n J Central New England

Dental Associates

PATIENT INFORMATION FORM

All questions contained in this questionnaire are strictly confidential and will become part of your medical record.

Name (Last, First, M.I.): OM OF Today’s Date:
Birth Date: Marital status: Email:

Address:

Primary Phone: Secondary Phone:

I prefer to be contacted by email phone text

In case of emergency please contact: Phone:

Who may we thank for referring you?

Who will be responsible for your account? Relation:
Driver’s License#: Birth Date: Phone:
Address:
Dental Insurance? Company: ID# or SS#
DENTAL INFORMATION

Reason for today’s appointment

When was your last dental exam? Bleeding gums? Sensitive teeth?

Food caught between teeth? If you could change anything in your Smile what would that be?

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering
the following questions.

Are you under a physician's care now? Yes No If yes, please explain:

Have you ever been hospitalized or had a major operation? Yes No  If yes, please explain:
Have you ever had a serious head or neck injury? Yes No If yes, please explain:

Do you use tobacco? Yes No if yes, how much per day?

Do you use controlled substances? Yes No

Do you need to pre-medicate? Yes No If yes, please explain:

Any possibility of pregnancy?

Expected delivery date?
Women only

Nursing?

Taking birth control?




MEDICATION HISTORY

Are you now taking or have taken:

