ________________________________

CITY: __________________ZIP CODE: ___________
DENTAL INSURANCE COMPANY/PHONE NUMBER: _________________________________________________

CONTACT PHONE NUMBERS: ______________________________

HOME: ____________WORK: ____________CELL: _____________

EMAIL: _______________________________

HOW WOULD YOU LIKE YOUR APPOINTMENT VERIFIED? _______________________________________________

HAVE THERE BEEN ANY CHANGES IN YOUR MEDICAL HISTORY SINCE YOUR LAST DENTAL VISIT? ______________________

ALLERGIES: __________________________________________

PLEASE LIST ALL MEDICATIONS YOU ARE TAKING AT THIS TIME INCLUDING ASPIRIN, VITAMINS, and HERBALS: _________________________________________________________

_________________________________________________________
HAVE YOU BEEN HOSPITALIZED SINCE YOUR LAST DENTAL VISIT? _______________FOR WHAT PURPOSE? _______________________

PLEASE LIST ANY SURGERIES, JOINT REPLACEMENT, and CARDIAC _________________________________________________________

ARE YOU REQUIRED TO TAKE PRE-MEDICATION (as prescribed by the American Heart Association)? _________

IF YES DID YOU TAKE IT TODAY? _______________

DATE: __________SIGNATURE: ______________________________

NAME: _______________________________

ADDRESS: ________________________________
CITY: ___________________ZIP CODE: ________
DENTAL INSURANCE COMPANY/PHONE NUMBER: _________________________________________________

CONTACT PHONE NUMBERS: ______________________________

HOME: ____________WORK: ____________CELL: _____________

EMAIL: _______________________________

HOW WOULD YOU LIKE YOUR APPOINTMENT VERIFIED? _______________________________________________

HAVE THERE BEEN ANY CHANGES IN YOUR MEDICAL HISTORY SINCE YOUR LAST DENTAL VISIT? ______________________

ALLERGIES: __________________________________________

PLEASE LIST ALL MEDICATIONS YOU ARE TAKING AT THIS TIME INCLUDING ASPIRIN, VITAMINS, and HERBALS: _________________________________________________________

_________________________________________________________

HAVE YOU BEEN HOSPITALIZED SINCE YOUR LAST DENTAL VISIT? _______________FOR WHAT PURPOSE? _______________________

PLEASE LIST ANY SURGERIES, JOINT REPLACEMENT, and CARDIAC _________________________________________________________

ARE YOU REQUIRED TO TAKE PRE-MEDICATION (as prescribed by the American Heart Association)? _________

IF YES DID YOU TAKE IT TODAY? _______________

DATE: __________SIGNATURE: ______________________________

