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GENERAL INFORMATION
The data on this confidential questionnaire is essential to render the best professional care. We appreciate you co-operating in
filling it out carefully, so that we will have accurate records. PLEASE PRINT. THANK YOQU!

Patient Last Name | Mr./Mrs./Ms./Miss/Dr. | Given Names
Home Phone | Cell Phone | Work Phone
Apartment | Address | City | Postal Code
Date of Birth (MM/DD/YY) | Email Address:
Has a family member ever been a patient of our practice? Please circle. Yes No

|
Referred by: | Medical Doctor:
Do you have Dental Insurance? Please circle. Yes | No L1 yes, please indicate the following:
Name of Insurance Company | Group Number | Policy Holder Identification Number
Primary Policy Holder Employer | If you have secondary Insurance, please indicate the following
Secondary Insurance Company | Group Number | Policy Holder Identification Number
Secondary Policy Holders Full Name | Date of Birth (MM/DD/YY) [ Policy Holder Employer

OFFICE POLICY: Your appointment time will be reserved especially for you. If you are unable to keep the appointment, please give us two
business days notice so that this time can be made available to someone else. Office policy is that services are paid for at each visit as they are
performed.

PLEASE FILL OUT HEALTH QUESTIONNAIRE ON THE BACK


http://www.westvanimplants.com/

MEDICAL AND DENTAL HEALTH QUESTIONNAIRE

Are you currently under treatment by your physician? Please circle. Yes | No
When did you have your last Medical Examination? (MM/DD/YY)

Do you have any drug allergies or adverse reactions to: Please circle.
Penicillin — Amoxicillin | Metronidazole |  Codeine | Barbiturates | Erythromycin | Demerol

Local Anesthetic | Sedatives/Tranquilizers | Tetracycline | Aspirin | Tylenol | Advil | Latex | Percodan

What reaction(s) did you have?

Have you had any warnings against taking any medication(s)? Yes | No
Which medications and why?

What medications are taking at this time and please explain why.

Do you have Asthma/Hay Fever? Please Circle. Yes | No

Do you have any of the following medical conditions or have been treated for the following? Please circle.

Abnormal Blood Pressure Heart Attack Angina Congestive Heart Failure
Bypass Heart Surgery Stroke Pacemaker Anemia

Artificial Heart Valve Diabetes Type | Diabetes Type 11 Kidney Disease
HIV-AIDS Hepatitis Sinus Problems Liver Disease

Thyroid Disease (Hypo/Hyper) | Tuberculosis Nervous Disorder Epilepsy

Fainting Spells Joint Replacement Arthritis Osteoporosis

Cancer: Where? When? Chemotherapy Radiation Therapy

Other Medical Conditions?

Do you smoke? Please circle. I Yes | No | Howmuch per day? | For how long?

For Women
Are you pregnant? Please circle. | Yes | No | Ifyes, due date?

Are you breastfeeding? Please circle. | Yes | No | Areyou taking oral contraceptive? Please circle. | Yes |  No

Is there anything else concerning your health that we should be aware of?

Dental

What dental problems concerns you at present?

How often do get your teeth cleaned at your dental office? Please circle. | | | | |
When was your last dental cleaning appointment?

Do you clench or grind your teeth? Please circle. Yes No | Do you wear a night guard? Please circle. Yes No

Does your jaw click or hurt on opening? Please circle. | Yes | No |
Are your teeth sensitive? Please circle.|  Yed No | Have you had orthodontic treatment? Please circle Yes No |

Signature: Date:




