Center Of Specialized Dentistry


Patient Name	DOB:	Social Security#	

Address:	City	State	Zip code	

Telephone #’s Home 	Cell #	Email	

Insurance Company 	General Dentist	

Whom may we thank for referring you here?	

If Minor: Parent or Guardian who is responsible for this account:
Name	DOB:	

Employers Name and Address	Social Security #	

Health History
Have you ever had or been treated for
An Artificial Joint, Implant or Transplant	YES	 NO Rheumatic Fever or Rheumatic Heart Disease	 YES	NO
	Heart Murmur, Mitral Valve Prolapse or Congenital Heart Disease	YES	NO

	Heart Condition
	YES
	NO

	High Blood Pressure
	YES
	NO

	Seizures or Convulsions
	YES
	NO

	Diabetes
	YES
	NO

	Arthritis
	YES
	NO

	Thyroid Disease
	YES
	NO

	Hepatitis, Liver Disease or Jaundice
	YES
	NO

	Bleeding Disorders or Anemia
	YES
	NO

	Asthma
	YES
	NO

	Cancer	 YES	NO

	Sexually Transmitted Disease
	YES
	NO

	HIV or AIDS
	YES
	NO


Are you Pregnant or the Possibility of Pregnancy 	YES	NO
Other Medical conditions	YES	NO
Are you ALLERGIC to any medications	YES	NO
If yes, Which medications?			 Medications presently taking			 HAVE YOU EVER BEEN TREATED FOR OSTEOPOROSIS	YES	NO_

Notice of Privacy
I acknowledge having been offered a copy of the Center for Specialized Dentistry’s Notice of Privacy.

Signature:	Date:	
If Minor:

Parent or Guardian

Date:	
