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Central Dental Associates

New patient/medical history form

(Please print)

Last Name: ​​​​​​​​​​​​​​​​​​​​​________________________ First Name:  ​​​​​​​​​​​​​​​​​​​​​​​____________________ Middle Initial: ​​_____

Street Address: ____________________________ Apt. ____ City: ___________________________

State: ​​​​_______ Zip Code: __________________ Home(: (____) ____________________________

Work(: (____) ________________ x_______    Cell(: (____) _____________________________

(: ______________________ @ ___________________________   marital status: S / M / D / W

Date of Birth: ___ / ___ / ______ Social Sec. No.:  __________________Occupation:_______________  

Delta Dental Insurance: Yes □ No □ If yes, Subscriber Name: ​​​​​​​​​​​​​​​​​​​​___________________________ same □  

Relation to Patient:  Self □ Spouse □ Child □ Other □ Employer: ______________________________

Group No.: _____________________________ ID No.: _____________________________________

Second Dental Insurance Yes □ No □       or other Dental Insurance than Delta Dental Yes □ No □  
For the following questions, check yes or no, whichever applies.  Your answers are for our records only and will be considered confidential.  Please note that during your initial visit you will be asked some questions concerning your health.

Are you in good health?
Yes □    No □
Has there been any change in your general health within the past year?

                          Yes □    No □
My last physical exam was on:  _________________

Are you now under the care of a physician?                                                                                   Yes □    No □
The name and address of my physician(s) is: ______________________________________

Are you taking any medications? 






             Yes □    No □
If so, what: __________________________________________________________________

Do you regularly take dietary supplements or herbal medicines?                                                      Yes □    No □

If yes, do you take any of the following?
□ Dietary or Energy supplements □ Echinacea □ Garlic □ Ginko □ Kava □ St. John’s Wort

□ Valerian □ Ginger □ Ginseng □ Vitamin E >400 I.U   □ Fish Oil > 3 grams/day

Do you regularly use natural or herbal oral health products?                                                          Yes □    No □
Have you recently substituted herbs for prescription or OTC drugs?                                                Yes □    No □
Are you allergic to any medications?  






            Yes □    No □
If so, what: __________________________________________________________________

Have you had any serious illness or problem?





            Yes □    No □

If so, what was the illness or problem: ___________________________________________

When was your last dental visit? __________________________________________________ 
Are you having any dental discomfort at this time




           Yes □     No □
Have you had any serious trouble associated with previous dental treatment?
                        Yes □     No □
If so, explain: _______________________________________________________________

Does dental treatment make you nervous?





           Yes □     No □
Have you ever been treated for periodontal disease (gum disease, pyorrhea,                                  Yes □     No □ 
trench mouth)? If so, when: ______________________________

How often do you brush? __________________________________

How did you hear about us? ( 

Delta Dental Website □ Yellow Pages □ Search Engine □ Other □ ______________________

Family member □ Friend □ Coworker □ Referring Doctor □ if applicable, please let us know the name of the person that referred you to us: _______________________________________

(TURN OVER)
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