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FOR OFFICE USE ONLY

Patient Information
Patient Name:   
  Date:   

                                 Last,                First        MI     (Preferred Name)

Social Security #:           __________   Birth Date:                     _ Gender:               _   Family Status:                   _ 
Phone (Home):   
    (Work):   
     Ext:                 Cell: 

Address:
  


                            Street                                                                                                                                     Apartment #

                          City                                                                              State                                          Zip Code

Health Information
Date of Last Dental Visit:         
  Reason for this visit:  

Have you ever had any of the following?  Please check those that apply:
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	    Due date:_________
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	OTHER:
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( Please list any medications including herbal supplements that you are currently taking.  

( Have you ever had any complications following dental treatment?    [image: image44.wmf] Yes  [image: image45.wmf] No

     If yes, please explain: 

( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image46.wmf] Yes  [image: image47.wmf] No

     If yes, please explain: 

( Are you now under the care of a physician?    [image: image48.wmf] Yes  [image: image49.wmf] No

     If yes, please explain: 

( Name of Physician: _______________________________________________  Phone: 

( Do you have any health problems that need further clarification?    [image: image50.wmf] Yes  [image: image51.wmf] No

     If yes, please explain: 


1.  To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

2.  I have read and understand the dental insurance policy and consent for services at Kakouras Family Dentistry.

3.  I agree to accept responsibility for my dental treatment expenses or the remainder not paid by insurance on the dental services.
_________________________________________________________________  Date: 

   Signature of patient, parent or guardian

