TOMCHIK DENTISTRY
4624 PEMBROKE BLVD. SUITE 103
VIRGINIA BEACH, VA 23455
757-460-2250

PATIENT INFORMATION FORM

FIRST NAME: MR/ MRS/ MS/ MISS (CIRCLE ONE) ML
LAST NAME: PREFERRED NAME:

DOB: - - S5N: - - MAIDEN NAME:

MARITAL STATUS: SINGLE/MAR/ DIV/SEFfWID (CIRCLE ONE) SEX: MALE / FEMALE (CIRCLE ONE)
ADDRESS: CITY: ST: ZIF:
HOME#: CELL# EMAIL:

EMPLOYER: EMPLOYER PH#:

REFERRED BY:  EMERGENCY CONTACT NAME & #:

RESPONSIBLE PARTY INFORMATION (IF PATIENT IS UNDER 18)

FIRST NAME: MR/ MRS/ MS/ MISS (CIRCLEONE) ML
LAST NAME: PREFERRED NAME:

DOB: - - SSN: - - MAIDEN NAME:

MARITAL STATUS: SINGLE/MAR/ DIV/SEF/ WID (CIRCLE ONE) SEX: MALE / FEMALE (CIRCLE ONE)
ADDRESS: CITY: ST: ZIP:

HOME3#: CELL#: EMAIL:

EMPLOYER: EMPLOYER PH#:

PRIMARY INSURANCE INFORMATION

SUBCRIBER NAME: ME / MRS/ MS/ MISS (CIRCLE ONE) MI: =
DOB: - - 55N: - - SEX: MALE / FEMALE (CIRCLE ONE)
INSURANCE: 1D

EMFPLOYER: GROUP#:

ADDRESS: CITY: _ ST: Z1P:

SECONDARY INSURANCE (IF APPLICABLE)

SUBCRIBER NAME: DOB: - - S5SN: -
SEX: MALE / FEMALE INSURANCE: ID#: GROUP#:
ADDRESS: CITY: ST: ZIr:

SIGNATURE: DATE:




ADA.

American Dental Association
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Health History Form

[ E-mail:

Today's Date

As required by law, our office adheres to written policies and procedures 1o protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some guestions about your responses 10
this questionnaire and there may be additional questions concerning your health. This information Is vital to allow us to provide appropriate care for you, This office
does not use this information to discriminate.

f Wame: Homie Phone: Inchide ares code Business/Cell Phone: inciude ares code
L SUEEELS — _ mm Mizele b Y cd _ e —
Agdress: Cigy: State: Ip
_ Malingackiness = — . = > R i
Qccupation: Height Wight: Dite of birth: Ser M F |
SSII E'JMET - Emeféenty.{:c:l:lt;{'ti Relam;n.-.hlp' Home Phone Cell Phone: -
|
: 4 _: .J : ’“'-"'“?*.“.“'_E"_f."“_: i - i
if you are completing this form for another person, what is your relationship to that person?
Wiour Mame Relalionshep . - |
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer fo the g qumﬂnn_l Yes No DK
AT TUDBRCHIORES . ol b i b onies e a5 o b 4 4 44 kb i b b ks 04 4444 e L L LS i s e i G e [
Parsistent cough GTEATEr Than B 3 WK QUIBLION ......ccuuuirsimitrri s smrns o bs e aesss e 0 5888 425445 R AR S S oog i
COUGI ENEY PROTUCES BHOO ..o oooioiosivsiisssns oasssiiamsssesnssd s st L e L8 T A1 AR AR AR L1110 AR LR L
Been exposed to anyone with e b Wl T e A e A i gBRo|
I you answer yes to any of the 4 items above, please stop and return this form to the rmepr.'nnlsr. —— J
Dental Information ror the following questions, please mark (X your responsas o the following questions
Yes No DK Yos Mo DK |
Do your gums bleed when you brush or flass? .0 O O Doyou have earaches of neck pains? ... ooo|
| Are your teeth sensitive to cold, hot, sweets or pressure? ... O O O Doyou have any dicking, popping of dlsmmh:n in I:h-e ;.aw? ........ 8 oo
Does food or floss catch between your teeth? .. OO O Doyoubruxorgrind your teeth? .. o O R T
R T G S — i EH e OO O Do you have sores or ulcers in your mouth? ... 0 0 O
Have you had any periodontal (gum) 1,reau'nernt5=‘ . 0O O O | Doyou wear dentures or partials? ......oeee e S R O o.
Have you ever had orthodontic (braces) treatmerﬁ’ ; 0 O O | Doyou participate in active recreational acwmes? .................. S
Have: you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth?...... BN E R :
L1101 11 1 = 1 |1 . E o Date of your last dental exam:
Is your home water supply fluoridated? ., 0 O O \what was done at that time?
Do you drink bottled or filtered water? o B 00
| 1f yes, how often? Circle ane: DAILY / WEEKLY / OCCASIONALLY Bate of st dermal Troys B
| Are you currently experencing dental pain or discomfort? ..., £] OED -
What i5 the reason for your dental visit today?
| How do you feel about ].rnu_rsr;l;le? |
MEdICﬂI Information pease mark{x!jvawrespmsemm:amafynu have or have not had any of the following diseases or problems.
I Yes No DK Yes No DK
| Are you now under the care of a physician? . O O O | Have you had a serious fliness, operation ar been
Fhysician Name Phone: inckide area code hr:lspitallm_:l in__the past 5 years? . T _L__.I o _ﬂ
{ ) If yes, what was the illness o problem?
AddressiCity/StateZip! - -
o Are you laking or have you recently taken any prescription
Are -,rau in gmd health? .......... O O O  orover the counter madignels)? ... s 00 o
Has there been any change in your general healm within If 50, please list all, Including vitamins, natural or herbal pu'EpEn‘atIDﬂ! |
| the past year? . ..o e O O O andior diet supplements:
1 If yes, what conditian is I:pel.ng treated? !
Date of last physical exam: 1 ol [
1
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Medical Information Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

