Wading Rivey Complete Dental Carve 1aro

Patient Acquaintance Form

FULL NAME: BIRTHDATE: / /
SS#: - = DRIVERS LIC.#: EMAIL:

ADDRESS: TOWN: STATE ZIP
MOBILE PHONE #: HOME #: WORK #:
Occupation: Marital Status:_ How did you find out about us?

In case of EMERGENCY, notify: Mobile#: Home#:

How long since last Dental visit? What was it for?

Are you interested in WHITER or STRAIGHTER TEETH? Yes / No

What would you RATE your smile on a 1-10 scale?

PLEASE ANSWER THE FOLLOWING, THEN SIGN AND DATE BOTH SIDES.

1. Are you currently under the care of a physician?..........ccccecevrevereiiccciiseeeceeseseeevenen.Yes - NO
If YES, What are you currently being treated for'?
CURRENT PHYSICIAN: PHONE #:
APPROXIMATE DATE YOUR LAST MEDICAL DOCTOR VISIT:

2. Are you currently taking any medications? (prescribed or not).........cceeeceeeereevrvnnnnnn.....Yes  NoO

IF YES, WHAT ARE YOU TAKING?

3. Do you have any heart condition? (murmur/ rheumatic fever/ mitral valve prolapse).....Yes No
4. Do you have any artificial implants (heart valves/pacemaker/joints/other).......................Yes  No
5. Do you have HIGH BLOOD PRESSURE?.......cccoivietiviiicreeseseseeesaeessesssssssssssssssssssssssesssssssnans Yes No
6. DO you have DIABETES?......ccoccuimicrerinintressressesessssssssssssssssssssssssssessssssssssssnssssssssssassesns seeen Yes No
7. Have you ever had any BLEEDING PROBLEMS?.........ccccouuiieumieeessisseesessssssssasessssssesennsnnes Yes No
8. Have you ever had a bad reaction to an iNJECHON?..........ccevvveeerereeserisieseeseeeeseseseeneee s eeeens Yes No
9. Fainting, seizures, epilepsy, or neurological diSOTAErS?........couoveveeeeeeererseseerseeessressesennnnns Yes No
10. Hepatitis, jaundice, Or other iVer diSEASE?...........c.ceveeevireeeeeeeeereeeeeeseseeeseeseesesssessssssessesssessees Yes No
11, KIANEY trOUDIE ...ttt e e e e e e e asseens s e eee s e e seeneseeese s mnns Yes No
12. H.LV. or any other Sexually transmitted diSEaSE?...........cccceireerererereeeeereeeeereeesessssesesessesesns Yes No
13. Have you ever, or do you currently SMOKE cigarettes or CHEW tobacco?............ovevu...... Yes No
if YES, when did you quit or how much do you currently use?
14. Have you ever had CANCER or treatment for tumor growth?...........eeeeeeeeeeeeeeseresieessessensans Yes No

Are you ALLERGIC or have you had a BAD REACTION to:

15. LOCAL ANESTHETICS (Novocaine or LidoCaine) ? ......ceeeveeeeereeeesreesesssesessssesseessssssnn s Yes No
16. PENICILLIN OF AMOXACILLIN 2....oouiiuiircerirereeeseessscsessssessaeseseesssessssssessssssnsesssssssssssssesnnseos Yes No
17. ANY OTHER DRUGS OR MEDICATIONS? (please list)

18. Your PHARMACY NAME: PHONE #:

FEMALE PATIENTS:

19. Are you Pregnant OF NUISING? ......c..c.cuecueceieeceseeeeeeeseseesseessessesssssesssssesssssseseseseeeee s s Yes No
20. Are you taking Birth CONtrol PilS? ..........cecueueecieeeeeeeeeeeeeeesssssesseeeeessesseeeeseeeeeeeeeeeeee e s s s Yes No
Signature: X Date: I 1

DO NOT WRITE BELOW THIS LINE

DATE COMMENTS o






