Wayne Silverstein D.M.D
Implant, esthetic & general dentistry

Ph: 212-319-7200

info@madisonsmile.net
Medical History 

Name





Address




_________

City



State___________________Zip________________________________________

Home Ph_________________Work Ph_________________Cell Ph______________________________________

Sex (M/F)____________Marital Status__________________DOB______________________________________

Social Security

_______________
Name of Responsible Party 

_____
_________
Insurance




Employer





__

Email



                                      Referred by 




__
What is the desired way to contact you for your appointments?   Phone____ Text____
Email___________ 

A Quarterly Newsletter is sent, how would you prefer to receive this letter? Email____ Postal Mail_____

If you choose email, be assured it will only be used for this purpose.

Y  N  Abnormal Bleeding 

Y  N  Fainting Spells


Y  N  Liver Disease 

Y  N  Alcohol Abuse 


Y  N  Fever Blisters 


Y  N  High Blood Pressure 

Y  N  Allergies 



Y  N  Frequent Headaches 

Y  N  Low Blood Pressure 

Y  N  Angina Pectoris


Y  N  Glaucoma 


Y  N  HIV+AIDS

Y  N  Arthritis  


Y  N  Hay Fever 


Y  N  Nerve Disorders 

Y  N  Artificial Bones


Y  N  Heart Conditions 

Y  N  Psychiatric Problems 

Y  N  Asthma 



Y  N  Heart Surgery


Y  N  Radiation Therapy 

Y  N  Blood Transfusion

Y  N  Heart Attack 


Y  N  Rheumatic Fever 

Y  N  Cancer



Y  N  Artificial Heart Valve 

Y  N  Seizures

Y  N  Chemotherapy 


Y  N  Heart Murmur 


Y  N  Shingles 

Y  N  Colitis 
 


Y  N  Congenital Heart Disease 
Y  N  Sickle Cell Disease

Y  N  Cosmetic Surgery 

Y  N  Joint Replacement 

Y  N  Sinus Problems 

Y  N  Diabetes (1,2) 


Y  N  Mitral Valve Prolapse 

Y  N  Stroke 



Y  N  Difficulty Breathing 

Y  N  Pace Maker 


Y  N  Thyroid Problems

Y  N  Drug Abuse 


Y  N  Hepatitis (A,B,C)


Y  N  Tuberculosis

Y  N  Emphysema 


Y  N  Hemophilia 


Y  N  Ulcers




Y  N  Epilepsy








Y  N  Venereal Disease

Please Explain any Medical Conditions___________________________________________________________

_______________________________________________________________________________________________

Allergies 

Y N   Aspirin 


Y N   Erythromycin

Y N Metals 

Y N   Codeine 


Y N   Jewelry 


Y N Penicillin

Y N   Dental anesthetics
Y N   Latex


Y N Tetracycline

Any other allergies _______________________________________________________________​​_______________

Are you taking birth control pills? 



Y N

Are you pregnant?





Y N

Do you smoke or use tobacco?




Y N 

Any other medical conditions? ____________________________________________________________________  ________________________________________________________________________________________________

List any drugs or medications you are currently taking______________________________________________

_________________________________________________________________________________________________

________________________________________  

_____________________________

                  Patient’s Signature



                   Date

