ACCT #

“ZY ACADEMY DENTAL ASSOCIATES
=W; "MEDICAL ALERT FOR OFFICE USE:

10101 Academy Road
Philadelphia, PA 19114

Thank you for visiting Academy Dentaf Associafes. We want your visit
fo be pleasant and comfortable. Flease help us by completing this form.

DATE

PATIENT INFORMATION

NICKNAME

NAME
LAST A FIRST MIDDLE INTIAL

ADDRESS __ S . AT R

STATE } 2P

Iy
- DRIVER'S LICENSE

EMPLOYER

. : HEIGHT ____ \WEIGHT

_ BIRTHDATE

TELEPHONE
HOME

BUSINESS

EMERGENCY: NAME

INSURANCE

PRIMARY CARRIER
COMPANY NAME

ADDRESS i)

STREET

POLICY NUMBER

SECONDARY CARRIER
COMPANY NAME

ADDRESS
: P

STREET

P'oucv NUMBER
AUTHORIZATION

such diagnosfic and_fherapeuhc procedures as mdy ben 55
medical history are correct to the best of my knowledge.

H SIGNATURE DATE
OTHER INFORMATION
SPOUSE NAME _ ' . . ' '
LAST ’ FIRST MIDDLE INMTIAL
ADDRESS : . : -
SIREET - : - APT, # 
ciy _ STATE _ ' Fild
EMPLOYER DRIVER’S LICENSE
BIRTHDATE
' TELEPHONE SOCIAL SECURITY
~ BUSINESS NUMBER

e HOW DID YOU HEAR ABOUT US?




What is the reason for foday’s visit?

Do you have any questions or concerns we can help you with today?

- Do you fove your smile?

Is there anything you would fike to change?

Why did you leave your last dentist? ‘

What did you like most about your ast 'dénﬁsf?

. Whaf did you like leastabout your last dentist? _
MEDICAL HISTORY AND lNEORM“ON

Do you have or ever had? Are you dllergic fo?

0000000000

.0 Arthiitis O Aspirin
0 Asthma . L Barbiturate
Q Cancer o 2 Codeine
0 Diabetfés , Q Peniciliin
‘Epilepsy ' O Other
Glaucoma
Hearf Murmur - _ Are you currently under the care of a physician?
Heart f’.roblem : | 0 VES - ONo .
Hepatitis : : . :
High Blood Pressure o : Please explain
HIV Positive o :
Jaundice
Kidney Problems : : _
Low Blood Pressure ' : - Fermndle Patients: Are you pregnant?
' Rheumatic Fever . QYES QNo
~.Q Sexudally Transmitted Dlseoses
O Stroke . "~ Ifyes, due date _

O Tuberculosis _ : -

© 3 Other ' ‘ ' : | '

-l autherize and give consent fo perform dental services ogreed between doctor and pcment ond/or parent or
guardian to be necessary or advisable including the use of local anesthesia and other medlcohon as lndtccted

I certify to the above sfcx’remenis regarding my.medical condifion.
Payment for all heqﬂnenf qnd services rendered are my responsibilify.

Patient’s Signafure Date

- If patient is child or requires a guardian:

Parent or Guardian’s Signature Date




	1792_001



