PATIENT & HEALTH INFORMATION
About YOU (the patient):
Name (Mr./Mrs./Ms. ___________________________________________    Home #:_____________________________________________
Address:____________________________________________________    Work #:______________________________________________
City:_________________ State:_______ Zip Code:__________________   Cell #: _______________________________________________
E-mail address: ______________________________________________    D.O.B.:_______________________________________________
YOUR Employer:_____________________________________________     S.S.#:_______________________________________________
Employer’s Address:__________________________________________   Occupation:___________________________________________

City:____________________ State:________ Zip Code:______________  Marital Status: ___MARRIED  ____SINGLE 
GUARANTOR INFORMATION: (Who is responsible for patient/account)
Name:____________________________ Relationship to the patient:_________________________________________________________
SS#:_____________________________  D.O.B.:_____________________

Place of Employment:______________________________ Work #:__________________________________________________________
HEALTH INFORMATION:
Are you currently under the care of a physician for a specific condition?  Y______ N______

If YES, for what?____________________________________________________________________________________________________
Physician Name & Phone #:__________________________________________________________________________________________
Please list each prescription and or over the counter medication you take:__________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you unhappy with your SMILE?  If so, what would you change?_________________________________________________________
ONLY CHECK IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

__Cancer



__Smoking Habit


__Taking Blood Thinners

__Chewing Tobacco


__Heart Attack


__Heart Trouble


__Emphysema



__Difficult breathing

__Rheumatic Heart


__Radiation Treatment, Chemotherapy             __High Blood Pressure

__Asthma


__Kidney Disease



__Seasonal Allergies

__Prosthetic Heart Valve

__Hepatitis ____(type)


__Fainting Spells


__Seizures

__Thyroid Problems ___hypo ___hype  
__Pacemaker


__Heart Surgery

__HIV/AIDS



__Diabetes


__Kidney Stones

__Ulcers




__Colitis



__Excessive Bleeding

__Liver Disease



__History of Eating Disorder
__Mitral Valve Prolepses /Heart Murmur
__Rheumatic Fever




__Artificial Joint ________(type)

__Other:______________________________________________________________

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING?
__Penicillin



__Sulfa Drugs


__Dental Anesthetics

__Erythromycin



__Codeine


__Tetracycline

__Aspirin



__Other______________________________________________________________
FOR WOMEN:  Are you: ____ Taking Birth Control ____ Pregnant ____ Nursing _______HRT _______bio HRT
OB Name & Phone #:___________________________________________________________________________________________
Signature of Patient: ________________________________________(or Parent/Guardian) Date:______________









UPDATES: ______17’ ______ 18’ ______19’