(Check DK if you Don't Know the answer to the question) Yes Mo DK Yos Mo DK
Du_ you -.-fraar_cgn*_@c!__l?m?_sf_ et sttt s . O O O Do you use controlied substances (drugsl? ..., : & 013
Joint Replacement. Have you had an orthopedic total oint (fip, Do you use tobacco (smoking, snuff, chew, bidis)? . .o oo
knee, elbow, finger) replacement? ... e T O 150, how interested are you in stopping?
Date_ — If yes, have you had any complications? {Circle ome) VERY / SOMEWRAT / NOT BNTERESTED
Are you taking or scheduled 1o begin taking either of the Do you drink alcoholic beverages?................... T G .oaoa)
medications, alendranate (Fosamax®) or risedronate (Actonel®) If yes, how much alcohol did you drink in the last 28 hours? |
for osteoporosis or Paget’s disease? . O O O if yes, how much do you typically drink In a week?
Since 2001, were you treated or are you presently scheduled WOMEN ONLY Are you: =
10 begin treatment with the intravenous bisphosphonates Pregnant? ... S LTS b PN e FETE R g PO PPt O 0
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal I Number of weeks:
complications resulting from Paget's disease, multiple myeloma | Taking birth control pills or hormenal replacement?...... o B
of metastatic cancer?....... e —— . O O O | Nrsing?.....ocoocee rrsmact o e A oo|
Date Treatment began:
Allergies - Are you allergic to of have you had a reaction to: Yes Mo DK Yes Mo DE
To all yes responses, specify type of reaction Metals ERE |
Local anesthatics O O O Latex {rubber) oog
Aspirin 0O 0O 0O |odine O B0
Penicillin ar other antibiotics 0 O O Hayfeverfseasonal g o0
Barbiturates, sedatives, or sleeping pills 0 O O Animals g B:H
Sulfa drugs OO0 O Food a og
Codeine or other narcotics . O 0O O Other O Q0
Plaase mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
= Yes Mo DK Yes Mo DK Yoz No DE
| anificial (prosthetic) heart valve .. O O O Autsimmune disease [ T O Hepatitis, aundee or
Previous infective endocarditis ........... S S O 0O O rheumatoid arthrits OO 0O lnerdseass....i-- 0 00
Damaged valves in transplanted heart.... .0 0O 0O Systemic lupus enthematosus, 0 O O Epdlepsy oo O 00
Congenital heart disease (CHD) Asthma O [ O Fanting spells or seizures._ O O O
Unrepaired, cyanatic CHO . P O O O Bronchitis [ 0 O Weumlogical disorders........ O O O
Repaired (completaly] m kst 6 months O O O Emphysema O O 0O  Hyes, specify.
Repaired CHD with residual defedts ... : O O 3] Sinus trouble... 0 0O O Seepdisorder...... [0 [ I T |
- e e T — Tuberculosts 0 O [0 Mental health disorders ... O O
fﬂx:eg;::ﬂr;egﬁﬁ;ﬁ@w above, antitwotic prophytaxs 5 no langer recommendid Cances/Chernotherapy/ Specify: : |
Radiation Treatrment ... O O [ Recurrent Infechons.. Wil o i
Yes Mo DK Yes Mo DK (hest pain upon exestion ... [0 O Type of infection:
Cardiovascular disease. ... 0 00 T Mitral valve profapse ... 0 O [ Chronic paln e . 3 O Kidmey problems........... o J
| Angina .0 0O O pacemaker......... O O O Disbetes Typel or .. O O [O Night sweats i I
Arneriosclemnss . O O O Rheumatic fever O O O Eating disorder O O O Osteopoross P o e B m
Congestive heart failure ... O [ [ Rheumatc heart disease. O O O Malnutrition O O O Persistent swollen glands
| Damaged heart valves. O O O Abnormal bleeding.......... [0 0 O Gastromtestinal disease O 00 inneck i g
Rt attack .o T ATMIBG s s O O O 6E Reflupersistent Severe headaches/
Hear! MummuE ... O O O slood ransfusion ............. OO O hearbumn.... ; OO0 0O migaines... .. g oA
Low blood pressure. .. SO 0O 0O i yes, dae Uleers : O O O Severe ot rapid weightloss .. O O O
High blood pressure........... 0O O O Hemoghilia ..o O O [ Thyroid problems .. ... 0 O [0 Secually transmitted disease oo
Other congenital heart AIDS or WiV infection ... O 8Ostk i 0 0 O Excessweunnation.........0 O O |
defects ..o Eonpven oo (N oo [ s T T OO O Glaucoma... 18 i |
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... PRV ne e T Pe T LT e T A
Mame of physician or denfist making recommendation: Phone: |
Do you have any disease, candition, or problem not listed above that you think 1 should know BOITT i iidns “ v o8 0 |
Please explain:

\ — P . - J

MOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above and that the irfarmation given on this farm is accurate. | understand the importance of a truthful health
history and that my dentist and histher staff will rely on this information far treating me | acknowledge that my questions, if any, about inquiries set farth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of hisher staff, responsible for any action they take or do not
| t3ke because of errors or omissions that | may have made in the completion of this farm

_Su;namfu af Patleﬁt.fu-gal Guardian: . Date

- — e

FOR COMPLETION BY DENTIST

-

Comments:

e —eal . Vi
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