DALE GREER DDS

Date Patient Name Preferred name
First Last
Dateofbirth_ /  /  Marital Status Home# Work# Mobile#
Address
Street City State Zip
E-Mail Preferred method of communication? Textdd Emaildd PhoneO
Emergency contact other than your spouse: Name Relationship to patient Phone
DENTAL INSURANCE
Please provide the office with your dental insurance card.
Dental Insurance Co Phone# Insured Name Insured DOB

Insured ID# Insured SSN#

(for insurance purposes) Group#

Relationship to patient

Name of person responsible for account

HEAILTH HISTORY

COMPLETE QUESTIONNAIRE AS ACCURATELY AS POSSIBLE!

LIST ALL MEDICATIONS TAKEN REGULARLY AND FOR WHAT
REASON:

Physician name and phone#:

Pharmacy name and phone#:

Do you have, or ever had an allergic reaction to:

Local ANESthetiCs......cviviieciceeeeeteeetceese et Yeso NooO
PeNICHTIN. . Yeso NonO
SUITA DIUES ettt ettt et vt et e e e e e No O
ASPITIN ettt et e et e e e e sreenes No O
COUBINE ...ttt ettt et sttt et ae st s e s e s e et e nanes No o
LateX...ovevverennne No O
Bandaid Only No O
Other allergies:
Number of alcoholic drinks per week?
Do you suffer from Dry-Mouth?.......c.ccoceeivivcce e Yeso Nono
Mildo Moderateo  Severe O
History of heart iSSUES?.......cccecevieececee e Yeso NooO
ENdOCArditis.....ccooeieeiececee ettt sttt s s Yeso NooO
Artificial heart valve.......ucvececeeeccne e e Yeso NonO
Heart Valve RePair......c.co i ceceeieeiveee et et se e es e Yeso NooDO
ValVUITIS.c.coe ettt st Yeso NoO
Congenital Heart Conditions......... e —————- Yeso NooO
Unrepaired Cyanotic CHD.......c..coueviieieeee e e Yeso NooO
Heart/Organ Transplants..........cccoereeecvereveeeceeeveeeeveensees v Yes o No O
Palliative Shunts & Conduits..........ccueveieieicieieiee e Yeso NooO
SEIOKE. ettt ettt e enes Yeso NooO
Please describe other heart issues not listed:
Abnormal blood pressure........ Yes O NO Ouecoeereerennanns Higho LownO
Excessive bleeding......ccoeveieeece e Yeso NoO
PN o 1] o V- T OO OO PSP UPPTORO U TPPROPEORA Yeso NoO
Blood thinners? If yes, name? Yeso NooO
Check if taken daily: ....cccovevenennene. Fish Oil o Aspirin o lbuprofen o

In the last 6 months, have you taken one of these Bisphosphonates
or derivatives for the prevention of Osteoporosis? Yeso NooO
If yes, name? Fosamax o Actonel o Didronel o Boniva o

Aredia 0 Skelid o Zometa o Proliao Reclast O
Other:

Check if any:

Take antibiotics prior to dental treatment...........ccccceuvene. Yeso NooO
If yes, reason:

JoINt replacemMeNnt(s).....cccccereeeeirreee e s Yeso NooO
If yes, which joint replaced and date of the surgery?

Auto-immune disease Name? Yeso NonO
NEUIrOPAtNY....cvieie et Yeso NonO
Diabetes Type? Yeso NonO
HEPatitiS. ettt e e st e Yeso NoO
LIVEr diSEASE...cuccveeeceietiee e ete et ettt ee et es s e s e s e eaees No o
Renal disease No o
HIV oo . No o
(O] 0oL OO RRTRSPRERRRT Yeso NoO
Radiation Treatment When? Yeso NonO
Chemotherapy When? Yeso NonO
ASTNMA... it s e e s s e s Yeso NoO
TUDEICUIOSIS.c.ceveee ettt sttt et ne et et s e Yeso NoO
(10 24 5 OSSR TUUSPPRRPRR: Yeso NoO
GERD (ACIH REJTUX)....cvveveeeeeeeeereereereeeveieieveveer e eveeeesenene Yeso NoO
TODACCO. .. ettt ettt ettt e et aeraes Yeso NonO
Vape/E-cigarette

Dip.eecciriene e
Please describe other health issues not listed:

For women:
Are YOU Pregnant?. ... e esreneens Yeso NoO
Check if you are taking any:..................... Hormones o Birth control O

Signature Rev06252025



