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info@Turnerfamilydental.com
PATIENT INFORMATION (CONFIDENTIAL)

NAME________________________________________________________DATE_____________________ 

                     FIRST                                              MI                               LAST

ADDRESS____________________________________CITY____________STATE______ZIP____________ 

E-MAIL______________________SOC SEC#______________________BIRTHDATE__________________
HOME PHONE____________________WORK PHONE__________________

CHECK APPROPRIATE PLACE:

□ MINOR □SINGLE □ MARRIED □ DIVORCED □WIDOWED □SEPARATED

IF COLLEGE STUDENT, FT/PT: NAME OF SCHOOL__________________ CITY________ STATE______

PATIENT’S OR PARENT’S EMPLOYER_________________________

BUSINESS ADDRESS_____________________________CITY____________STATE_______ZIP________

SPOUSE OR PARENT’S NAME_______________EMPLOYER___________ WORK PHONE___________
WHOM MAY WE THANK FOR REFERRING YOU TO US?____________________________________
PERSON TO CONTACT IN CASE OF AN EMERGENCY_____________________PHONE_____________ 

INSURANCE INFORMATION
NAME OF INSURED__________________________________RELATIONSHIP TO PATIENT___________

BIRTHDATE___________________SOC SEC #________________________

NAME OF EMPLOYER________________________________OCCUPATION_________________________

UNION OR LOCAL NUMBER________________WORK PHONE___________________________________

EMPLOYER ADDRESS_______________________CITY_______________STATE_____ZIP_____________

INSURANCE COMPANY______________________TEL#_______________GROUP#___________________
POLICY ID#________________________

INS. COMPANY ADDRESS___________________________CITY____________STATE______ZIP________

DO YOU HAVE ANY ADDITIONAL INSURANCE YOU NEED US TO FILE FOR YOU?  ⁭YES   ⁭ NO

IF YES PLEASE COMPLETE THE FOLLOWING INFORMATION FOR YOUR SECOND INSURANCE COMPANY.

SECONDARY INSURANCE COMPANY INFORMATION
NAME OF INSURED__________________________________RELATIONSHIP TO PATIENT___________

BIRTHDATE___________________SOC SEC #________________________

NAME OF EMPLOYER________________________________OCCUPATION_________________________

UNION OR LOCAL NUMBER________________WORK PHONE___________________________________

EMPLOYER ADDRESS_______________________CITY_______________STATE_____ZIP_____________

INSURANCE COMPANY______________________TEL#_______________GROUP#___________________

POLICY ID#________________________

INS. COMPANY ADDRESS___________________________CITY____________STATE______ZIP________

X___________________________________DATE__________________

                      Please sign on the line above
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PLEASE CHECK YES OR NO TO EACH ITEM BELOW.  EACH ITEM BELOW IS VERY
 IMPORTANT IN ORDER FOR US TO TREAT YOU WITH THE BEST CARE POSSIBLE.
ARE YOU PREGNANT?                                                                                                      □YES □NO
NAME OF YOUR FAMILY PHYSICIAN___________________________________

FAMILY PHYSICIAN’S PHONE NUMBER_________________________________

HAVE YOU EVER BEEN TOLD YOU HAVE MITRAL VALVE PROLAPSE?             □YES □NO
HAVE YOU EVER BEEN TOLD YOU HAVE A HEART MURMER?                            □YES □NO
HAVE YOU EVER EXPERIENCED CHEST PAINS?                                                          □YES □NO
HAVE YOU BEEN HOSPITALIZED IN THE LAST YEAR? IF SO, FOR WHAT?        □YES □NO
HAVE YOU EVER HAD RHEUMATIC FEVER?                                                              □YES □NO
HAVE YOU EVER HAD HIGH OR LOW BLOOD PRESSURE?                                     □YES □NO
HAVE YOU EVER HAD DIABETES?                                                                                □YES □NO
HAVE YOU EVER HAD GLAUCOMA?                                                                            □YES □NO
DO YOU HAVE A HISTORY OF ULCERS?                                                                      □YES □NO
HAVE YOU EVER TAKEN ANY CANCER RELATED 
MEDICATIONS?  HAVE YOU EVER TAKEN ANY OF FOLLOWING MEDICATIONS:


                                 Fosamax, Biophosphanates, Boniva or Actenol                     □YES □NO
  IF SO, PLEASE LIST THE NAME OF THE MEDICATION? ________________________________________

____________________________________________________________________________________________

ARE YOU CURRENTLY TAKING ANY OTHER MEDICATIONS?                               □YES □NO
IF SO, PLEASE LIST THEM       ____________________________________________________________________________________________________________________________________________________________________________________________ 

PLEASE LIST ANY ALLERGIES YOU HAVE TO MEDICATIONS______________________________________
ARE YOU ALLERGIC TO LATEX?                                                                                    □YES □NO
HAVE YOU EVER HAD ASTHMA?                                                                                   □YES □NO
DO YOU BRUISE EASILY OR EVER HAD BLEEDING PROBLEMS?                          □YES □NO
HAVE YOU EVER HAD TUBERCULOSIS, HEPATITIS, HIV OR AIDS?                      □YES □NO
DO YOU HAVE AN ARTIFICAL JOINT OR HEART VALVE?                                       □YES □NO
IS THERE ANYTHING ELSE IN YOUR HEALTH HISTORY THAT YOU FEEL WE NEED 
TO KNOW IN ORDER TO SERVE YOU BETTER?  IF SO PLEASE ADD IT BELOW.

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

X___________________________________DATE____________________

                     PLEASE SIGN HERE       
