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VIRGIN VALLEY

D E N T A L

Personal Information

Name Preferred Name

Email Today’'s Date / /
Soc. Sec. Birth Date / /
Address Home Phone - -

City Cell Phone - -

State Zip Referred by

Gender [ 1 Male [1 Female Utilizing Dental Insurance [ ] Yes [ ] No
Status [ 1 Married [] Single Occupation

In case of emergency call

@ Telephone # - -

Health History

Have you had or have any of the following?
[0Yes [1 No Heartaftack

[0Yes [ No Heartdisease

O Yes [ No Heart murmur

[0Yes [ No Congenital Heart defect
[0 Yes [ No HeartValvereplacement
[0 Yes [ No Abnormal Bleeding

[l Yes [J No High blood pressure

O Yes [ No Low blood pressure
[1Yes [1 No Pacemaker

OYes O No Sinus problems

[0 Yes [1 No Arfificial Joint Replacement
[0 Yes [ No Asthma

[0Yes [1 No Tuberculosis

[ Yes [ No Lung problems

[0Yes [ No Hepatitis

[0Yes [ No Liverdisease

[0Yes [ No Alcoholism

[0Yes [ No Blood Transfusion

[0Yes [ No Diabetes

[0Yes [ No Arthritis

[1Yes [1 No Neurological Disorders
[1Yes [1 No Cold sores

[1Yes [ No AIDS orHIV positive
[1Yes [ No UseTobacco

Dental Information

Reason for today’s visite
[ 1 Exam
[ 1 Exam & Cleaning
[ 1 Other

Date of last Dental exam and radiographs?

Any Known allergies?
0 None [ Latex 0 Penicillin
[ Other

Are you taking any of these medications?
[1Yes (1 No Aspirin

[0 Yes [0 No Painkillers

[0 Yes [ No Blood thinners

[1Yes [J No Blood pressure medication

[0 Yes [ No Steroids

[l Yes [0 No Osteoporosis medication

0 Yes [ No Insulin/ Diabetes medication
O Other

Is there anything else you would like to tell use

I understand that any balance unpaid after 90 days will incur fees & may be sent to collection.
| understand that if | utilize dental insurance | will pay any amount my insurance does not cover.

Date / /

Signature of patient or guardian
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