n Endodontics

Patient Information

Name Date of Birth Social security number

Address City State Zip

Home phone ( ) Business phone ( ) Cell Phone ( )

Marital Status Spouse’s name Your Occﬁpation

Email: Would you like to receive appointment reminders viatext? Y N
Dental Insurance: Subscriber Name: Subscriber Date of Birth: _ / /  ID#

Pharmacy Name: Pharmacy Phone Number:

Referred by Dr. Emergency contact and telephone number

Today’s visit
Are you having any pain? If so, please describe the pain. (what causes your pain, duration, frequency, etc)................uuerrviuieeeuieeerrieeereieeennns

Have you ever taken medications known as bisphosphonates such as ZOMETA or AREDIA..........c.ccouiiuiiiiieiieiieiieiieieieiieeanannns (Y) (N)
Have you ever had any joint replacement surgeries that would require you to premedicate prior to dental procedures? (Y)(N)
Are you on a Blood Thinner Medication? Y)(N)

PLEASE CIRCLE ANY CONDITIONS THAT YOU NOW HAVE OR HAVE HAD IN THE PAST:

Rheumatic fever Y N Cancer Y N Thyroid disease Y N
Heart murmur Y N Radiation therapy Y N Ulcers Y N
Heart problems Y N Chemotherapy Y N Swollen ankles Y N
Heart attack Y N Stroke Y N Anemia Y N
Mitral valve prolapse Y N Diabetes Y N Sinus problems Y N
Pacemaker Y N HIV or AIDS Y N TMJ problems Y N
High blood pressure Y N Hepatitis Y N Headaches Y N
Asthma Y N Tobacco use Y N Dry mouth Y N
Arthritis Y N Alcohol use Y N Fainting Y N
Tuberculosis Y N Unexplained fever Y N Are you pregnant? Y N
Chest pain Y N Night sweats Y N Other medical problems (List)

Kidney disease Y N Glaucoma Y N

Liver disease Y N Blood transfusions Y N

Seizures Y N Gastrointestinal problems Y N

Are you allergic to any of the following (please circle)

Penicillin Antibiotics Aspirin Codeine Latex Local Anesthetics (Novocaine)

Please;listiall other RIIETZIeSs. . cie/eies o sieisiasoriaieis sle sisisiusaraisiaia ale s sielsiore siafossisie s slaisioieToroioloiaie s sl /staisTaistolare s o s lsiatoiareorale s slateoiatolasormra s ars sialate siaiaoie
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Name of medical doctor:..........c.oevvvvivnivniviiiiiiininnen. Date 0l IStV SIt e e TelephonC NUMDETt.cot it s oatsoseiealeeeisnls
Is there anything that should be known about your health or previous dental visits? (please SPECify) ..........ceuviriieeirieeiineeeiiieeeiiieeeinnne
Patient SIEMREITE: ... ..o dromssibsimiivsinsms mesdsbinis s i St o TR S A S

REVIEWED BY DOCTOR: DATE:




