PATIENT MEDICAL HisTORY FORM Staft Infils:

2225 N. Jerusalem Road, East Meadow, NY 11554
Phone: 516.481.4111 « Fax: 516.481.4593

BARON DENTAL CARE

Patient Name: Date of Birth: Date:
Address:
Phone: Cell: Email:

Kot

Yes No DK Yes No DK

. Are you having any dental discomfort at this time?........................ ooo
If yes, please explain:

Has there been a major change to your health within the
PASY VORI esvsrsussusssmsssesmssromssss s s T NS s se s as  saaneusorsesnasseraasasans o0oo

If yes, please explain: _ Have you ever had serious trouble with previous dental work? ..... (] [J [J
L f yes, please explain:

- Are you under the care of a physician or are you receiving
0NGoING MEAICAl CATE? ......vevveeerieeriereete et eeee e eeeseeeseeenses O OO  Does dental work make you NErvOUS? ..........ccecveeveeveereiveneeeiennnns Ooono

R

~ Have you ever had any abnormal bleeding associated with
previous extractions, surgery or trauma? ...........c.ccceveveuvereeeenennn. Ooo0oaog
If yes, please explain:

. Name of your physician:

B

~ Physician’s Phone Number:

i
o

~ Date of your last medical visit:

. Date of your last dental visit:

AT YOU PrOGNANER s .. uuscmissossivssisssiinississsasssssassaisisasnssmomsmsnsans ooOono
_ If Yes, due date:

How often do you brush your teeth:

How often do you floss your teeth:

Do you breast feed?

Do you have any artificial joints, heart valves, implants,

_ orprosthesis?........... e — e
] Yes No DK
% Have you ever been told you need to be pre-medicated prior Do you use tobacco?........... OO0 What? How much
to dental treatment?...........c.ooveviieeeeeeeeeeeeeeeeeeeeeeeeee e Oooog
Do you use alcohoal................ OO0 What?___ Howmuch_____

Have you had surgery, x-ray treatment, or chemotherapy for a
] tumor, growth, or other condition?............ccooeveveeeeeveeeeeeeeeeeenn, OooOoog
If yes, please explain:

Do you have any CURRENT/PAST
history of substance abuse?.. [J[J [ Ifyes, please explain:

i - .

Please list all medications you are taking (Please include prescription and non-prescription medications):
Medication: Dosage: How Often Taken: Reason for Medication:

—_

© ® N O 0 & ® P

Please list all allergies including reaction:
Allergy to: Reaction:

B N




PaTiIENT MEDICAL HISTORY FORM

Date of Birth:

Date:

Medical Information:

Please check the answer that is right for you “Yes” No” “DK”(Don”t Know)

Heart and Circulatory Problems

| HeartAttack..........coeevueenenenee. O

- Breathing/Lung Problems

{ Hay Fever........cccvevevnnvennnnenae
. Shortness of Breath..................

. Positive Test/Treatment
‘ for Tuberculosis ......wssssssissss

A1 10 11115111 O———————
. Coughing up Blood...................
Comments:

- Comments:

- Stomach Problems

- Comments:

ANXIBtY. csssswssssmssmsmssmsseny

History of Psychiatric
Medications .........ccceceviiiriienne

blems

Joint/Back Pain:.:..«:sassssmms
History of Broken Bones...........
Joint Swelling...........ccoveeceniannane
ARDAtS woasmammammmmmmsmeves
Comments:

Liver

Hepatitis A;: B;,or Cisauisussssevisnss
Alcoholic Liver Disease ............
Other Liver Disease..................
JaUNAICE:: o
Comments:

I understand that to the best of my knowledge, all of the proceeding answers are true and correct. If | ever have any

History of Head Injury...............
History of Stroke

_ If yes, when

- Blood Problems

- Comments:

- Comments:

~_ IfYes, pl

Neurologic Problems
Yes No DK

Ooa
0o
aa

. Numbness of Arms,
~ Legs, Hands or Feet...

Fainting: Spels :..csessssssssumsnnes

Comments:

. Bleeding Problems...................

Anemiai: e

- Hemophilia.........c.ccovviviniinnne

Are you taking blood thinnners? (]

If yes, recent INR level

Kidney or Bladder

. Problems .......cccoceviveeviiieiieens

- Frequent Urinary

Tract Infections ....:iswvsissvssvnss

S

Do you have any other disease,

__condition or problem not listed? [

explain

change in my health or medications, | will inform my health care provider immediately. | hereby give my consent to
treatment for myself, or the named patient (of whom | am the parent, legal guardian, or foster parent) to Baron Dental Care.

We set aside this time just for you. If you’re running late or must change an appointment, please call us as soon
as possible. Arriving late may require your provider to reschedule your visit to allow enough time for your care.
If you miss an appointment, you may have to wait for another opening. If you miss two appointments, you may
only be able to make same-day appointments. By calling us when you are unable to make your scheduled
appointment, we are able to see other patients waiting for an appointment. These rules are firm so that we can

server everyone in need of care.

Signature of Patient or Guardian

Date

Signature of Hygienist
[JNot Applicable

Signature of Dentist Date

(] Supervising ~ [] Treating




INSURANCE UPDATES & NEW PATIENT FORM
PLEASE DO NOT LEAVE ANYTHING BLANK

Without all of the necessary information we cannot submit your insurance for you

Patient Information

Patient Name:

Patient Address:

Patient Phone: Business Phone:
Patient SS #: - - Patient D.O.B:
Pre- Medicate: Yes/No Referred By:
Email:

Insurance Information

Insurance Company Name:

Insurance Co Address:

Insured Name:; Insured Co. Phone:

Insurance ID Number:

Group Number:

Insured Employer:

Insured D.O.B.: / / Insured SS #: . 5




