
    

P A T I E N T  I N F O R M A T I O NP A T I E N T  I N F O R M A T I O NLast Name:First Name:Title (circle one)   Dr.    Mr.   Mrs.   Miss.   Ms.Social Security #:            -         -Address:City:                                           State:             Zip:Daytime Phone:           Cell Phone:Email Address:Birthdate: Age:  Sex: q M q FPatient Employer:Patient Occupation:Employer Address:Spouse Name:Birthdate: SS#:Spouse's Employer:How did you hear about our office?
EMERGENCY CONTACT Name:                                                 Phone#Relationship:

D E N T A L  I N S U R A N C ED E N T A L  I N S U R A N C EWho is responsible for this account?Relationship to Patient:Insurance Co.  Group #Is patient covered by additional insurance?  q Y es   q NoSubscriber's NameBirthdate SS#              -             -Relationship to PatientInsurance Co. Group #
F I N A N C I A L  I N F O R M AT I O NF I N A N C I A L  I N F O R M AT I O NFor your convenience we accept Visa, MasterCard,Discover and Debit Cards. We deliver the finest care at areasonable cost to our patients, therefore payment is

due at the time service is rendered unless otherarrangements have been made in advance. We will workwith you to maximize your insurance reimbursementfor covered procedures. Please present your insuranceinformation at your first visit so that we can expeditereimbursement.
5 Signature of Patient, Parent, Guardian, or Personal RepresentativePlease Print NameDate: Relationship to Patient:

D E N T A L  H I S T O R YD E N T A L  H I S T O R YReason For Today's Visit:Previous Dentist/s:City/State:Date of last dental visit:Date of last dental x-rays:
Please circle if you have or have  had any of the following:Bad BreathBleeding gumsBlisters on lips or mouthBurning sensation on tongue or mouthChew on one side of mouthCigarette, pipe, or cigar smokingCleft lip or palateClicking or popping of jawDry mouthFingernail bitingFood collection between teethGrinding/clenching  teethGum Recession

Gums swollen or tenderImplant SurgeryJaw pain or tirednessLip or cheek bitingLoose teeth or broken fillingsMouth breathing/Mouth OdorMouth pain when brushingOrthodontic treatment  (Braces)Pain around earPeriodontal treatment/surgeryRemovable or fixed prosthesis/dentures/partialsSensitivity to cold, hot, or sweetSensitivity when bitingSores, swelling, or  growths in your mouthTMJ problems/pain/popping/lockingHow often do you brush?           How often do you floss?Have you ever whitened your teeth?What changes in your smile would you make, if any? 

    C O N F I D E N T I A L  PAT I E N T  I N F O R M AT I O N    C O N F I D E N T I A L  PAT I E N T  I N F O R M AT I O N
Specialized Dentistry of New Jersey

F O R  O F F I C E  U S E  O N L Y
ASA CATEGORY:    1               2                      3                   4    JMC       JAZ            NOTE:



  
M E D I C A L  H I S T O R YM E D I C A L  H I S T O R Y

Cardiovascular (Heart)     q NegativeChest pain (Angina)Congenital heart problemHeart attackHeart murmurHeart surgery: bypass, transplant, stentsHeart valve repairHigh blood pressure (hypertension)Irregular heartbeat(arrhythmia)I take aspirin regularlyMitral Valve ProlapsePacemakerProsthetic/artificial heart valveCongestive Heart Failure (CHF)
Pulmonary (Lung)    q NegativeAsthmaEmphysema, bronchitisPneumoniaTuberculosis (TB)PPD PositivePersistent CoughRespiratory DiseaseShortness of BreathChronic Pulmonary Disease (CPD)
Nervous System    q NegativeAlzheimer's disease or other dementia (schizophrenia)Degenerative disorders or paralysis, (Parkinson's, MS, cerebral palsy, muscular dystrophy, bells palsy)Depression, phobias Severe anxiety disorderFainting/dizzinessHeadaches, frequent or severePsychiatric care,  nervous conditionsSeizures/epilepsySleep Apnea  q Obstructive q CentralStroke (CVA)

Musculoskeletal    q NegativeArtificial joint(s)Degenerative Osteo arthritisNeck or back surgery/ painOsteoporosis/OsteopeniaBisphosphonate Use (Fosamax,Boniva, Actonel, or Injectable) Rheumatoid arthritisSinus problemsSwollen neck glandsWeight loss, unexplainedXerostomia/dry mouthSwollen ankles
Immune System     q NegativeAllergy to AnestheticsAllergy to foods, metals, jewelryAllergy to latex Allergy to medications:_________________________________________________________HIV or AIDSLupusSjogren's syndromeRash, hives, soresCortisone TreatmentsSurgery ? ______________________________
Drug Use     q NegativeAlcohol dependencyChemical dependency Prior or current injection drug usePrior or current non-injection         recreational drug useTobacco Use
Women    q NegativeI am pregnant or possibly pregnantI am nursing       Post-menopauseOral contraceptiveOther illness:______________ 

Physicians Name:______________________________________City:______________________Date of Last visit:________________________In your estimation, what is your general health condition q Excellent,qGood,q Fair,q Poor

Please circle if you have or have had any of the following conditions or  3 Negative:
Hematologic (Blood)     q NegativeAnemia (not sickle cell)Bleeding disorder (not hemophilia), postsurgicalBlood transfusionBone marrow or stem cell transplantBruises easily (INR >3.5)Leukemia, blood cancer, lymphoma, multiplemyelomaSickle cell anemia/trait blood disorder 
Gastrointestinal (Digestive)     q NegativeCirrhosisCrohn's or ulcerative colitisEating disorders (bulimia, anorexia)Heart burn,  reflux/GERDHepatitis Type __________Irritable bowl syndromeJaundiceLiver DiseaseTransplant: liver, kidney or otherUlcer (s)
Genitourinary (Kidneys, urinary ) qNegativeDialysisKidney disease or failure Syphilis, gonorrhea, herpesVenereal DiseaseOther 
Endocrine    q NegativeAdrenal disorderDiabetes(HbA1c=_____) q Type Iq Type IIProstate problemThyroid  q Hyper q Hypo
Cancer     q NegativeAny history of cancer (breast, head, neck,prostate, oral, lung, skin, etc.)Chemotherapy treatmentRadiation treatment

History of Hospitalization?Is there anything else we should know about your medical history?Please list all medications you are currently taking
The above medical history has been reviewed with me and the recordings are complete and accurate. I will not hold any dentist or any member of his/her staff responsible of any errors or omissions that I have made in thecompletion of this form.Patient signature5 Date:


