PATIENT INFORMATION SHEET

STEVEN W. SPURRIER, D.D.S., M.S.D.

PATIENT INFORMATION

PATIENT’S NAME — LAST FIRST MIDDLE

NICKNAME : AGE BIRTHDATE SEX: M. F
ADDRESS — STREET CITY.

STATE ZiP HOME PHONE

SIBLINGS - s SCHOOL

IF PATIENT IS A MINOR, GIVE PARENT OR GUARDIAN’S NAME

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?

RESPONSIBLE PARTY INFORMATION

LAST NAME

FIRST, MIDDLE MARITAL STATUS

ADDRESS — STREET

CITY.

STATE

Z\P HOW LONG AT THIS ADDRESS?

MAILING ADDRESS (IF DIFFERENT FROM ABOVE)

PREVIOUS ADDRESS (IF LESS THAN 3 YEARS)

HOME PHONE

WORK PHONE CELL PHONE

BIRTHDATE

SSN RELATION TO PATIENT,

EMPLOYER

OCCUPATION NO. OF YEARS EMPLOYED

EMPLOYER’S ADDRESS

SPOUSE’S NAME — LAST

FIRST, MIDDLE

BIRTHDATE

SSN RELATION TO PATIENT

HOME PHONE

CELL PHONE

EMPLOYER

WORK PHONE

OCCUPATION NO. OF YEARS EMPLOYED

EMPLOYER’S ADDRESS

DENTAL INSURANCE INFORMATION

INSURED’S NAME

INSURED’S ID#

INSURED’S EMPLOYER

INSURANCE CoO.

ADDRESS

PHONE # INSURED’S SSN

Do YOU HAVE DUAL COVERAGE?

INSURED’S NAME

YES No IF YES, PLEASE COMPLETE THE FOLLOWING INFORMATION

INSURED’S ID#

INSURED’S EMPLOYER

INSURANCE CoO.

PHONE # INSURED’S SSN

ADDRESS

EMERGENCY CONTACTS
EMERGENCY CONTACT (NAME AND ADDRESS) PHONE #
PATIENT’S PHYSICIAN PHONE #
PATIENT’S DENTIST PHONE #

PLEASE COMPLETE REVERSE SIDE




HAS THE PATIENT EVER HAD ANY OF THE FOLLOWING...

YES

2
o)

HAVE ANY HEALTH PROBLEMS (CURRENT OR PAST)
TAKE ANY MEDICATIONS (CURRENT OR PAST)
SEE A PHYSICIAN (CURRENT OR PAST)
HAVE ALLERGIES (ITCHING, RASH, SWELLING, SENSITIVITY)
MOL_JTH-BREATHE OR HAVE TROUBLE BREATHING THROUGH NOSE
HAVE A HISTORY OF ANY ILLNESS OR HOSPITALIZATIONS
HAVE ANY PAIN OR CLICKING IN THE JAW JOINT OR EAR INFECTIONS
EXPERIENCE FREQUENT HEADACHES OR HEAD/NECK PAIN
PLAY ANY WIND INSTRUMENTS OR VIOLIN
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DOES THE PATIENT...

YES No YES No

BV | 25 HEART TROUBLE, CONGENITAL LESIONS 533 =3 ASTHMA

PR | | HEART MURMUR Eiog B KIDNEY INVOLVEMENT

| R e o SKIN RASH, HIVES [ &3 ERes EPILEPSY !

Eisd b HEPATITIS, LIVER INVOLVEMENT 5@ i MALIGNANCIES

R ) COLD SORES, FEVER BLISTERS, CANKERS st fsvq AIDS / HIV

o £ HEARING PROBLEMS Ered B TUBERCULOSIS

[+ [ DIABETES (FAMILY HISTORY) [y | BLEEDING DISORDER

Eod Bl RHEUMATIC FEVER Ed E-a ANEMIA

[543 § 4] NERVOUSNESS, HYPERACTIVITY s | | MONONUCLEOSIS

Pl g THYROID DISORDERS (FAMILY HISTORY) Fed E5h ARTHRITIS

5T S JAUNDICE oA Rt | SCARLET FEVER

Bk Ed VENEREAL DISEASE | P [ 1 ULCERS, INTERNAL BLEEDING
BT x| PROLONGED BLEEDING | AN R EMPHYSEMA

| &4 LIVER DISEASE s i3 FAINTING, DIZZINESS

[%%) Eed HIGH OR LOW BLOOD PRESSURE B N | EXCESSIVELY SWOLLEN ANKLES
R [ 1]  ARTERIOSCLEROSIS OR STROKE IR | B | SHORTNESS OF BREATH :
(=59 ! CHEST PAIN ON MILD EXERTION E: 7 TUMORS OR ABNORMAL GROWTH
IS [s Sk BT | PROSTATE DISORDERS e | B3 RADIATION TREATMENT

[543 [ GLAUCOMA : k- [l CONTACT LENSES.

PR | Frd PSYCHIATRIC TREATMENT Bz [ EMOTIONAL PROBLEMS OR TENSIONS
gl S OL < BLOOD TRANSFUSION, WHEN Eoad 5T TRAUMA TO FACE, CHIN OR JAW
IS THE PATIENT...

YES No YES No
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LOSING / GAINING WEIGHT

OFTEN THIRSTY

A SMOKER

SUBJECT TO FREQUENT HEADACHES
OFTEN NERVOUS, UPTIGHT

OFTEN UNHAPPY OR DEPRESSED

L b v Jelrac B 339 ol o I8 2

e o ) ed

OFTEN EXHAUSTED OR FATIGUED
HIGHLY STRESSED

PREGNANT

TAKING BIRTH CONTROL
PRESENTLY IN MENOPAUSE
PAST MENOPAUSE
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PLEASE EXPLAIN ANY “YES” ANSWERS TO QUESTIONS ABOVE, OR A FAMILY HISTORY OF THE ABOVE CONDITIONS.

PLEASE EXPLAIN THE MAIN ORTHODONTIC CONCERNS OF THE PATIENT AND WHAT THE PATIENT WOULD LIKE ORTHODONTICS TO

ACCOMPLISH.

| CERTIFY THAT THE INFORMATION PROVIDED IS ACCURATE AND THAT WHERE APPROPRIATE, CREDIT BUREAU REPORTS MAY BE
OBTAINED. ANY CHANGES TO THE MEDICAL HISTORY OF THE PATIENT SHOULD BE REPORTED TO SPURRIER ORTHODONTICS.

SIGNATURE

DATE

GUARDIAN SIGNATURE IF PATIENT IS A MINOR



