Last Name " First Name M.I. Home Phone

Mailing Address Business Phone Cell Phone
City State Zip email address

Employer Social Security Number

Date of Birth Gender Marital Status Today’s Date

Name of Spouse or Parent

If you are completing this form for another person, what is your relationship to that person?

Dental Insurance

Insured Social Security Number Insured Date of Birth

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and are considered
confidential.
Yes No

@) O Areyouingood health?

O O Hasthere been any change in your general health within the past year?

Primary Care Physician

Mailing Address City State Zip
Yes No
(@) O Have you had any serious illness, operation, or been hospitalized in the past 5 years?

If so, please describe:

(@) O Do you use tobacco? What type?
®) O  Areyou taking any medicine(s) including non-prescription medicine?
If so what medicine(s) are you taking?
Do you have or have you had any of the following diseases or problems?
Yes No
Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease.
Cardiovascular disease(heart trouble, heart attack, angina, high blood pressure, arteriosclerosis, stroke)
Glaucoma
Allergies
Fainting spells or seizures
Diabetes
Hepatitis, jaundice or liver disease
AIDS or HIV infection
Respiratory problems, emphysema, bronchitis, asthma, etc.
Arthritis or painful swollen joints
Kidney trouble
Tuberculosis
Persistent swollen glands in neck
Low blood pressure
Sexually transmitted disease
Epilepsy or other neurological disease
Cancer
Problems of the immune system
Have you had abnormal bleeding?
Have you ever had a blood transfusion?
Do you have any blood disorder ?
Have you ever had any treatment for a tumor or growth?
Are you taking any Bisphosphonates orally or IV administered?
Do you periodically have unexplained soft tissue swelling? Do you wake up with swelling?
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