
 
WELCOME TO OUR PRACTICE         TODAY’S DATE_______________         

 
NAME__________________________________________  Birthdate ___________ Social Security No._____________________ 
 
MAILING ADDRESS ______________________________________City ___________________ State ______ Zip  ___________ 
 
What name would you like to be called? ____________________D.L.# ________________________ Marital Status _____ 
 
Spouse’s Name ______________ E-mail address______________________________ Employer__________________________ 
 
WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE________________________________________ 
                   

Phones: Home ____________________ Work ____________________ Fax_______________________ 

 Cell _____________________ Pager ____________________ Other______________________ 

ACCOUNT RESPONSIBILITY if someone other than yourself:  NAME _________________________________________________ 

Their Social Security No. _____________________Birth date __________Mailing Address __________________________________ 

Daytime Phone _______________________   D.L.# ___________________________________________ 

INSURANCE INFORMATION 

Insured’s Name__________________________ Member ID No.____________________________ Employer_________________ 

Ins Co.________________________Group #_______________  Insured’s Birthdate ____________Phone#___________________ 

Insurance Co. Address______________________________________________________________________________________ 

Emergency contact:  __________________________ Relation ________________  Phone: _____________________________ 

HEALTH HISTORY (please check if you have or had any of the following:)  

__Yes __No Are you in good health?    __Yes  __No TB, asthma, or lung disease? 
__Yes __No Has your health changed in the last year?  __Yes  __No Diabetes 
__Yes __No Chest pain, shortness of breath   __Yes  __No Tumors, cancer 
__Yes __No Bleeding problems, bruise easily   __Yes  __No Radiation treatment 
__Yes __No Headaches, ringing in ears    __Yes  __No Psychiatric care 
__Yes __No Joint pain or stiffness, arthritis   __Yes  __No Kidney or bladder disease 
__Yes __No Fainting or seizures    __Yes  __No VD, herpes 
__Yes __No Heart disease, murmurs, prolapse,    __Yes  __No HIV positive, AIDS, ARC 
  rheumatic fever, prosthetic heart valve  __Yes  __No Hepatitis or liver disease  
__Yes __No Pacemaker      __Yes  __No Pregnant: month___________ 
__Yes __No High blood pressure    __Yes  __No Birth Control Pills 
__Yes  __No Tobacco/alcohol     __Yes    __No      Osteoporosis? 
__Yes  __No Recreational drugs    __Yes    __No      Taking bisphosphonates?   

__Yes __No Allergic to metals or latex?    
List any and all ALLERGIES: _________________________________________________________________________________ 
 
List any and all DRUGS/MEDICATIONS you are taking: ____________________________________________________________ 
 
List any and all Surgeries_____________________________________________________________________________________ 
 
__Yes  __No Are you being treated by a Doctor now?  Who? _____________________________________________________ 
 
 I have read my MEDICAL HISTORY dated _____________________and confirm that it states past and present conditions. 

Date:              Exceptions:       Patient’s Signature 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 

_________    __________________________________________________     None ___________________________ 


