Patient Information

Patient Name: Date:

Social Security # Birth Date Phone #
Email Address: Cell #

Address: Apartment:
City: State Zip Code:

Health Information

Date of Last dental Visit: Reason for This Visit:

Have you ever had any of the following? Please check those that apply:

oAIDS oExcessive bleeding oLiver Disease oStroke

oAllergies: oFainting oMental Disorders oTuberculosis
oGlaucoma oNervous Disorders oTumors

oAnemia oGrowths oPacemaker oUlcers

oArthritis oHay Fever oPregnancy oVenereal Disease

oArtificial Joints oHead Injuries Due Date: oCodeine Allergy

oAsthma oHeart Disease oRadiation Treatment oPenicillin Allergy

oBlood Disease oHeart Murmur oRespiratory Problems oOther:

oCancer oHepatitis oRheumatic Fever

oDiabetes oHigh Blood Pressure oRheumatism

oDizziness oJaundice oSinus Problems

oEpilepsy oKidney Disease oStomach Problems

- Have you ever had any complications following dental treatment? __ Yes __ No

If yes, please explain

-Have you been admitted to the hospital or needed emergency care during the past two years? Yes No

If yes, please explain

-Are you taking birth control pills at this time? Yes No

** The effectiveness of the contraceptive may be reduced in combination with antibiotics**
-Are you now under the care of a physician? Yes No

If yes, please explain

-Name of Physician: Phone#

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have
a change in my health, | will inform the doctors at the next appointment without fail.

Signature: Date:
Dr. Signature:

MODEL RELEASE
I hereby give permission to Apple Dental Center to use my photo\ video for media, advertising, and any other lawful
purpose.
Print Name: Signature: Date:

SINCE MY LAST MEDICAL UPDATE, THERE ARE NO CHANGES IN MY MEDICAL HISTORY. O

Signature: Date:

Dr. Signature:




