James T. Pascia, D.D.S., PA. &
David T. Pascia, D.M.D.

Welcome to our practice! In maintaining our philosophy of excellence in dentistry it is important that you provide us with
an accurate dental and medical history. Thank you for your cooperation.

NAME:  BIRTH DATE: / /
ADDRESS: APT:

CITY: ZIP CODE: TELEPHONE:
CELL PHONE: E-MAIL ADDRESS:
MARITAL STATUS: SOCIAL SECURITY #:
OCCUPATION: A)\ms LicAk:

EMPLOYER: BUSINESS TELEPHONE:
EMPLOYER'S ADDRESS:

SPOUSE'S EMPLOYER: BUSINESS TELEPHONE:
EMPLOYER'S ADDRESS: |
WHOM MAY WE THANK FOR REFERRING YOU?
ACCOUNTTOBE PAIDBY:  CHECKD  cHARGEcARD[I  casH(d  camrecrepir [

DO YOU HAVE DENTAL INSURANCE? YES O No O
HEALTH HISTORY
YES NO
ARE YOU UNDER THE CARE OF A MEDICAL DOCTOR AT PRESENT 2. . vt vveeresveenernenennenneneenens O 0O
PHYSICIAN'S NAME
ADDRESS PHONE

ARE YOU TAKING ANY MEDICATIONS, DRUGS, PILLS? LIST INDIVIDUALLY NAME AND USE. IF EXTENSIVE LIST PLEASE USE
ATTACHED FORM. '

NAME USE

NAME USE

NAME USE

NAME USE

NAME USE
MEDICATIONS UPDATE:

DATE NAME USE

DATE NAME USE

DATE NAME USE

DATE NAME USE

YES NO

ARE YOU ALLERGIC TOANY MEDICATIONS? . .. ...ttt iiiii it itanserarressaaasasanssss O O

O PENICILLIN [0 ASPIRIN 00 CODEINE O ERYTHROMYCIN O LATEX
ARE YOU AWARE OF BEING ALLERGIC TO ANY OTHER MEDICATION OR SUBSTANCE (IELATEX)?.......... O a

WOMEN: ARE YOU PREGNANT? IF YES, HOWMANY MONTHS? ...ttt iiiiieiaranes O O




PLEASE CHECK ANY OF THE FOLLOWING WHICH YOU HAVE NOW OR HAVE HAD IN THE PAST:

O  ANEMIA/BLOOD DISORDER O  DIABETES
0  HIGH BLOOD PRESSURE O  EPILEPSY OR DIZZY SPELLS
O  ASTHMA O  COLD SORES/FEVER BLISTERS
O  BLOOD TRANSFUSIONS O  RHEUMATIC FEVER
O  HEART DISEASE / ATTACK O  HEPATITIS A (INFECTIOUS)
O  HEART PACE MAKER O HEPATITIS B (SERUM)
O  ARTIFICIAL HEART VALVES 0  HEPATITISC
O  HIPJOINT REPLACEMENT O  HIV POSITIVE / AIDS RELATED SYMPTOMS?
[0  MITRAL VALVE PROLAPSE O  ARE YOU CURRENTLY TAKING MEDICATION
O  HAS YOUR MEDICAL DOCTOR EVER SAID YOU Mane > | EOPOROSIS? HOW LONG?

HAVE CANCER OR A TUMOR?

TYPE_________ DIAGNOSED O ARE YOU CURRENTLY TAKING STEROIDS FOR
0  ARE YOU CURRENTLY UNDERGOING CHEMO? ANY HEALTH REASONS?

YES NO
IS THERE ANY INFORMATION CONCERNING YOUR HEALTH WHICH WE NEED TO BE AWARE OF?. .. ....... O O
IF YES, PLEASE EXPLAIN:
DENTAL HISTORY

ARE YOU HAPPY WITHYOUR SMILE? ____________IF NOT, WHY?

DO YOU FIND YOURSELF CLENCHING YOUR TEETH?

ARE YOU INTERESTED IN WHITENING YOUR TEETH?

DO YOU SMOKE? O YES ONO  CHEW TOBACCO [OYES CONO DO YOU DRINKALOT OF SODA O YES [CONO
DATE OF LAST DENTAL VISIT: ANY X-RAYS TAKEN IN THE PAST 3 YEARS?

ARE YOU HAVING PAIN AT THIS TIME?

HAVE YOU EVER HAD A BAD EXPERIENCE IN A DENTAL OFFICE?

TO THE BEST OF MY KNOWLEDGE THE ABOVE INFORMATION IS TRUE AND CORRECT. | UNDERSTAND THAT IT IS
MY RESPONSIBILITY FOR DENTAL SERVICES PROVIDED AND IS DUE AND PAYABLE WHEN RENDERED.

PATIENT SIGNATURE DATE
(Parent) If under age 18

PATIENT SIGNATURE DATE
(Parent) if under age 18

PATIENT SIGNATURE DATE
(Parent) if under age 18

PATIENT SIGNATURE DATE
{Parent) if under age 18

PATIENT SIGNATURE DATE
(Parent) if under age 18

PATIENT SIGNATURE DATE

(Parent) if under age 18



