PATIENT INFORMATION (please print) Date

Last First M.L
Date of Birth / / Age
Address
street apt. city state zip
Phone(s)
Home Work Cell
Employer - -

Social Security Number

Occupation

Responsible Party (if different from above)

Last First M.IL.
Employer Date of Birth / /
Social Security Number Address (if different from above)

In casc of emergency, please notify:
Last Name First Name M.L
Relationship to Patient Phone

General Dentist City

Referred by (if different than above)

Visit our Website at www.endoprofessionals.com

All Information is Kept Strictly Confidential and Is Not Released For Any Reason Without Your Expressed Consent Except For the Purposes of Carrying Out
Health Care Operations As Described 1n Our Office’s Notice of Privacy Practices




Health History patient name:

Are you {or the patient) now or in the past 5 years, been under the care of a physician/medical doctor,
including hospitalization(s) and surgery? Please detail:

Medications prescribed or over the counter (including herbal/recreational) taken in the past 30 days:

Allergies or sensitivities to medications or materials, including latex:

Please circle if you now have or have ever been treated for any of the following conditions:

Heart Disease/Defects Kidney Disease Cancer

Heart Attack Liver Disease Seizures

Heart Surgery/Stents/Bypass Ulcer/Gl Disease Glaucoma

Heart Murmur/Replaced Valve Blcod Pressure Diabetes

Irregular Heart Beat Tuberculosis Neurologic Condition
Pacemaker/Defibrillator Hepatitis Immune Deficiency/HIV
Angina/Chest Pains Chemical Dependency Tobacco Use
Fainting/Dizziness Thyroid/Adrenal Sleep Apnea

Prolonged Bleeding Stroke Currently Pregnant/Nursing
Asthma Replaced Joint Bisphosphonates/Osteoporosis
Approximate date of your last medical exam (physical) Month/Year

Please detail any of the above as needed or inform us of anything else you feel we should know about
including problems with prior dental treatment:

To the best of my knowledge, | have answered all parts completely and accurately. | will inform my dentist of changes in my health or medications.

Patient Signature Date
Parent or guardian signature if patient is under 18 years of age

O Premedication Needed Doctors Initials



