                                                   SOUTHTOWNS DENTAL SERVICES, P.C.
                                                                 PATIENT INFORMATION
                                                                                                                      DATE:____________________________

Name________________________________________ M.I.____ Birth Date_____________ Age_____ Martial Status_____

Address______________________________ City________________State___ Zip___________ Home Phone____________

If Child Parents Name_______________________________________Work Phone_____________ Cell________________

Employer Name & Address _________________________________________________E-Mail ______________________

Dental Insurance Company ___________________________Group # ____________Social Security #__________________

Name of Spouse____________________ Birth Date_________  Soc. Sec. # _________________Work Phone____________

Spouse Employer________________________Spouse Dental Insurance ____________________Group #_______________

In Case of Emergency Contact_____________________________________________ Phone_________________________

How did you find us?_____________________________   Please circle preferred contact method:  Home/Work/Cell/E-Mail
HEALTH HISTORY
Physician Name & Address____________________________________________ Phone ____________________________

Approximate date of last physical examination ______________________________________________________________
Are you under medical treatment now? If so explain ________________________  yes         no   ______________________
Have you had any major operations? If so what & when _____________________  yes         no   ______________________
Have you ever had any adverse response to any drug including penicillin? _______ yes         no   ______________________
Are you taking any drugs or medications at this time? Including Birth Control ____ yes         no   ______________________
Are you allergic to any known material resulting in hives, asthma, eczema, etc.? __  yes         no   ______________________
Are you in general good health at this time? _______________________________ yes          no   ______________________
Have any wounds healed slowly or presented other complications? _____________ yes         no   ______________________
Are you pregnant? ___________________________________________________  yes         no   ______________________
Do you have a history of fainting? ______________________________________   yes         no   ______________________
Have you ever had any X-RAY TREATMENT (other than diagnostic)? _________ yes         no   ______________________
Has a physician ever informed you that you had the following?
A heart aliment  ________Y    N                 High Blood Pressure ______ Y    N           Heart Murmur __________Y       N

Diabetes ____________    Y    N                 Rheumatic  Fever  ________ Y    N           Rheumatism or Arthritis __Y       N

Asthma _______________Y    N                 Any Blood Disease _______ Y    N           Any Liver Disease ______ Y       N

Any Kidney Disease  ____Y    N                 Any Stomach or Intestinal Disease ______ Y    N

TB Tuberculosis _______ Y    N                 Yellow Jaundice or Hepatitis ___________Y     N
HIV Positive (AIDS) ____Y    N                 Anorexia or Bulimia __________________Y    N
Cancer_______________  Y    N                 Alcohol addiction _________Y    N            Drug dependency ______  Y      N
DENTAL HISTORY
Do you wear a Partial or a Denture? If so how old is it? _____________________   yes         no     _____________________
Do you clench or grind your teeth? _____________________________________    yes        no      _____________________
Have you ever had any difficult extractions in the past? ______________________ yes         no      _____________________
Have you ever had any prolonged bleeding following extractions in the past? ____   yes        no      _____________________
Do your gums bleed?_________________________________________________   yes        no      _____________________
Are any of your teeth sensitive to sweets or cold? ___________________________ yes         no     _____________________
Do you smoke or chew tobacco? If so how much and for how long _____________  yes        no     _____________________
When was your last Dental Exam?__________________________ When was your last full mouth x-ray taken?___________

Do you at the present time have any dental complaints?________________________________________________________

Are you happy with the color of your teeth ?_______________ Would you like them to be whiter? _____________________

Are you happy with your smile?________ Would you be interested in knowing how we could improve your smile? ________
Name of previous Dentist _______________________________________________________________________________
Signature ________________________________________________