Nerve pills [ Yes [ No Pain Killers (including Aspirin) [] Yes [ No Stimulants ......... [dYes [No
Diet pills [ Yes [] No Muscle Relaxers ... [JYes [No Insulin ....covee... [dYes [No
Blood thinners [ Yes [] No Tranquilizers.........cccocueeevveeenn. [dYes [ No Antidepressants [ ]Yes [ No
Any bone density medications (Boniva, FOSSaMaX, ACLONEI) .......oooiiiiie e e e s e e e ae et e e aeeeanan [dYes [No
List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers
Are you allergic to or had a reaction to:
Penicillin .....cccovveveeae [dYes [No Valium or other tranquilizers .......... [JYes [INO | SOY oo [dYes [No
(1= ST [dYes [No ASDIFIN oo [JYes [No | Codeine or other narcotics ......... [dYes [No
SUlfa oo vYes [No Local Anesthetics .............ccocevnnen. [dYes [ No | SUIfites ....cccoovererrirercrrirercrreranns OvYes [No
HEALTH HISTORY
AIDS/HIV POSItiVE ..o [Jyes [JNo | Excessive Bleeding..........cccceeveevrvrennns [JYes [INO | LEUKEMIA w..vevveeeeeeeeeeeeeeeeee e [JYes [INo
Alzheimer's Disease..................... [JYes [CINo | Kidney Problems.............ccccoecuereneeenins [JYes [INO | StrOKE ....evveeeeeeeeeeeceees e [IYes [INo
ANaphylaxis.........cccoceeeereeerenns [JYes [INo | Stomach/Intestinal Disease................. [JYes [INo | Liver DiSEaSe .......c.ccceveverevereeerernnns [JYes [INo
ANEMIA....eeeeceereeeeeeeeee e [Jyes [(ONo | Irregular Heartbeat.............cc.coevveeneee. [JYes [INo | Hives or Rash .........ccccocoeurveveerivenennn [Jyes [INo
ANGINA....eeieeeeeee e [dyes [INo | Spina Bifida.......ccccooevueveverereneirreciesnnns [Jyes [INo | Heart Pace Maker ...........cccceeeveeunes [Jyes [CINo
Arthritis/GOUL........cveveeverreeereeennn [dYes [INo | Shingles.......ccoveueveveeerreceeieeceeesienenes [JYes [INo | Sickle Cell DiSEaSE .......ccvevrerrireerans [Yes [INo
Artificial Heart Valve.................... [JYes [(INo | Epilepsy or Seizures.............cccccecsueneen. [JYes [ No | HepatitiS A ....c.ccovoveeeeeeeeieeeeeeee s [Yes [INo
Artificial JoiNt........cocooviieeeeean [JYes [CINo | ConvulSIoN..........ccoovviuiececieeerieeernns [JYes [(INo | Hepatitis C .......cccccocvvveeeeereeiercreisiens [Yes [INo
ASERMA. ... [JYes [(JNo | Frequent Diarrhea...........cccccevurrirnan [JYes [INo | Hepatitis B..........ccccoevreeuereerreeeenrnnens [Yes [INo
Chemotherapy.......cccvoveveurenerenns [JYes [[JNo | Radiation Treatments............ccccocevevurus [Jyes [INo | Congenital Heart Disorder ............... [Yes [INo
Blood DiS€ase..........c.coeervrveerrennans [Jyes [INo | High Blood Pressure..........cccocevevecurunns [dYes [INo | Heart Attack........c.ccuvveceeervecerrenecirnnns [Jyes [INo
Blood Transfusion....................... [JYes [INo | Any Joint replacement ..........c.ccccevunne. [JYes [INo | Hemophilia.........ccceeeeveeereeeeiecsens [Yes [INo
Breathing Problem...........cccc........ [JYes [CINo | EMPhYSemMa........c.ccovveueeiieeereeeeenenane [JYes [INo | Renal Dialysis..........cccovreererrerernrnns [IYes [INo
Bruise Easily........c.ccccvevrecenrnnns [Jyes [INo | Frequent Cough........c.ccovvevveurvrueeerecnanes [JYes [CINo | Sinus Trouble........cccccveevevereiieceeennes [Yes [INo
CaNCE . vuveeceerevee e [OYes [INo | TUbErculosis..........ccvueveeviverecieirieereaens [dYes [INo | Tonsillitis.............ccoverererevnieeierieesens [dyes [INo
Chest Pains.........ccceveveveieerecrenns [OYes CINO | UICETS......cuiviiririeicreieiceisee e [dYes [INo | Heart MUFMU........cccvcvcveieicreieniens [dyes [INo
Cortisone Medicine ........c.ccove.... [Jyes [INo | Fainting Spells/Dizziness..........c..c.co.cven. [JYes [INo | Rheumatic Fever..........ccovuververrcrnns [JYes [INo
Diabetes.......c.ovviceceeieieeeeeeans [dYes [INo | Hypoglycemia..........ccoeveuerecuerevecreirnnnns [JYes [INo | Parathyroid Disease.............ccc.ccrun.. [JYes [INo
Drug Addiction........cc.ceeeveverenees [dyes [INo | Excessive THirSt.........cceevecueveceeurrieeiens [Jyes [INo | Scarlet Fever.........cccovereeereeueveneernas [Jyes [INo
Frequent Headaches................... [JYes [INo | Thyroid DiS€aSe..........ccccceevrvrverererrerens [JYes [INo | Lung Disease...........cccoeeeueverrerrecrenns [Yes [INo
GlauCoMa......ooveeeeeeeeeeeeee e [JYes [INo | Mitral Valve Prolapse...........cceeueeuernne. [JYes [(JNo | Venereal Disease.............ccccccvvererunns [IYes [INo
Hay FeVer.......ccccoiieeeeeeeeeeeenn [JYes [INo | Pain in Jaw JOINtS........ccccevvvvveereerinnns [JYes [INo | Psychiatric Care.........cccoceevrvrrecerennns [Yes [INo
Heart Attack/Failure..........c.coco.... [JYes [INo | Tumors or Growths..........cccevvvrreeenns [JYes [INo | Rheumatism.........ocoeeeereeresenenenns [Yes [INo
Heart Trouble/Disease................. [JYes [INo | Yellow Jaundice.........cocovvivereeeerernanne [Jyes [JNo | Recent Weight LOSS.........ccccuevevcunnnns [JYes [INo
Low Blood Pressure..................... [JYes [INO | HErpes........cccieeeeeeeeeeeeeeeeeeesse s [JYes [CINO | Other ....c.covveeeeeeieeeeeeeeeeeees [Yes [INo

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE

Reviewed by Dr.

Date







