	                                                       Luxury dentistry nyc
PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Sex:  
	Social Security no.:
	Date of Birth:
	Who may we thank for referring you to our office? ( Dr.  ( Friend  ( Internet/ Ad.
Name:_________________________________

	( M     
	( F
	
	
	

	Street address:
	City
	State:
	Zip Code:

	Home Phone:
	Work Phone:
	Cell Phone:
	Email:

	Occupation:
	Employer:
	

	EMERGENCY CONTACT:  NAME  _______________________________________ PHONE __________________________ RELATIONSHIP _________


	MEDICAL HISTORY

	
	Y
	N
	
	Y
	N
	
	Y
	N

	HIGH BLOOD PRESSURE
	
	
	THYROID PROBLEM
	
	
	SEXUALLY TRANSMITTED DISEASE
	
	

	HEART ATTACK
	
	
	HEART DISEASE
	
	
	STOMACH TROUBLES/ ULCERS
	
	

	RHEUMATIC FEVER
	
	
	CARDIAC PACEMAKER
	
	
	CHEST PAINS
	
	

	SWOLLEN ANKLES
	
	
	HEART MURMUR
	
	
	EASILY WINDED 
	
	

	FAINTING/ SEIZURES
	
	
	ANGINA
	
	
	STROKE 
	
	

	ASTHMA
	
	
	FREQUENTLY TIRED
	
	
	HAY FEVER/ ALLERGIES
	
	

	LOW BLOOD PRESSURE
	
	
	ANEMIA
	
	
	TUBERCULOSIS
	
	

	HIGH BLOOD PRESSURE
	
	
	Sleep Apnea
	
	
	RADIATION THERAPY
	
	

	EPILEPSY/ CONVULSIONS
	
	
	EMPHYSEMA
	
	
	GLAUCOMA
	
	

	LEUKEMIA
	
	
	CANCER
	
	
	RECENT WEIGHT LOSS
	
	

	DIABETES
	
	
	ARTHRITIS
	
	
	LIVER DISEASE
	
	

	KIDNEY DISEASES
	
	
	JOINT REPLACEMENT OR IMPLANT
	
	
	HEART TROUBLE
	
	

	AIDS OR HIV INFECTION
	
	
	HEPATITIS/ JAUNDICE
	
	
	RESPIRATORY PROBLEMS
	
	

	ARE YOU WEARING CONTACT LENSES?
	
	
	DO YOU USE TOBACCO?
	
	
	DO YOU USE ALCOHOL?
	
	

	ARE YOU PREGNANT OR THINK YOU MAY BE PREGNANT?
	
	
	ARE YOU TAKING BIRTH CONTROL PILLS?
	
	
	ARE YOU NURSING?
	
	

	ARE YOU UNDER MEDICAL TREATMENT NOW? 
	
	
	HAVE YOU EVER BEEN HOSPITALIZED FOR ANY SURGICAL OPERATIONS OR SERIOUS INJURIES?
	
	
	ARE YOU TAKING ANY MEDICATION(S) INCLUDING NON-PRESCRIPTION MEDICINE?  IF YES LIST_________________________
_____________________________
	
	

	ARE YOU ALLERGIC TO OR HAVE YOU HAD A REACTION TO THE FOLLOWING?

LOCAL ANESTHETICS -  PENICILLIN/ ANTIBIOTICS -  SULFA DRUGS  BARBITUARATES -  SEDATIVES -  IODINE -   ASPIRIN
	
	
	
	
	

	DENTAL HISTORY

	
	Y
	N
	
	Y
	N

	DO YOUR GUMS BLEED WHILE BRUSHING OR FLOSSING? 
	
	
	DO YOU BITE YOUR LIPS OR CHEEKS FREQUENTLY?
	
	

	ARE YOUR TEETH SENSITIVE TO HOT OR COLD LIQUIDS/ FOODS?
	
	
	HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS IN THE PAST?
	
	

	ARE YOUR TEETH SENSITVE TO SWEET OR SOUR LIQUIDS/ FOODS?
	
	
	HAVE YOU HAD ANY ORTHODONTIC WORK IN THE PAST?
	
	

	DO YOU FEEL PAIN TO ANY OF YOUR TEETH?
	
	
	HAVE YOU EVER HAD PROLONGED BLEEDING FOLLOWING EXTRACTIONS?
	
	

	dO YOU HAVE ANY SORES OR LUMPS IN OR NEAR YOUR MOUTH?
	
	
	HAVE YOU EVER HAD INSTRUCTIONS ON THE CORRECT METHOD OF BRUSHING YOUR TEETH?
	
	

	hAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES?
	
	
	HAVE YOU EVER HAD INSTRUCTIONS ON THE CARE OF YOUR GUMS?
	
	

	DO YOU HAVE FREQUENT HEADACHES?
	
	
	HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING PROBLEMS WITH YOUR JAW? (IF YES, PLEASE CIRCLE)
CLICKING?

PAIN (JOINT, EAR,SIDE OF FACE)
DIFFICULTY OPENING, CLOSING, OR CHEWING?
	
	

	DO YOU CLENCH OR GRIND YOUR TEETH?


	
	
	
	
	

	SIGNATURE:__________________________________________________           DATE:_______________________

                         Patient, Parent or Guardian




















