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Patient Information
Name: Male[ ] Female[ ]
Last First M.I
Date of Birth: / / Social Security Number: - -

Single Married &3  Divorced O3  Widowed O

Address:
City: State: Zip:
Home Phone: ( ) Work Phone: ( )

Cell Phone: ( )

Email Address:

Person to Contact in Case of an Emergency:

Cell Phone: ( ) Home Phone: ( )

Parent Or Guardian Of Patient (If Patient Is Under 18 Years Of Age)

Name:

Last First M.L

Relationship To Patient:

Address:
City: State: Zip:
Home Phone: ( ) Work Phone: ( )

Cell Phone: ( )
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If you are completing this form for another person, your relationship to that person
is? Your answers to the following questions are for our records only and are
considered confidential. You may be questioned during your visit on your response to the questions you
answered.

1. Are you in GoOod health?........oocoiiiiiiiiii ettt Yes No
2. Have there been changes in your general health in the past year?..........cococevivinierininiencneneeccrceeeeaes Yes No
3. Have you had any serious illness, operation, or been hospitalized in the past 5 years? ...................... Yes No

Please explain:
4. List any medications — prescription or non-prescription that you are currently taking:

5. Are you 0N ASPITIN TREIAPY7..c..eviiiiiieieiieee ettt ettt sttt ne Yes No
6. Are you on Vitamin E TREIAPY?.......coiiiiiiiiiiiiiiiiicee ettt Yes No
7. DO YOU SINOKE?.....eeitieiieteeiteete ettt ettt ettt e et e et e st e e st e ebeenteeseensees e e seaneeeseenseeseenseesee s e esseaseessenseensaseenseeneenseens Yes No
If yes, how long have you smoked? How many packs per day?

8. Do you have a family history of periodontal diSEase?..........ccuervieieririeriiiereeie e Yes No
Do you have or had any of the following diseases or problems:

9. Damaged or artificial Heart VAIVES?........cccooiiiiiiriiiiieieieiet ettt et Yes No
10. Heart murmur or theumatic heart diSEaSE?.........cocuiiiiiriiiiiieiieie ettt ettt e s e Yes No
11. Cardiovascular disease (heart trouble, heart attack, angina, coronary, insufficiency, coronary occlusion, stroke or
ATTETIOSCIETOSIS 7.ttt ettt ettt et a et e ht et b e e b e ettt su et eae e Yes No
12, High BLoOd PrESSUIEY......cuiiuiiiiiiiiiiieiecitete ettt ettt sttt ettt ettt e Yes No
13, LOW BlOOA PIESSUIE?......cuuieiiiiieiiieiieit ettt ettt ettt et et st st sae e b e eae e Yes No
L4, CRESE PAINT.c..eoiiiieitieit ettt et ettt ettt et eat et et sa e et sae et ettt ettt ettt sae e e Yes No
15. Shortness of breath after mild exercise or when lying dOWn?..........ccoviiiieiiiieniiieeeeeeeee e Yes No
16, HEATE AETECTS?. ...ttt b bt b e et b e bttt et et e st et ebt bt et e s bt sbeebenbenaen Yes No
17. Cardiac PACEIMAKET?.........eeiuieiiiieiie ettt ettt ettt et e sttt e bt e e et e e bt esabeeabeeset e e beeeabeeabeeenbeenbeesebeenneesanean Yes No
18. SeaS0NAl ALLETIES?.....c.eeiiiiiiiiieiieteeit ettt ettt ettt et be ettt et ettt et ae e nae e Yes No
19, SINUS TTOUDLE?. ...ttt ettt et b bbbt bt b e st ettt et e st eseebe et e e bt eaeebenbenaea Yes No
20. ASthMa OF DAY TEVET?.....ouiiiiiiiiiee ettt ettt ettt b e sttt ettt et et ebe e Yes No
21, FAINTING OF SEIZUTES?...c..eeuiiiiieiieiteitteitestt ettt et ettt ettt ettt ettt et sttt b ettt ees et etsesaeeatesaeenaesaeenaesanen Yes No
22, DHADEIES? ..ottt ettt et e e Yes No
23, Hepatitis OF LIVET QISCASE?......ccueruirtirierteitiitertet ettt ettt ettt ettt et et ebe ettt ebe et sbe e Yes No
24, A1ds OF HIV INTECTHONT . ...uiiiitiiiieiiteee ettt ettt et ettt et ettt e s et e eabe e bbeenbeenateenbeeneesnns Yes No
25. TRYTOIA PIODICINS?. ...ttt ettt ettt b e bttt b e bt b ettt et it et e b e Yes No
26. Respiratory problems, emphysema, bronchitis €1C?........c..ccueiiiiiriiiiiienereeee e Yes No
27. Arthritis or painful SWOLLEN JOINES7......cc.iiiiiiiiiiiiiiei ettt Yes No
28. Stomach ulcer O NYPEIACIAILY?......couiiuirieriiietii ettt ettt st Yes No
29, KAANEY tIOUDLE? ..ottt ettt ettt ettt et e s bt et e e te e b e e st e b e ese et e esee s e enseeseensesaeensesseensesssensenneeseans Yes No
30, TUDCICULOSIS ...ttt et ettt et a et st et a ettt e bt et sae et eaee e eae Yes No

31. Persistent cough, cough that produces blood or persistent swollen glands in neck? ..............c.ccccceeeeeeeee.. Yes No
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32. Sexually transSmitted dISEASE?......c..ceovirieiirieitiiieteetec ettt ettt ettt Yes No
33 EPIIEPSY 7 ettt a et et a et sa et nae et naeean Yes No
34. Problems with mental health?............cooiiiiiii e e e Yes No
35 CAMCET? ...ttt etttk a ettt e a e et na e e h e ettt e Yes No
What Type? Treatment Received?

36. ABNOIMAl BICEAINE?.....ccueiiiiiiiiieiiic ettt ettt sttt Yes No
37. Blood disorder SUCh S @nemIaT........cccoouiiiiiiiiiiiieiiii ettt ettt Yes No

Are you allergic or have you had a reaction to:

38 LateX ALLBTEY 7.ttt ettt ettt et e Yes No
R LS o Yot 1 B3 =11 4 =] 5 Lo R RRRRRRPRPRPRPRRR Yes No
40. PeniCillin OF OTher antiDIOtICS?. ..o ittt e e e e e ettt e e e et eeeeeeaeeeeeeeeeeesessnssssaassaseaeeees Yes No

A1 SULEA AIUGS?...ceiiee ettt ettt ettt ettt et Yes No
A2 ASPITIN ittt ettt et ea e ettt et e ae bbb Yes No
T (o Ya 11 (< RRRRRRRRPRPRPIN Yes No
VY O Ya (53 s TR o) Q011 4TS G 1 -V Aol 15 (o1 S RRTRRRRRPRPN Yes No

45. Other:
46. Do you have any disease, conditions, or problems not listed you think I should know about? ..............Yes No

47. Are you Wearing CONLACT IENSES?......c..oiuiiriiiiiiiiieie ittt ettt st eas Yes No
48. Are you wearing removable dental appliances?..........cccoiioiiriiiiiiiiiiiiie e Yes No
Women

49. AT YOU PIEENANTT......iiiiiiiiiiitiiitete ettt ettt ettt et ettt eae e st e e sae et sat et sttt ea s et e eas e bt eatesaeennesaeenaesieenaeeanens Yes No
50. ATE YOU NMUTISIIZ?...eeiiiiiieiiiiiete ettt ettt ettt ettt ettt et et e sttt sbeeas e s bt e e s e eb e eat e et e et e ebeeseeeae et saeeaeestenaeeanenbeas Yes No
51. Are you taking birth CONrOl PIIIS?.....cc.couiiiiiiriiiirie ettt e Yes No

I certify that I have read and understand the above. I acknowledge that my questions, if any, about the inquires set
forth above have been answered to my satisfaction. I will not hold my dentist, or any other member of his/her staff,
responsible for any errors or omissions that I may have made in the completion of this form.

Patient or Guardian Signature : Date :

* Thank you for choosing Barrington Road Dental Care to serve your dental needs. We are delighted
that you will be joining our family of happy and satisfied patients. We look forward to meeting you. *
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