



	Date: 
	Textfield: 
	Textfield0: 
	Patient: 
	First_Name: 
	Middle_Initial: 
	Preferred_Name: 
	Street_Address: 
	City: 
	State: 
	Zip: 
	Email: 
	Textfield1: 
	Textfield2: 
	Sex: Off
	Age: 
	Bi_rthdate: 
	RadioButton: Off
	Separated: Off
	Divorced: Off
	Partnered_for: Off
	Partnered_for0: 
	EmployerSchool: 
	Occupation: 
	EmployerSchool_Address: 
	Textfield3: 
	Textfield4: 
	Textfield5: 
	SpouseParent_Name: 
	SpouseParent_Birthdate: 
	SpouseParent_Employed_by: 
	Occupation0: 
	Business_Address: 
	Textfield6: 
	Textfield7: 
	Who_is_responsible_for_this_account: 
	Relationship_to_Patient: 
	Social_Security: 
	SpouseParents_Social_Security: 
	Name_of_Dental_Insurance_Company: 
	Group_Number: 
	In_case_of_emergency_who_should_be_notified: 
	Textfield8: 
	Textfield9: 
	Whom_may_we_thank_for_referring_you: 
	Physicians_Name: 
	Date_of_Last_Physical: 
	Allergies: Off
	Epilepsy: Off
	Pacemaker: Off
	Arthritis: Off
	Headaches: Off
	Psychiatric_Care: Off
	Artificial_Heart_Valves_or_Joints_Screws_etc: Off
	Heart_Murmur: Off
	Radiation_Treatment: Off
	Back_Problems: Off
	Heart_Problems: Off
	Recent_Weight_Loss: Off
	Bleeding_Abnormally: Off
	Hemophilia: Off
	Respiratory_Disease: Off
	Blood_Disease: Off
	Hepatitis_Jaundice_or_Liver_Disease: Off
	Rheumatic_Fever: Off
	Cancer: Off
	Hernia_Repair: Off
	Sinus_Problems: Off
	Chemical_Dependency: Off
	High_Blood_Pressure: Off
	Special_Diet: Off
	Chronic_Diarrhea: Off
	HIVAIDS: Off
	Stroke: Off
	Circulatory_Problems: Off
	Low_Blood_Pressure: Off
	Swollen_Neck_Glands: Off
	Congenital_Heart_Lesions: Off
	Mitral_Valve_Prolapse: Off
	Ulcer: Off
	Diabetes: Off
	Nervous_Problems: Off
	Venereal_Disease: Off
	Do_you_have_any_drug_allergies_or_have_you_ever_ha: Off
	If_so_what: 
	Have_you_ever_responded_adversely_to_medical_or_de: Off
	Are_you_taking_any_medication_at_this_time: 
	If_so_what0: 
	Have_you_ever_taken_any_of_the_group_of_drugs_coll: Off
	Are_you_under_the_care_of_a_physician: Off
	For_what_conditions: 
	If_patient_is_a_child_what_is_hisher_weight: 
	Women_Do_you_suspect_that_you_are_pregnant: Off
	Due_date: 
	Are_you_nursing: Off
	Taking_birth_control_pills: Off
	Textfield10: 
	I_am_the_parent_guardian_or_personal_representativ: 
	I_certify_that_my_dependents_is_covered_by_insuran: 
	Textfield11: 
	and_assign_directly_to_Dr: 
	Textfield12: 
	Textfield13: 
	Textfield14: 
	Textfield15: 
	Textfield16: 
	Date0: 
	Textfield17: 
	Textfield18: 
	Textfield19: 
	Textfield20: 
	Textfield21: 
	MEDICAL_HISTORY_UPDATE: Off
	For_what_conditions0: 
	Textfield22: 
	Is_the_patient_taking_any_new_medications: 
	If_so_what1: 
	Textfield23: 
	Date1: 
	Patient_Signature: 
	Textfield24: 
	Date2: 
	Textfield25: 
	Textfield26: 
	Textfield27: 
	MEDICAL_HISTORY_UPDATE0: Off
	For_what_conditions1: 
	Is_the_patient_taking_any_new_medications0: 
	If_so_what2: 
	Textfield28: 
	Textfield29: 
	Textfield30: 
	Patient_Signature0: 
	Date3: 
	Textfield31: 
	Textfield32: 


