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NESCONSET

DENTAL ASSOCIATES

Personal Information

Name : Person responsible for account

1 prefer to be called Relationship

Single Married Social security #

Male ___ Female _ Home phone I _
Birth date Work phone

Social security # Billing address

Home address

Home phone Avre vou currently under the care of a
Waork phone physician?
Cell phone Physician’s namc
Email address Physician’s phone #
How do vou prefer to be confirmed? Arc vou currently taking anv
Home phone Cell phone  Email prescription or over the counter drugs?
Please list i
Other family members seen by us Do you smoke or use tobacco m any
= form” Yes No
Referred by
For women only® Are vou prepnant? Nursing
Are vou taking birth control pills? Yes No
Insurance Information
Primary: Secondary:

Dental coverage: Yes No

Insurance Co. name

Insurance Co. address

Insurance Co. phone #

Group #

Insured’'s name

Relationship

Insured’s date of birth

Insured’s social securnity #
Insured’'s emplover

Dental coverage: Yes

No

. Insurance Co. namce

Insurance Co. address

Insurance Co. phone &

Group #

Insured’s name

Relationship

Insured's date of birth

Insured’s social secunty #
Insured’s emplover




- Dental History -

Previous dentist Lasl date of checkup or cleaning
Do you require antibiotics before dental treatment? Yes No
Do you have discomfort in your jaw joim? (TMJ / TMD) Yes No
Do your gums ever bleed? Yes No

Why have you come to the dentist today?
Are you happy with your smile? -
Please circle the most important feature(s) in your smile that you would like to change
Color  Shape Alignment  Length Gaps  Gum display Other

Have you ever had any of the following diseases or medical problems?

_ Yes _ No Abpommaol Bleeding __Yes__ 'No Hemophilm

_ Yes _ No  Alcohel /! Drug abise _ Yes. _ No Hepatitis A, B, C
—¥Yes _ No  Anemin __Ye&s _ No Hempes ! Fever blisters
_ Yes _  No Arthritis _ ¥es:  No High Blood pressime
- Yeu  No  Artificial joints ~ Yex.  No HIVELAIDS

¥ No Aclificinl heart valve _ Yoo Mo Kidney problems
—Yes  No Asthmu _ Yes _ No Liverdisesse

_ Y _ No Bloodtranstusion __Yes _ No Lowhbiood pressure
. Yeo _ No Cancer/Chembtlerapy _ Yes o No  Mitral valve prolapse
__ Y _ Nn Colitis _ Yes _ No Pacemaker

__Yes __ No Congeminl Heart Defect __Yes _ No Psvchiatrie problems
_ Y& No Diabetss _ Yes _  No Radiation treatment
—Yes  Na Dilficnlly braathins _ Yes  No Rheumatic / Scarlet fever
_ Yes _ No Emphvsemn __Yes __ No Seirunes

= Yes _ Mo [lpilepsy __Yes _ No Shingles

__Yes  No Tainfing spells _ Yes __ No Sicklecell disesse { raits
__Yes _ No Frequenl headaches _ Yes  No Sinuspobléms

— Yes ©_ No Glatcomn _ Yes _ No Stroke

- Yes ~ Nn HavFever _ Yes __ No Thyroid problem

_ Yes _ No Hennt Murmnur ~ Yes  No Tuberdloss(TB)
_Yes _ No' Hourd Atiock _¥es Ko Ulcers

_ Yes _ Ne HeartSuuay _ Yes _ No Venercsl dizesse

Have you been hospitalized for any reason?
Please list any other serious medical conditions that you have ever had.

Are you allergic to any of the following?

__Yes  No Aspinn __Yes  No Enythromvein _ Yes No Meals
_ Yes Mo Codeine _ _Yes  No Jewelry __ ¥Yes  No Penicillin
___Yes  No Dentalancsthetics _ Yes  No Latex Yes _ No Tetacyeline

Please list any other drugs/ materials that you might be allergic to.

I understand that the information that | have given today is carrect to the best of my howledpe. [ afso
understand that this information will be held in the strictest confidence and it is my responsible fo inform
this affice af any changes in my medical staws. { authorize the dental staff o perform any necessary dental
services that I may need during diagnosis and treatment with my informed consent.
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