Confidential Patient Information

Date
PATIENT: Name Home Phone
(Last) (First) (Middle)
Address
(City)_ (State) (Zip)
Place of Employment Occupation
Business Address Business Phone
Date of Birth SS# Male [ Female [J
Marital Status Single [ Married [ Divorced [ Widowed [J
SPOUSE: Name
(Last) (First) (Middle)
Place of Employment Occupation
Business Address Business Phone
Person Responsible for Account Whom may we thank for referring you to our office?
Has any member of your family been treated in our office previously? Yes 1 No [0 Relationship
Why did you choose Dr. Hickey as your dentist?
Reason for visit
DENTAL HEALTH Please check one: Excellent [ Good Fair J Poor [J
Are you happy with the color of your teeth? Yes [ No [
Are you pleased with your smile? Yes [ No [ If not, explain

What priority do you give your teeth(10 being the highest)? 1 2 3 4 5 6 7 8 9 10
INSURANCE: Please complete the following confidential information regarding Dental Insurance

Primary Carrier Insurance Company:

Mailing Address

Employee: SS# Group #

Secondary Carrier Insurance Company

Mailing Address
Employee: SS# Group #
MEDICAL HEALTH: Please check one: Excellent [ Good [J Fair [ Poor [

Physician's Name

ical?
Last complete physical® Are you under a doctor's care now Yes [1 No [ Ifyes, for what reason

Have you ever received a blood transfusion? Yes [0 No[d When?

Are you subject to fainting spells? Yes [1 No I  Are you pregnant? Yes L1 No [ Ifyes, how long

**OQver**




MEDICAL HEALTH CONTINUED

Are you allergic to:

Penicillin [

Codeine I

Local Anesthetics [J

Other Medications []

Please List:

Please list any medications, pills or drugs you are taking:

Please Circle if you have had any of the following:

Heart Trouble

High Blood Pressure
Low Blood Pressure
Heart Murmur
Rheumatic Fever

Congenital Heart Lesion

Heart Pacemaker
Heart Surgery

Mitral Valve Prolapse
Blood Disecase
Anemia

Chest Pain

Shortness of Breath

Do you have or have you ever had any serious illness NOT circled above? Explain:

Fainting or Dizziness
Stroke

Diabetes

Artificial Joints/Hips
Kidney Trouble
Ulcers

Asthma

Hay Fever

Sinus Trouble
Emphysema
Frequent Cough
Lung Disease

Swelling of Feet/Hands

Liver Disease
Recent Weight Loss
Cancer

Thyroid Disease
Parathyroid Disease
X-ray or Cobalt Treatment
Arthritis/Gout
Glaucoma

Prostate

Epilepsy or Seizures
Alzheimer's Disease
Hypoglycemia
Hemophilia

Prolonged Bleeding
Nervousness
Tumors or Growths
Cold Sores

Pain in Jaw Joints
Anorexia

Drug Addiction
HIV Positive

AIDS

Tuberculosis
Hepatitis A (infect.)
Hepatitis B (serum)
Psychiatric Care

Would you like to talk to the Doctor about any health concerns privately? Yes [

No

To the best of my knowledge, all the preceding answers are correct If I have any changes in my health status or if my medicines change, I shall
inform Dr. Hickey, or his staff, without fail. I authorize Dr. Hickey, or his staff, to provide information concerning my care and treatment to my
insurance carrier for claims processed. I allow Dr. Hickey to photograph and use for educational purposes anu aspect of my dental conditions
or treatment procedures.

Patient's Signature

MEDICAL UPDATES:

I have read my MEDICAL HISTORY dated and confirm that it adequately states past and present conditions.

Date Exceptions Patient's Signature Reviewed by

None O

None O

None O

None O

None [

None O

None O

None O




