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Dr. Jeffrey Boland D.D.S.
Medical/Dental History Form
Patients Last Name:



First:



M.I.______ Date:



Date of Birth: _____________Age:_______ Sex:

 Social Sec. #__________________________

Home Phone:________________________   Cell Phone:_______________________
Patients Address: _________________________________City:


 
State:_____Zip:


E-Mail Address_______________________________________________________
If Married Spouse’s Name:___________________________________    Spouse’s Phone #:___________________
Patient’s School/Grade:



Patient’s Place of jWork:_________________________________
If patient is under 18 yrs. old, please fill out this section.

Parent/Guardian #1 Last Name:




 First______________________________ MI:____
Address:






City:



 State:

Zip:


Occupation:



    Employer:



   Work Phone:



Date of Birth: ___/___/______      E-Mail Address _________________________________________
Social Security #:




 
Parent/Guardian #2 Last Name:




 First:



 Middle Init:____
Address:






City:



 State:

Zip:



Occupation:



    Employer:



   Work Phone:




Date of Birth: ___/___/______      E-Mail Address _________________________________________
Social Security #:





Medical History





Y
N







Y
N
1.  Sinus/Nasal problems

__
__

7.  Convulsions/Seizures


__
__
2.  Heart Murmur


__
__

8.  AIDS/HIV




__
__

3.  Diabetes



__
__

9.  Hemophilia/Blood disorders

__
__

4.  Hepatitis



__
__

10. Sores in mouth



__
__

5.  Epilepsy



__
__

11. Clicking/popping or pain in jaw

__
__

6.  Psychiatric, Nervous disorder
__
__

12. Other concern: _____________________________

13. Is patient currently taking any medications?  Yes__   No__   If Yes, list:_________________________________

14. Do you wish to speak to the doctor privately about any health concerns?   Yes__     No__

15. Do you have any known allergies?  Yes__   No__   If Yes, list:________________________________________
16. What is the main reason for coming to our office: __________________________________________________

Current Dentist name and town: ____________________________________________________________________

Referred to our office by: _________________________________________________________________________

· I authorize the release of any information concerning this patient’s health care or treatment provided for the purpose of evaluation and administrating claims for insurance benefits.

· I understand that I am responsible for all costs of any type of treatment provided, regardless of insurance coverage.

· I attest to the accuracy of all information provided on this form.











             





                      Signature of Patient (Parent or Guardian if patient is under 18 years old)

           Date

                  
                                        455 N. York St.   Elmhurst, IL 60126   (630) 279-5577    bolandortho@straightersmile.com                             















