Coastal Dental Seekonk

« Seekonk, MA 02771

21 Brook Street | STE 8

399-7073

(508

)

Patient Information

Please take a moment to enter or update your information to help us ensure the quality of your care is excellent.

Chart#:
FOR OFFICE USE ONLY
Patient Name: L
Last First M Preferred Name
Title: Gender: O Male OFemale  Family Status: O Married O Single O Child O Other
Mr/Ms/Mrs/etc
Birth Date: SS#: - - Prev. Visit:
Email Address: Best time to call:
Phone:
Home Mobile Work Ext Fax Other

Address:

Address 1 Address 2

City State Zip Code

Preferred appointment times:

Pharmacy Name and Address

Employment Information

The following is for: O the patient O the person responsible for payment O both O not applicable

Employer Name:

Phone:

Employer Address:

Address 1

Address 2

State Zip Code
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Responsible Party Information

The following is for: O the patient's spouse O the person responsible for payment O both O neither-not applicable

Name: _
Last First M Preferred Name
Title: Gender: O Male OFemale  Family Status: O Married O Single O Child O Other
Mr/Ms/Mrs/etc
Birth Date: Email Address:
Phone: Best time to call:
Home Mobile Work Ext
Address:
Address 1 Address 2
City State Zip Code

Primary Insurance Information
Name of Insured: .

Last First Mi
Insured's Birth Date: ID #: Group #:
Insured's Address:

Address 1 Address 2

City State Zip Code

Insured's Employer Name:
Employer Address:

Address 1 Address 2

City State Zip Code

Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name:
Insurance Address:

Address 1 Address 2

City State Zip Code
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Secondary Insurance Information

Name of Insured: —_
Last First Mi
Insured's Birth Date: ID #: Group #:
Insured's Address:
Address 1 Address 2
City State Zip Code
Insured’'s Employer Name:
Employer Address:
Address 1 Address 2
City State Zip Code

Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name:

Insurance Address:

Address 1 Address 2

City State Zip Code

Response Date:
/1
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Coastal Dental Seekonk

508)399-7073

« Seekonk, MA 02771

21 Brook Street | STE 8

Medical & Dental History Form

Patient Name:

Last First Mi Preferred Name

Please take a moment to let us know about your medical and dental history so we may serve you more effectively and in
a way that watches out for your overall health and well-being.

Would you consider yourself to be in fairly good health? O Yes O No
Within the past year, have there been any changes in your general health? O Yes O No

What was the date (or approximate date) of your last medical exam?

Your Primary Care Physician's name, address, & phone number:

Please mark any of the following to indicate YES in response to the question:
[ Have you ever had complications following dental treatment? :

LI Are you currently under the care of a physician due to a specific condition?

L1 Have you been hospitalized within the last two years due to surgery or illness?

L1 Are you currently taking any prescription or non-prescription medications? List Below.

[1Do you use tobacco? (smoking or chewing)

[ Have you ever had a blood transfusion?

Do you have any other conditions, diseases, etc., not listed above that we should be aware of?

WOMEN ONLY: Are you pregnant? O Yes O No

If any of the previous questions are marked, please explain:

Is Pre-med Antibiotic required prior to dental appointments? O Yes O No

If yes, please indicate Prescription name:
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What is the reason for your dental visit today?

When was your last visit to the dentist, & what was performed?

How frequently do you brush your teeth?
O3+)aday OTwiceaday OOnceaday O wWeekly O seldom

How frequently do you floss your teeth?
O1(+)aday O2-6weekly O 1-6weekly O Seldom O Never

Please mark any of the following to indicate YES in response to the question:
[ Do your gums bleed when you brush or floss?

Cpo your teeth experience sensitivity to hot or cold temperatures?

D Are any of your teeth currently causing you pain?

Cpo you grind your teeth? (consciously or during sleep)

O Are any of your teeth loose, or are you concerned about any teeth loosening?
Opo you currently have any dental implants, dentures, or partials?

Additional Notes:

List of Medications:
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Do you have any other health issues or allergies?

Please indicate if you have experienced any of the following:

[ Altergy- Asprin
L] Allergy- Drug

[ Allergy- Clindamycin
[ Altergy- Erythromycin

U Allergy- Codeine
[ Altergy- Hay Fever

[ Allergy- Latex O Allergy- Metals L] Allergy- N-Saids

[ Allergy- Other [ Allergy-Penicillin 0 Allergy- Sulfa

O Anemia O Angia LJ Anxiety

L Arthritis [ Artificial Prosth. CJ Asprin

U Asthma O Biophosophonates U Blood disease

[ Blood Pressure-high I Biood Pressure- low [ Biood Transfusion
O cardiac Pacemaker O cancer [ chest Pains

O Diabetes [ Easily Winded L] Epilepsy/Seizures
L] Emphysema [J Excessive Bleeding [] Fainting/Diziness

[ Freguentiy Tired [l Glaucoma [J Heart Attack

0] Heart Bypass [J Heart Disease [ Heart Murmur

[ Heart Trouble [ Hepititis L] High Cholesterol

LI HIV-Pos/AIDS H Immunosupressed [ Joint Replacement or Implant
O Kidney Disease [ Leukemia [ Liver Disease

[ Low Platelets 0 MEDS- Anticoag LImEDS- BP

LI MEDS- Dilantin O MEDS-Other O other

0] Pacemaker U1 PREMED- Amox [ PREMED- Clinda

[ PREMED- Erythromycin ] PREMED- Keflex ] PREMED- Other

U Psychiatric Care (] Radiation TX [J Recent Weight Loss
[] Respiratory Problems [J Rheumatic Fever LI Rheumatism

[ sinus Problems [J stomach Problems [ stroke

L1 swollen Ankles 0 Tuberculosis LI Thyroid Disorder

O Tumors O Ulcers [ Xerostomia/Dry Mouth
If any of the previous questions are marked, please explain:

Signature Date
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Response Date:
/ /




Coastal Dental Seekonk

21 Brook Street | STE 8 « Seekonk, MA 02771 (508)399-7073
Referral

Whom may we thank for referring you?
O One of our valued patients (name of patient)

O Mailing

O Google Search

O Drive-By

O Our Web Site

O Yelp

O oOther (please specify)

Patient Responsibilities: We are committed to providing you with the best possible care and helping you achieve your optimum oral
health. Toward these goals, we would like to explain your financial and scheduling responsibilites with our practice.

Response Date:
/ /
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