
AMWELL DENTAL ASSOCIATES 

PATIENT'S MEDICAL HEALTH INFORMATION 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems 
that you may have. or medication that you may be taking, could have an important interrelationship with the density you will receive. 

Thank you for answering the following questions. 

---~~~~~--~~========~==~ -----------,lp~r-y-si-CI-a-n'_s_N-~~--e---General Health 

Excellent _ Good Po01 
Physician's Street Address ----~~c~·~~Y----------------------------r.s"t~at~P-----IZipCo~ -----

Date ol Last Complete Physicar- ~ulls I Are you Tak1ng Medicat1on Now? Purpose of Medication 

I I _____ _:_ ___ _ .:...._ ___ .__ _____ -------------~------------ -
ARE YOU OR HAVE YOU BEEN TREATED FOR: 

Heart Disease Yes No Aner111a Yes No Smus Trouble Yes ' 

Rheumatic Fever Yes No Glaucoma Yes No Cough Yes_ 

.JHigh/CLow Blood Pressure Yes No A.I.D.SlHIV Yes No 
Hepatilis.'Jaundice Yes 

Ulcer/Stomach Yes No Arthntis Yes L 
1 

Cancer Yes t\lo 
Stroke TB or Lung Disease Yes No Yes 

Diabetes Yes "lo 
Conge'1i:31 Heart Les1ons Yes No r Venereal Disease/STD Yes ,.. J 

Epilepsy Yes No t Heart Mur•nur Yes No Joint or Limb Replacement Yes • J 

Emphysema Yes "lo AsthMa or Hay Fever Yes No .. 1veriKidney D1sease Yes ~ 

Have you ever been treated (')!her trar d1agr OS!II ) Wllh x.,_.y? ·!-<ave you evN had a blood transfusion! Cancer;Aadiat,on Treatment: 

Yes~ No If re~. cxplall'. ________ _ Yes No , 
Are you Allerg1c to 

Penicillin: Yes~ No L~ Coue1ne: Yes No Lccal Anesthet•cs: Yes No Latex· Yes [ No 
Are you subject to prolongrd l)ieedirg? - - --.;;;- -----b t t F t S II ?--- -- Do you have excess1ve unnahon and/or thirst? 

~----_f~::::Y'"'"9 '"f,com-=~ - --- Yes No 
Ye~ 

I 
Are you P· eqnart' 

WOMEN., Yes 

ARE YOU CURRENTLYt 
TAKING MEDICATIONS?j_ 

MEDICATION 

1. 

2. 

3. 

IF YES. PLEASE LIST MEDICATION AND PURPOSE 

PURPOSE 

No::::: 

No~ 

No L 

No :J 
No:::.:: 

No [. 

No~., J 
No [; 

- --- -----------
4. ----- - --~ ~- -----
5. ----~- --------

6. 

7. 

8. 

9. 

10. 
----------- --~------------------------

Do you have any other Medical Conditions you feel we should know? Are you currently under any medical treatment now? 

-----------

To the best of my knowledge, the quest1ons on this form have been accurately answered. I understand that providing 
incorrect information can be dangerous to my (or patient's) health. It is my responsibi lity to inform the dental office of any 
changes in medical status. 

SIGNATURE OF PATIENT. PARENT or GUARDIAN --------------------------------------------DATE------------------



AMWELL DENTAL ASSOCIATES 
Date 

Please fill out form COMPLETELY. Thank you. I I 
l PATIENT INFORMATION I 

I 

Patient's Name Cell Phone 

( ) 
Street Address State I Zip Code 

Patient's Date of Birth 

I I I
S ex 

Male :::J !
Height 

Female D 

Weight I Social Secunty No. 

Marital Status Occupat1on Student Status:OFull Time DPartTime 

Single 0 Marned D Widowed D Divorced D Separated D 
Name of School ______ _ 

Purpose of V1sit _l How Were you Referred to th1s Oft ice? I Email Address 

PATIENT'S EMPLOYER'S INFORMATION I 
Employer's Name 

Street Address City Zip Code 

SPOUSE'S INFORMATION 
Spouse's Name Home Phone Work Phone 

( ) ( ) 
IN CASE OF EMERGENCY - NEAREST RELATIVE NOT LIVING WITH YOU 

Relative's Name Home Phone Work Phone 

( ) ( ) 
Street Address State Zip Code 

PERSON RESPONSIBLE FOR ACCOUNT INFORMATION: (IF SOMEONE OTHER THAN PATIENT) 

Drivers License---------------------

Name ---- - - ------------------ Employer Name - ------ - - ------- --- -

Address~---------------------- Employer AddresS--------------------

Town ____________ State _____ Zip ___ __ Town - ----------State ---- Zip-- ---

Home# _ _ _________ SS# ________ _ Work#--------- --------- ------

PRIMARY DENTAL INSURANCE INFORMATION: 

Nameoflnsurance: - ----------------- - - - -------------------------

Address ___________ _ _ ________ ____ Town _ _ _ ________ State _____ Zip - ----

Soc. Sec.# 
Name of Insured ____ ________________ 008 of Insured ____ _ _ __ of Insured - - --- ----

Insured's Employer ____________________ Policy or ID # -------------- - - ------

SECONDARY DENTAL INSURANCE INFORMATION: 

Nameoflnsuffince: _ ______ ____________ _ _ _ _ ___ _ _ _________________ _ 

Address---------------- - - ---- - Town --- - - ------State----- Zip----
Soc. Sec.# 

Name of Insured --------------------006 of Insured ________ of Insured---------

Insured's Employer _ _ _ _ _ _ _ _ _ _ _ _ ________ Policy or 10 # ________________ _____ _ 

SIGNATURE ON FILE AUTHORIZATION 

D I authorize use of this form on all my insurance submissions 

0 I authorize release of information to all my insurance carriers 

:J I authorize my doctor to act as my agent in helping me obtain payment from my insurance carriers 

0 I permit a copy of this authorization to be used in place of the original 

Signature of Insured ------- ----- - - - - - Date ---------
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