Patient Health History

Date_______________         Patient’s name__________________________________________________________

Home address_______________________________________________________    E-mail___________________

Home phone_____________________   Work phone_____________________   Cell phone___________________

Employer_____________________________________________________Occupation_______________________

Work address__________________________________________________________________________________

Sex:  Female____       Male_______     Social Security #_______________________  Date of birth______________

Marital status:       Single_______   Married_______    Divorced_______    Separated_______    Widowed________

Spouse/partner’s name_________________________________________    Work phone______________________

Spouse/partner’s employer______________________________________    Occupation______________________

Spouse/partner’s Social Security #________________________________    Birthdate________________________

If patient is a minor, please give parent’s or guardians’s name____________________________________________

Who may we thank for referring you to the office?_____________________________________________________

Relationship to you_____________    Address (we send a thank-you)______________________________________

Who is responsible for paying for your treatment?

Name__________________________________________    Work phone___________________________________

Street address__________________________________________________________________________________

Social Security #__________________________________    Birthdate____________________________________

Relationship to patient___________________________________________

Dental history----please circle the number that indicates how important each of the following is to you

     1=extremely important     2=important     3=slightly important     4=not important

1   2   3   4    I want a full explanation of needed treatment

1   2   3   4    I want to know about any possible post-treatment problems

1   2   3   4    I am concerned about the cost of treatment

1   2   3   4    I want a strategy for long-term dental health

1   2   3   4     I want to discuss problems I have about treatment or office procedures with the doctor and/or staff

Emergency information

Name of nearest relative not living with you______________________________     Phone number______________

Address_______________________________________________________________________________________

