Patient Information

Name Personal
First MI Last Gender (m/f) L_| Marital Status (mfs)[:]
|| Birth date S.S#
Address Name you prefer to be |
Street called by
‘ Employer / Occupation
City State ZiP Referred by
Name of spouse or parent (circle “spouse” or “parent”)
Phone
Home Best time to call | \Who is responsible for'this account?
‘ Yourself Someone else[ |
Work Ext. Best time to call | |f someone else, who is responsible?
Best Number to call during the day What is your relationship to him/her?
Please complete Responsible Party
Information (next page).

MEDICAL HISTORY

Do you have any current health problems?

Are you currently taking any medications? (Please name)

Who is your family physician?

Have you had surgery or been in the hospital during the past two years?

Are you pregnant? If yes, due date: Obstetrician:

Check any of the following which you have had or have at the present:

O Heart Ailment QAngina O Hepatitis (Kidney Disease

a High Blood Pressure U stroke (Liver Disease Qoint Replacement (when)
Rheumatic Fever OBiood Disease Opiabetes O tuberculosis (TB)

U mitral Valve Prolapse DHemophilia QHiv s ADS DRespiratory Disease

U Heart Murmur Qasthma (dstomach or Intestinal Disease DEpilepsy or Seizures

Are you allergic or have you reacted adversely to any of the following medications?

DAspirin OLocal Anesthetic DErylhromycin suifa

parvon codeine Qrenicillin Qother

| understand that | will be responsible for reasonable collection fees for services rendered to myself
or others on this account, if the account is not paid within 30 days of service.

/1

Signed (Patient, or Parent, if minor) Date




