
Are you under the care of a physician? ❑ Yes ❑ No If yes please explain 	  
Have you had an operation or been hospitalized recently? ❑ Yes ON° If yes please explain 	  
Do you have a medical condition/Illness? ❑ Yes ❑ No If yes please explain 	  
Any bone density medication or Biophosphates? ❑ Yes ❑ No If yes please explain 	  
Do you premedicate with antibiotics prior to dental appointments for artificial joint/joint replacements? ❑ Yes ❑ No 
Do you have, or have had, any of the following diseases, medical condition, or procedures? 

YN YN YN YN 
❑ ❑ AIDS/HIV Positive ❑ ❑ 	Cardiac Pacemaker 0 0 	Heart Attack ❑❑ Pyschiatric Care 
0 0 Alzheimer's Disease DO 	Chemotherapy/Radiation treatment ❑ ❑ 	Heart Murmur ❑❑ Prolonged Bleeding 
DO Anemia DO 	Cold Sores/Fever Blisters ❑❑ 	Heart Surgery DO Respiratory Problems 
0 0 Angina Pectoris Do 	Congential Heart Disease 0 0 	Hemophilia ❑❑ Rheumatic Fever 
DO Anxiety 00 	Delay in Healing 0 0 H PV ❑❑ Rheumatism 
Do Arthritis CIO 	Dental Phobia 0 0 	Hepatitis A / B / C 00 Scarlet Fever 
0 ❑ Artifical/Damaged Heart DO 	Diabetes 0 D 	High Blood Pressure DO Shingles 
❑ ❑ Arteriosclerosis 00 	Dialysis ❑❑ 	Immune System Problems ❑❑ Sinus Trouble 
❑ ❑ Asthma 00 	Ear Problems 0 0 	Kidney Trouble ❑ ❑ Stroke 
00 Bronchitis/Chronic Cough 00 Emphysema ❑❑ 	Liver Disease ❑❑ Substance Abuse 
❑ D Breathing Problems ❑❑ 	Epilepsy/Seizures 0 0 	Low Blood Pressure ❑❑ Thyroid Trouble 
❑❑ Bruise Easily Fainting Spells DO 	Mitral Valve Prolapse ❑❑ Tuberculosis 
0 ID Cancer ❑❑ Glaucoma 0 CI 	Osteoporosis/Osteopenia ❑❑ TMD/TMJ 

❑❑ Vertigo 

MEDICATION & ALLERGIES... 

I hereby acknowledge that a copy of this office's Notice of Privacy Practices has been made available to me. I have been given the opportunity to ask any ques-
tions I may have regarding this Notice. 

X 	 X 	  
Signature of patient (Parent or Guardian if minor) 	 Date 

FEES & PAYMENTS 
We make every effort to keep down the cost of your care. You can help by paying upon completion of each visit. Other arrangements can be made with our office man-
ager depending upon special circumstances. An estimate of the charge for any procedure or surgery you may require will be given to you upon request. If you have any 
dental and/or medical insurance we will be glad to fill out the proper forms, but please complete the identifying information on this form. 

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay 
fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance or any other 
balance not paid for by your insurance company. You will be responsible for all collection costs, attorneys fees, and court costs. 

I also understand that only root canal treatment is to be performed at this office. I will be responsible to make necessary arrangements as soon as possible to have the 

permanent restoration (crown, filling, etc.) done by my regular dentist. 

This signature on file is my authorization for the release of information necessary to process my claim. I hereby authorize payment to this doctor named of the benefits 
otherwise payable to me. 

X 	  X 	  
Signature of patient: (Parent or Guardian if Minor) 	 Date 

Are you allergic to the following: (please circle) 

Penicillin 

Valium or other tranquilizers 

Latex 

Local Anesthetic "Novacaine" 

Codeine or other narcotics 

Amoxicillin 

Sulfa Drugs 

Aspirin 

Sulfates 

Reviewed by 	 Date Signature of patient (Parent or Guardian if Minor) 

Please list all medications : 	  

Please list any other allergies: 	  

Below for women only: (women note: antibiotics (such as penicillin) may alter the effectiveness of birth control pills. Consult your 

physician/gynecologist for assistance regarding additional methods of birth control.) 

1. Are you pregnant? ❑ Yes ❑ No 	3. Expected Delivery Date: 	  

2. Are you nursing? 	❑ Yes ❑ No 	4. Are you taking birth control pills? 	❑ Yes ❑ No 

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

X 	 X 	 X 	  
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