


TACOMA DENTURE CLINIC NEW PATIENT - PLEASE COMPLETE ALL QUESTIONS.

1.    NAME ____________________________________________  REFERRED BY___________________
2.    ADDRESS__________________________________________ PHONE _________________________
3.    CITY _________________________________ STATE ______ ZIP_____________________________
4.    EMPLOYER _______________________________________  WORK PHONE___________________
5.    BIRTHDATE __________________________  SOCIAL SECURITY NO.  _______________________
6.    SPOUSE’S NAME ______________________ EMPLOYER __________________________________
7.    WHEN WAS YOUR LAST PHYSICAL EXAM ___________ DENTAL EXAM __________________
8.    ARE YOU CURRENTLY UNDER A PHYSICIAN’S CARE? _________________________________
9.    PHYSICIAN’S NAME  _______________________________ PHONE _________________________
10. ARE YOU ALLERGIC TO ANY MEDICATIONS? _________PLEASE LIST ____________________
        ___________________________________________________________________________________
11. ARE YOU ALLERGIC TO ANY ANESTHETICS?__________________________________________
12. LIST ALL MEDICATIONS YOU’RE TAKING (INCLUDING OVER-THE-COUNTER MEDS)
       ____________________________________________________________________________________
       ____________________________________________________________________________________
       ____________________________________________________________________________________
13. HAVE YOU HAD DENTAL X-RAYS IN THE PAST YEAR? __________________________________
14. WHAT WAS YOUR LAST DENTAL TREATMENT?_________________________________________
15. HAVE YOU EVER HAD MAJOR DENTAL TREATMENT/ORTHODONTICS?  __________________
16. DO YOU REGULARLY USE TOBACCO PRODUCTS?______________________________________
17. DO YOU REGULARLY USE ALCOHOL/DRUGS? _________________________________________
18. WHAT IS YOUR CHIEF DENTAL CONCERN AT THIS TIME?_______________________________
        ___________________________________________________________________________________
19. EMERGENCY CONTACT _____________________________PHONE _________________________
20. DENTAL INSURANCE COMPANY ______________________________________________________
21. SUBSCRIBER NAME ________________________________ GROUP NUMBER_________________
22. SOCIAL SECURITY NUMBER  _______________________  EMPLOYER______________________
23. IS THIS TREATMENT THE RESULT OF AN ACCIDENT OR INJURY?________________________
24. IF SO, PLEASE EXPLAIN______________________________________________________________

PLEASE CHECK ANY CONDITIONS FOR WHICH YOU HAVE SOUGHT MEDICAL TREATMENT:
___EYE PROBLEMS
___EAR PROBLEMS
___DIALYSIS
___CANCER
___BRONCHITIS
___EMPHYSEMA
___LIVER DISEASE
___SKIN DISORDER
___STEROIDS
___TMJ PROBLEMS
___HIV POSITIVE / AIDS
___HERPES / CANKER SORES

___HEART PROBLEMS
___HIGH BLOOD PRESSURE
___HEART MURMUR
___BLOOD DISORDERS
___BYPASS SURGERY
___RESPIRATORY PROBLEMS
___RHEUMATIC FEVER
___JOINT IMPLANTS
___EXCESSIVE BLEEDING
___DEPRESSION
___STOMACH PROBLEMS
___TUBERCULOSIS

___SEVERE HEADACHES
___NOSE / SINUS DISORDER
___KIDNEY PROBLEMS
___PACEMAKER
___HEPATITIS
___DIABETES
___THYROID PROBLEMS
___ARTHRITIS
___STROKE
___ASTHMA
___ANGINA
___EPILEPSY

ARE YOU CURRENTLY PREGNANT? _____________   ARE YOU BREASTFEEDING? ____________
PLEASE LIST ANY OTHER MEDICAL PROBLEMS __________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
SIGNATURE ________________________________________  DATE ____________________
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