@ OASIS DENTAL

WELCOME

We are pleased to welcome you to our practice. Please take a few minutes to
fill out this form as completely as you can if you have questions we’ll be more
than happy to help

First Name: Last Name: Middle

Initial:
Birth Date: SS#: Drivers Lic:

Address: Apt:

City: State:

Zipcode:

Home Phone: Work Phone:

ext:
Cell Phone:

E-mail:

[?]1 would like to receive correspondence via e-mail

Sex: [Z]JMale [Z]JFemale

Marital Status: [?2]JMarried [2]Single [Z]Divorced [?]Separated [?]Widowed
Employment Status: [ZJFull time [?]Part time [?]Retired

Student Status: [ZJFull time [Z]Part time

Emergency Contact

Name:

Emergency Contact’s Phone

Number:

How did you hear about us?

No Insurance(?]

Responsible Party(If someone other than patient)
Name of person responsible for

account




Work Phone Home Phone:

Birth Date: SS#: Drivers Lic:
Primary Insurance Information
Name of Insurance: Insurance
ID:
Name of Insured: Relationship to insured

SSN of Insured: DOB of
Insured:




Date 7/29/2014

Tme 1216 PN Quss Dental
Laglesoft Medical History(Copy)
Patent Name: Brth Date: Date Ceated:
MWMMMNNQNMmMMM lamdmmm. Heakth prodlems that you may have, or

EadiCaton that you may be taking, Could have an MOAMANT NLAMelLONINY with the dentstry you will recene. Thank you for answerng the folowng questions.
Height: I

Weight: I

Are you under a physician’s care now? O Yes O No ¥ ves | ]
Have you ever been hospitalzed or had a major O Yes O No lm[ ]
operation?

Have you ever had a serious head or neck injury? © Yes O No 1 ves | ]
Are you taking any medications, pils, or drugs? © Yes © No oves | ]
Do you take, or have you taken, Phen-Fen or Red?® ) Yes O No ¥ves | ]
Have you ever taken Fosamax, Soniva, Actonel or O Yes O No lm[ ]
any other medicabions CoMainng bisphosphonates?

Are you on a special diet? O Yes O No

Do you use tobacco? O Yes O No

¥ 50, how many packs per week? [ ] emmem | |
Women: Are you...

I Pregnant/Trying to get pregnant? I Mursing? T Taiing oral contraceptives?

Ace you alergic to any of the folowrg”

I Aspirin 7 Perscitin I Codeine I acryic

7 metal ) Lanex I Suta Drugs 7l Lecal Anesthetcs

0O you use controlled substances? © Yes O No ¥ves | ]
Other? n ¥ ves | ]
Alcohol consumption? O Yes O N

¥ yos, How many Bmes per week? omment | ]
Do you have, or have you had, any of the folowing?

ADIS/HIV Postve O Yes O Wo | Cortisone Medione 0 Yes ) No | Hemophilia O Yes O Mo |Radistion Treatments ) Yes O No
Alzheimar's Disease O Yes O No | Dabetes © Yes ) No | Hepantis A O Yes O No | Recent Weight Loss O Yes O No
Anaptrylaxs © Yes © Mo | Drug Addkzon © Yes D N0 | Mepontis B or C © Yes O N0 | Renal Dislysis © Yes O
Anemia O Yes O Wo | Easly Winded O Yes O N0 |Herpes ) Yes O No | Rheumatic Fever O Yes O No
Angina © Yes O No | Emphysema © Yes O Mo | High Blcod Fressere O Yes O No | Rheumatism O Yes O No
Arthritiy/ Gout © Yes D N0 | Eplepsy or Sezures O Yes D N0 | pgh Cholestercl © Yes DI No | Scarlet Fever O Yes O o
Artficial Heart Valve 0 Yes O No | Excessive Bleedng O Yes O No | Hives or Rash © Yes O No | Shingles © Yes O No
Artificial Joirt O Yas O No | Excessive Thirst O Yes O No | Hypogiycama © Yes O No | Sicide Cell Disease O Yes O No
Asthma © Yes @ Wo  |Fartng SpelyDazness © Yes N0 | kregular Meartbeat ) Yes D NO | Sinus Trouble O Yes O No
Blood Disease ) Yes ) No | Frequent Cough © Yes Mo | idney Problems © Yes ©No | Spina Bfida ) Yes O No
Blood Trassfusion O Yas O No | Frequent Diarrhea O Yes O Mo | Loukemia O Yes O No | Somachrtestnad Deesse ) Yas O NO
Breothing Problems ) Yes 0 No | Frequent Meadoches 0 Yes N0 | Lver Dusease © Yes O No | Saroke © Yes O o
Brutse Easly ) Yes 0 No | Genkal Herpes © Yes O Mo |Low Blood Fressure O Yes O No | Swelling of Limbs ) Yes O No
Cancer O Yes O Mo | Claucoma O Yes O No | Leng Disease O Yes O No | Thyroid Disease O Yes O No
Chemotherspy O Yes N0 | May Fever © Yes © %o | mtral Valve Prolapse O Yes O No | Tonsiltis O Yes O No
Chest Pains O Yes O No | Heart Attack/Falre 0 Yes O No | Osteoporosis © Yes O No | Tuberculosts ) Yes O No
Cold Sores/Fever Blsters ) Yas O NO | poart Murmer © Yes O No | Fan i Jaw Jonts © Yes O No | Temeors or Growths O Yes O No
Congental Mewt Disorder () Yes 0 NO | Meart Pacemaker O Yes N0 |porathyrosd Disesse O Yes O No | ulcers ) Yes N0
Comadsions 0 Yes 0 No | Heart Trouble/Disease 0 Yes ) No | Peychistric Care © Yes O No | Venercal Disease O Yes O No
Yellow Joundce © Yes O No

Have you ever had any serous iiness not lsted © Yes O No ¥ves | ]
Comments:

To the dest of my inowledge, the questions on ths form have deen accurately answered. 1 understand that providng Incomect nformmation can be dangerous to my (or
PAURNT'S) health. It & My resoonsbiity To efoom the deatal office of any changes i medcal status.

Sonatre of Pasent, Parent or Guardan:



