
ASPEN HEIGHTS DENTAL PATIENT INFORMATION

Welcome to our office! To assist us in serving you, please complete the following confidential form.
The information provided is important to your dental health.

Patient's Name Preferred Name Birthdate

Q Male Q Female (If minor, responsible party)

Home Phone Cell Phone

Mailing Address

Email Address

City

Social Security Number _

State Zip

Emergency Contact

□ Child □ Married □ Single □ Divorced □ Widowed (If married) Spouses Name
How Did You Hear About Our Office?

Preferred Method of Contact: QCALL □ EMAIL Qtext

Emergency Phone

Billing and Insurance Information: □ Not Covered by Dental insurance
Dental Insurance Co. ID Number Group Number
Policy Holder Policy Holder Birthdate Relationsh

Secondary Insurance? □ YES □ NO
Secondary Insurance Co.

Policy Holder

ID Number

Policy Holder Birthdate

ip

Group Number
Relationship

Medical Health History

Do you have or have you had any of the following?
(Please check any that apply)

Abnormal Bleeding (after extractions, surgery, or trauma)
AIDS or HIV Positive
Alcoholism
Allergies or Hives
Anemia or Blood Disorders
Arthritis
Artificial Joint
Artificial Valve
Asthma
Blood Transfusion
Cancer
Cold Sores
Diabetes
Emotional Condition
Epilepsy, Seizures, or Fainting Spells
Heart Ailment or Angina
Heart Murmur, Mitral Valve Prolapse, Heart Defect
Hepatitis or other Liver Disease
High or Low Blood Pressure
Kidney Disease
Migraine headaches or frequent headaches
Neurologic Condition
Pacemaker
Rheumatic Fever or Rheumatic Heart Disease
Sinus Trouble
Tuberculosis or other Lung Problems

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

□ Aspirin
□ Barbiturates, Sedatives, or Sleeping Pills
□ Codeine or Other Narcotics
□ Latex Materials
□ Local Anesthetics (novocaine)
□ Penicillin
□  Sulfa drugs
□ Other:

Are you taking any of the following?
□ Antibiotics

Anticoagulants (blood thinners)
Antidepressants
Aspirin
Bisphosphonate
Cortisone or other steroids
High blood pressure medicine
Insulin, Orinase, or other Diabetes Drug
Nitroglycerin
Other:
Taking Hormones
Taking Birth Control
May be Pregnant/Expected Delivery Date

□ Do You Smoke or Use Tobacco? □ YES □ NO

□ Are You Required to Pre-Medicate? □ YES □ NO

Name of your physician

Do you have any disease, condition, or problem not listed above?

Please add anything else you would like us to know about

Signature of Patient (or legal guardian) Date








