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DENTAL HEALTH CARE

PATIENT INFORMATION
	

	PATIENT’S NAME


	SEX   ( MALE                                                             

           ( FEMALE
	DATE OF BIRTH
	AGE
	SOCIAL SECURITY NUMBER

	ADDRESS                                                                                                 CITY                                                                      STATE                                  ZIP CODE



	HOME TELEPHONE NUMBER

(        )
	WORK TELEPHONE NUMBER

(        )
	MARITAL STATUS
	RACE

	EMPLOYER NAME/ADDRESS



	STUDENT   ( FULL TIME

· PART TIME
	SCHOOL NAME/ADDRESS

	NEXT OF KIN/EMERGENCY CONTACT


	TELEPHONE NUMBER (HOME)
	TELEPHONE NUMBER (WORK)

	ADDRESS                                                                                                 CITY                                                                      STATE                                  ZIP CODE



	DENTAL INSURANCE


	ID NUMBER
	GROUP NUMBER

	HEALTH HISTORY

	                                                                                       YES        NO
	
	YES
	NO

	ARE YOU IN GOOD HEALTH?…………………….____….____
	HAVE YOU EVER HAD OR DO HAVE NOW:

ANEMIA………………………..……………………____...____

ARTHRITIS………………………………………….____...____

ASTHMA……………………………………….……____...____

BLOOD  THINNERS………………………………. ____…____

CIRCULATORY PROBLEMS………………………____…____

DIABETES…………………………………….……..____…____

EPILEPSY……………………………………………____…____

EXCESSIVE BLEEDING……………………………____…____

GLAUCOMA………………………………….……..____…____

HEART MURMUR…………………………………..____…____

MITRAL VALVE PROLAPSE………………………____…____

HEART PROBLEM………………..…………………____…____

PACEMAKER………………………..………………____…____

HIGH BLOOD PRESSURE………………………….____…____

KIDNEY/BLADDER INFECTION………………….____…____

LOW BLOOD PRESSURE…………………………..____…____

MALIGNANCIES (CANCER)………………………____…____

MEASLES……………………………………………____…____

PNEUMONIA………………………………………...____…____

PROSTHETIC REPLACEMENTS (Heart/Joints)…...____…____

RADIATION THERAPY/CHEMOTHERAPY…….. ____…____

RHEUMATIC FEVER……………………………….____…____

SHORTNESS OF BREATH………………………….____…____

SINUS PROBLEMS………………………………….____…____

STROKE……………………………………….……..____…____

STOMACH-ULCERS………………………………...____…____

ANY KNOWN EXPOSURE TO A

COMMUNICABLE DISEASE?……………………   ____…____

HEPATITIS…………………………………………   ____…____

TUBERCULOSIS…………………………………….____…____

HAVE YOU EVER HAD OR BEEN TREATED FOR MENTAL ILLNESS………………………………………………____…___

OTHER___________________________________________________________________________________________________

	ARE YOU PRESENTLY UNDER THE

CARE OF A PHYSICIAN?…………………………   ____.…____


	

	IF YES, FOR WHAT ARE YOU BEING TREATED? ______________________________________________________

NAME OF PHYSICIAN__________________________________

DATE OF LAST PHYSICAL EXAM _______________________

PLEASE LIST ALL MEDICATIONS YOU ARE PRESENTLY TAKING ______________________________________________

______________________________________________________

ALLERGIES                                                                  YES    NO

ARE YOU ALLERGIC OR HAD A REACTION TO

LOCAL ANESTHETIC………………………………  ____…____

PENICILLIN, OR OTHER ANTIBIOTICS…………   ____…____

BARBITURATES, SEDATIVES, SLEEPING PILLS  ____…____

ASPIRIN……………………………………………… ____…____

CODEINE OR OTHER NARCOTICS………………. ____…____

LATEX………………………………………………   ____…____  

OTHER: ______________________________________________

ALCOHOL USE:                                                              YES   NO

( NONE          ( OCCASIONALLY          ( DAILY

HAVE YOU EVER BEEN TREATED FOR DRUG OR ALCOHOL ABUSE?…………………………………  ____…____

  IF YES, DATE: ___________________________

SMOKING?…………………………………………    ____…____

        ____________ PACKS PER DAY

WOMEN:                                                                          YES   NO

ARE YOU PREGNANT? ……………………………  ____…____

ARE YOU NURSING?………..…………………….   ____…____

TAKING ORAL CONTRACEPTIVES?…………….  ____…____

DISCLAIMER:  Antibiotics (such as penicillin, erythromycin, etc.) and some pain medications may alter the effectiveness of birth control pills.  Consult your physician/gynecologist for assistance regarding additional methods of birth control.
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DENTAL HISTORY

	DO YOU PRESENTLY HAVE:                    
	YES
	NO
	
	YES
	NO

	TENDER TEETH WHEN CHEWING……………………...    _____…_____

BLEEDING GUMS………………………………………….    _____…_____

SORE AREAS IN YOUR MOUTH…………………………    _____…_____

PAIN IN OR NEAR YOUR EARS………………………….    _____…_____

SENSITIVITY TO HEAT, COLD, SWEETS………………     _____   _____

ORAL HABITS (Grinding, Nail Biting, Smoking) ………..    ____…____


	HAVE YOU BEEN TREATED BY AN ORTHODONTIST?.  _____…_____

HAVE YOUR BEEN TREATED BY A PERIODONTIST?...  _____…_____

HAVE YOU RECEIVED INSTRUCTIONS IN THE

CARE OF YOUR TEETH?………………………………….    _____…_____

DATE OF LAST DENTAL VISIT _____________________


GENERAL PRACTICE RESIDENCY PROGRAM
Dear Patient:
We are pleased that you are considering St. Peter’s Hospital for your oral health care.  It is our objective to care for your dental and oral needs in the most professional and courteous manner possible.

We teach and practice comprehensive dental care and provide up-to-date diagnosis and treatment planning services.  Being a teaching institution, you may spend several visits before a definitive step-by-step treatment sequence is determined.  Also, as a teaching institution, you may require types of dental treatment that are beyond the scope of the program.  In those cases, we will request a referral to another facility.  We hope you understand our concern for your care.

Please try to be prompt when scheduled and give us 24 hours notice if you must cancel. Patients arriving TEN (10) minutes past their scheduled appointments may be rescheduled. If THREE (3) appointments are missed, without 24 hours notice, we will discontinue treating you at our dental office.  However, if we have any emergency situations, it is possible we will occasionally run behind schedule.  We will try to keep you advised of the same.

Thank you for your cooperation.


I HAVE READ, UNDERSTOOD, AND AGREE TO THE ABOVE POLICY.

PATIENT SIGNATURE _______________________________________________________________     DATE _______________________

SIGNATURE OF PARENT OR GUARDIAN _____________________________________________________________________________

(If patient is a minor)

REVIEWED BY ____________________________________________________________________________________________________
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