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FAMILY AND COSMETIC DENTISTRY

JULIE E. MOORE. D.D.S.. EA.G.D.. PC.
3000 COMMUNICATIONS PARKWAY. SUITE 100 # PLANO. TEXAS 75093 ¢ 972.939.1900 7 FAX: 972.939.190]
JULIEMOOREDDS@OASISDENTISTRYTEXAS.COM # OASISDENTISTRYTEXAS.COM

PATIENT HISTORY FORM

PATIENT'S NAME: SEx:- U MOF

NAME WISH TO BE CALLED: AGE: DOB:

CURRENT DENTAL CONCERN

PREVIOUS DENTIST PHONE NO. ( )

WHOM MAY WE THANK FOR REFERRING YOU?

PATIENT ADDRESS:

e o G e
HOME PHONE | ) WORK PHONE ) CELL PHONE ({ )
EMAIL PREFERRED CONTACT METHOD W HoME O Work U CELL L EMAIL
SOCIAL SECURITY NO. D.L. #
EMPLOYED BY __ HOW LONG
BUSINESS ADDRESS,

STRILT CITy STATE Zir COope

OCCUPATION (IF STUDENT, WHERE?)

O SINGLE W MARRIED I Divorcep I WIDOWED

NAME OF SPOUSE __

SPOUSE'S OCCUPATION

PERSON RESPONSIBLE FOR THE ACCOUNT/INSURED PARTY

NAME AGE DOB SEx: IUMOF
ADDRESS:

\TREET (i SATATH JIr OO
HOME PHONE | ) WORK PHONE ( )

RELATIONSHIP TO PATIENT: J SELF A Spouse D MoTHER U FATHER I OTHER

EMPLOYER SOCIAL SECURITY NO.

EMPLOYER ADDRESS: D.L.#

\TREET CImy STATI LIF CODE

PRIMARY INSURANCE COMPANY

INSURANCE PHONE ( ) POLICY NO. GROUP NO.

AUTHORIZATION: | HEREBY CONSENT TO THE TAKING OF X-RAYS, PHOTOGRAPHS, AND OTHER NECESSARY RECORDS BEFORE., DUR-
ING AND AFTER TREATMENT AND TO THE USE OF SAME BY THIS PRACTICE FOR SCIENTIFIC PAPER DEMONSTRATIONS. | AUTHORIZE
JULIE E. MOORE, D.D.S. TO FURNISH INFORMATION TO THE INSURANCE CARRIER CONCERNING TREATMENT RENDERED. | HEREBY
ASSIGN TO JULIE E. MOORE. D.D.S. ALL PAYMENTS FOR DENTAL SERVICES RENDERED. | UNDERSTAND THAT | AM PERSONALLY
RESPONSIBLE FOR ALL CHARGES WHETHER COVERED BY INSURANCE OR NOT. THIS IS A SWORN ACCOUNT.

PATIENT (OR LEGAL GUARDIAN) SIGNATURE [DATE




HEALTH QUESTIONNAIRE:

YOUR GENERAL HEALTH AND DENTAL HEALTH ARE RELATED. WE ARE CONCERNED ABOUT BOTH. PLEASE COMPLETE AS ACCURATELY AS POSSIBLE. THANK YOU

PHYSICIAN'S NAME:

LAST PHYSICAL EXAM PHONE | )
ADDRESS:

STREET CITy STATE Zir CODE
PHARMACY NAME PHONE ( )

IN CASE OF EMERGENCY CONTACT

ADDRESS:
STREET CITY STATE ZIF CODE
PHONE | ) RELATIONSHIP TO PATIENT
DO YOU OR HAVE YOU EVER HAD ANY OF THE FOLLOWING:
YES NO WHEN YES NO WHEN

VERY HIGH FEVER WITH DISEASE AS A CHILD Jd O STROKE g O
RHEUMATIC FEVER O GLAUCOMA < O
CONGENITAL HEART DISEASE g O NERVOUS DISORDER ] L)
HEART VALVE DAMAGE g O KIDNEY PROBLEMS a 004
HEART VALVE REPLACEMENT Qg O EXCESSIVE URINATION a O
MITRAL VALVE PROLAPSE, HEART MURMUR I EXCESSIVE THIRST g O
CHEST PAIN (ANGINA) .. DIABETES o 4
HIGH ___ LOW ___ BLOOD PRESSURE a 4 HiGH _ Low __ BLOOD SUGAR a4 4
SEIZURES g O ANEMIA g d
ASTHMA I HEMOPHILIA J Jd
PNEUMONIA a O OTHER BLOOD DISORDER O O
TUBERCULOSIS OR OTHER LUNG DISEASE - O ABDOMINAL BLEEDING FROM CUT g O
BRONCHITIS Q O AIDS/HIV POSITIVE g O
HAY FEVER 4 4 BACK INJURY Q 4
SINUS TROUBLE g 4 BACK PAIN Ll
THYROID PROBLEMS 9 4 TUMOR g 4
SWELLING OF ANKLES J 4 CANCER d 4
SHORTNESS OF BREATH O Q4 SYPHILIS - -
FAINT EASILY H GONORRHEA I
LYMPHATIC DISEASE g O ALLERGIES g O
HIP, KNEE OR ANY JOINT REPLACEMENT Jd 4 ALLERGIC TO PENICILLIN g 4
ULCERS g 4 ALLERGIC TO CODEINE d4 4
JAUNDICE g d ALLERGIC TO LOCAL ANESTHETIC g O
HEPATITIS Q O ALLERGIC TO ASPIRIN g O
OTHER LIVER DISEASE Jd 4 ALLERGIC TO METAL (JEWELRY) J U4
ARTHRITIS Q O ALLERGIC TO LATEX 3
TAKEN ANTIBIOTICS PRIOR TO DENTAL TREATMENT a O
LIST MEDICATIONS YOU ARE ALLERGIC TO

LIST ALL MEDICATIONS, HERBAL SUPPLEMENTS OR DRUGS YOU ARE NOW TAKING:
NAME OF DRUG HOW OFTEN EACH DAY PURPOSE OR DISEASE TREATED
DO YOU SMOKE W YES [ NO IF SO, HOW MANY PACKS PER DAY?
USE ALCOHOL? d YES A NO HOW MUCH PER DAY? HOW MUCH PER WEEK?
DO YOU NOW OR HAVE YOU EVER USED TRANQUILIZERS? 4 YEs U NO
DO YOU TAKE A BLOOD THINNER? < YES U NO
HAVE YOU EVER BEEN TREATED WITH CORTISONE OR STEROID DRUGS? J YEs U NO
HAVE YOU EVER BEEN TREATED IN THE HOSPITAL OR HAD ANY SURGERY? W YES U NO DATES
ARE YOU NOW OR HAVE YOU BEEN PREGNANT? Q YES O NO NURSING? U YES L NO
ARE YOU CURRENTLY TAKING ORAL CONTRACEPTIVES? Jd YEs O NO
ARE YOU UNDER THE CARE OF A PHYSICIAN NOW? J YES I NO IF YES. FOR WHAT?
HAVE YOU HAD ANY PROBLEMS WITH DENTAL TREATMENTS? J YEs L NO
[ ATTEST THAT THE ABOVE INFORMATION ACCURATE AND COMPLETE.

PATIENT S SIGNATURE REVIEWED DATE
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