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  Special Access Dental  
         Patients Health Information

Today’s Date ___/___/___                                         Date of Birth:   ____/________/_____

PATIENT NAME _______________________________________________________   

Address/Facility Address __________________________________________________________

Facility Name  _______________________________________

Facility Contact  _________________________ Phone (____)_________________ 

Email_____________________________________      

DENTAL HISTORY

 Anti-bionics Pre-med need for dental treatment in past?                    yes      no   unknown
Reason for today’s visit:  _______________________________
Name of Dentist_____________________ City __________                    Phone  ________________

Date of last dental care _______________Check (() if you have problems with any of the following:

	(  Bad breath or taste
	(  Your partial or dentures
	(  Sensitivity to hot

	(  Bleeding gums
	(  Loose teeth or broken fillings
	(  Sensitivity to sweets

	(  Sores or growths in your mouth
	(  Dry Mouth
	(  Sensitivity when biting

	(  Food collection between teeth
	(  Sensitivity to cold
	Other_______________


MEDICAL HISTORY

PHYSICIAN’S NAME _____________________________Address_______________________________________________ 

 Phone  (_____)__________________                        Fax (____)____________________

Please describe medical condition or current or long-term disability if any _________________________________________________________________________________________________________

Check (() if you have any of the following:                                             ( Blind              ( Deaf              ( Disabled

	( Anemia
	( Cortisone Treatments
	( Hepatitis
	( Scarlet Fever

	( Arthritis, Rheumatism
	( Cough, Persistent
	( High Blood Pressure
	( Shortness of Breath

	( Artificial Heart Valves
	( Cough up Blood
	( HIV/AIDS
	( Skin Rash

	( Artificial Joints
	( Diabetes
	( Jaw Pain
	( Stroke

	( Asthma
	( Epilepsy/Seizures
	( Kidney Disease
	( Swelling of Feet or Ankles

	( Back Problems
	( Fainting
	( Liver Disease
	( Thyroid Problems

	( Blood Disease
	( Glaucoma
	( Mitral Valve Prolapse
	( Tobacco Habit

	( Cancer
	( Headaches
	( Pacemaker
	( Tonsillitis

	( Chemical Dependency
	( Heart Murmur
	( Radiation Treatment
	( Tuberculosis

	( Chemotherapy
	( Heart Problems
	( Respiratory Disease
	( Ulcer

	( Circulatory Problems

                                   
	( Hemophilia
	( Rheumatic Fever
	( Venereal Disease




( Parkinson’s    ( Alzheimer’s         ( Cerebral Palsy       ( Multiple Sclerosis       ( Dementia           ( Medical Retardation    

	MEDICATIONS
	ALLERGIES

	List medications you are currently taking:

_________________________________________________

_________________________________________________

_________________________________________________

_________________________________________________

Pharmacy Name: _______________________

Phone #: ______________________________


	( Aspirin
( Penicillin

( Barbituates (sleeping pills) 
( Sulfa

( Codeine
( Latex

( Local Anesthetic
( Others____________


___________________


SIGNATURE

The above information is accurate and complete to the best of my knowledge.  I will not hold Special Access Dental or any member of the staff responsible for any errors or omissions that I have made in the completion of this form.

SIGNATURE:_____________________________________________  Date ____/____/_____

Name _________________________________________Relationship to Patient_____________________

