v SIMON FAMILY DENTAL

M CANTS COSMETIC*GENERAL

7925 S. _B___rqgg\y_a_ly Ave, Suite 1100. Tyler TX 75703 903-213-9799

Patient Information
Date: ___ Name: SeM __F
Last First Middle Initial (Preferred Name)
Mailing Address:
Number & Street or PO Box

Employer:
City State _ Zip
Date of Birth: SSN: Email address:___
Home Phone: Cell Phone: Work Phone:
L Guardian/ Spouse or Person Responsible for Account
Name: Relationship:

Last First Middle Initial
Address:
Number & Street or PO Box City State Zip
SSN #: DOB: Driver License #:
Home Phone: Cell Phone: Work Phone:
Emergency Contact: Relationship:
Home Phone: Cell Phone: _ Work Phone:
Dental Insurance
Primary Insurance Secondary Insurance

Insurance Co: Insurance Co: .
ID #: Group #: ID #: Group #:
Phone #: _ Phone #:
Employer: Employer:
Policy Holder: ' Policy Holder:
DOB: SS#: DOB: SS#:

Relationship: Relationship:




Medical History Name: DOB: :

Allergies/Reaction: ____Thaveno medication allergies.

Medications/Dosage/Condition: ___I am not taking any medications.

Please include aspirin/blood thinners, fish oil, supplements, or vitamins

Have you taken medication for osteoporosis? **They can stay in your system for 10 years or more.**
__Actonel __Araedia__ Boniva __ Fosomax ___ Zometa __ Other

Women: Are you pregnant or nursing (how many months)?

Have you had any surgeries (when)?

Has your medical doctor recommended antibiotics before dental care?

Do you use tobacco (If so how much/ how long)?

Do you have/ or ever had any of the conditions listed below? *Each item must be marked*

Yes No Yes No Yes No

__ __ Allergies: seasonal ____Cold sores ____ Kidney disease

__ __ Anemia __ __Diabetes _ __ Leukemia

__ __ Arthritis/Rheumatism __ __Dizziness/Fainting . __ Lupus

__ __ Artificial heart valve _ __Emphysema __ __ Osteoporosis/Osteopenia
__ __ Artificial joints __ __Epilepsy/Seizures __ __ Psychiatric disorders

_ __ Asthma __ __Glaucoma __ __ Rheumatic fever
____ Back/Neck pain __ __Growths/Tumors _____Sexually transmitted/HPV diseases
__ __ Bleeding problems __ __ Head injury ____Shingles

. __ Blood pressure high/low ____Headaches (severe) __ __Sinus Problems

__ __ Breathing problems __ __Heart murmur . ____Stomach problems/ulcers
____ Cancer ____Heart attack/disease __ __Stroke

__ __ Chemotherapy/RadiationTherapy ____Heart pacemaker ____ Swollen ankles

__ __ Chest pains __ __Hepatitis/Liver dis ____ Thyroid disease

- __ Cholesterol high/low __ __Herpes ____Tuberculosis

__ __ Chronic cough __ __HIV+AIDS/ARC _ Other :

I have answered all questions to the best of my knowledge. I will not hold Simon ] F_ar_m_lz Dental__ responsible for any errors. You have my
consent to ask my respective health care provider. I will notify the doctor of any change in my health or medications.

Patient/Guardian Signature: A Date: A
History Review:

ASAT ASATl ASATI ASAIV Doctor Signature:




