
Potient Medicol History
Physicion

l. fue you under medicol heotment now?

2. Hove you eyer been hospitolized for ony surgicol
operolion or serious illness within the lost 5 yeors?

lf yes, pleose orploin

3. fue you toking ony medicotion(s| including
norrprescripfi on medicine?

lf yes, whot medicotionls) ore you toking?

4. Hwe you ever loken PhenFen/Redux?

5. Do pu use tobocco?

6. Do you use conholled substonces?

7 . A,re you weoring conloct lenses?

8. Do you hove or hove you hod ony of the following?

High Blood Pressure
Heort Athck
Rheumotic Fever
Swollen Ankles
Foinling/Seizures
Asthmo
Low Blood Pressure
Epilepsy/Conwlsions
[eukemio
Diobees
Kidney Diseoses
AIDS or HIV lnhction
Ihyroid Problem

l. Do your gums bleed while brushing or flossing?
2. A're your teelh sensitive to hoi or cold liquids/foods?
3. fue your teelh sensitive to sweet or sour liquids/foods?
4. Do you feel poin frc ony of your treeth?
5. Do you hovd ony sores or lumps in or neqr your mouth?
6. Hove you hod ony heod, neck or iow iniuries?
7. Hove you ever experienced ony of the following

problems in your iow?
Clicking
Poin (ioint, eor, side of foce!
Difficulty in opening or closing
Difficulty in chewing

Authorizqlion qnd Releqse

Dote of Lost Exom

9. Are yo-u ollergic to or hove you hod ony reoctions
to the bllowing:

Locol Anesthetics (eg. Novocoine)
Penicillin or ony other Antibiotics
Sulfo Drugs

Borbiturotes

Sedotives

lodine

Aspirin

Any Metols leg. nickel, mercury eic.)
Lotex Rubber
Other

10. Women Only:
Are you pregnonl or think you moy be pregnont?
A"re you nursing?
Are you toking orol conhoceptives?

Chest Poins
Eosity Winded
Stroke
Hoy Fever,/Allergies
Tuberculosis
Rodiotion Theropy
Gloucomo
Recent Weight Loss
Liver Diseose
Heort Trouble
Rerpirotory Problems
Mirol Vohe Prolopse
Olher

Dote o[ Lost Exqm

8. Do you hove frequent heodoches?
9. Do you clench or grind your teeth?
10. Do you bite your lips or cheeks freguently?
I l. Hove you ever hod ony difficuh o<hocfions in $e post?
12. Hove you ever hod ony prolonged bleeding

following extrqctions?
13. Hove you hod ony odhodontic treotment?
14. Do you weor dentures or portiols?

lf yes, dole of plocement
15. Have you ever received orol hygiene inshuctions

regording the core of your teeth ond gums? tr n
16. Do you like your smile? . ! tr

Jny insuronce compony to poy direcily ro rhe denHst or dentol group insuronce
benetifs oltrerwise poyoble fic me. I undersrond thot my denlollnsuionce corrier mo
poy.less thon the,oduol bill for.services. I ogree rro be'responsible for poymenr o[ o
seruces renoered on my beholt or my dependenh.
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Heori Diseose
Cordioc Pocemoker
Heort Murmur .
Angino
Frequently Tired
Anemio
Emphysemo
Cqncer
Adhrilis
.loint Replocement or lmplont
Hepotitis/oundice
Sexuolly Tronsmitled Diseose
Slomoch Troubles/Ulcers

Pqfient Dentql History
Nome of Previous Dentist ond Locqtion

DD
DD
I t r
EN

I cerfify hot I hove reod ond understnnd lhe obove informotion.to fie best of mv
knowledge. The qbo\€ questions hove been occurolely onswered. I underslond'hot
providing incorrecl informotion con be dongerous to my heohh. I odhorize the
dentist lo releose ony inbrmotion including the diognoiis ond the records of ony
lreolment or exominolion rendered ic me or my child durinq fie period of such'
Denbl core to third porly poyors ond,/or heoltfi proctitioneis. I outhorize ond requesl

signoture ot pqhent lor porent il minor)
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Greg Meier, D.D.S.
3555 lonaYrstaha4 Suite 21?

ventruan CA 93003
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Welcome
Thank you for selecfing uso
To help us meel oll your heolthcore needs, pleose fill out this form completely in ink. lf you hove ony questions or
need ossistonce, pleose osk us ond we will be hoppy to help.

Fcfient lnformqtion (confidenrioll Poiient
Number

Dote

Soc. Sec. #

Address

Home Phone

City Sioie_

D Diuor."d

Stote _

Check Appropriote Box: D Minot n single D Morried tr s"po.oted
lf Student, Nome of School/College Cib/

Potientts or Porenfs Employer

Business Address Stofe Zio

Spouse or Porent's Nome Employer Work Phone

Whom Moy We Thonk br Refuning You?

Person to Contoct in Cose of Emergency.

Responsible Pcrty elw;t
Relotionship

Nome of Person Responsible br this Account to Potienf

Home Phone

Drivers License #

Employer Work Phone

ls this Person Currently o Potient in our Office? E Y.t n No

For your conrenience, we ofbr the bllowing methods of poyment. Pleose check the opiion you prebr. Poyment in full ot'eoch oppointment.

n co.h D Personol Check Credir Cord n vtsa D Mosrercord

lnsuronce Informqtion
Nome of lnsured

Birthdote - Sociol Security #

Nome o[ Employel

Employer Address

lnsuronce Compony

Ins. Co. Address

How Much is Your Deducfible?

!wdru"d

D Full tir" I Poa Tir"

Finonciol Institution

ssN#

D l*i.h to discuss the office's poyment policy.

Relotionship
hc Potienl

Doie Employed

Union or locol # Wo* Phone

ciD, Stote- Zip

Group # Poliqy/lD#

How Much Hqve You Used?

Stote_ Zp

Mqx. Annuol Benefit

City
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Do You Hove Any Additioncrl lngurqnce? D Yo D No lf Yes, Completra the Following

Nome of lnsured
Relotionship
to Polienf
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lns. Co. Address Gty

Birthdote _ Sociol Security #

Nome of Employer

Employer Address

lnsuronce Compony

Dote Employ,ed

Union or Locol # Wo*. Phone

City Stote_ Zp

Grorp # Policy/lD#

Slrote-. Zp

Mox. Annuol BenefitHow Much is Your Deduciible? How Much Hove You Used?


