[image: image1.png]e

50,

St
OClATES,

>

PN

DR



Sanders H. Borisoff, DDS
Ronald S. Ghiz, DDS







655 Madison Avenue – 22nd Fl

Caroline A. Grasso, DDS






        New York, NY 10065


Jason E. Holden, DMD







     212-751-2544

Michael D. Litvak, DDS
Gary A. Nord, DMD






         
      Frontdesk@pa-nyc.com


PATIENT INFORMATION

Confidential Information for your file
Patient's Name: ___________________________________________      Preferred Name:        _____________________________
Birth Date:_____________________________________    

  Social Security Number: _________________________

Preferred Method of Contact:________________  Pharmacy Name and Number________________________________________​​
Home Phone: ___________________    Work Phone: _____________________     Cell Phone:___________________________
E-Mail Address:______________________________________              Martial Status: _________________________________

Residential Address: ______________________________________City ____________________State ________ Zip ___________
Emergency Contact Name:  ________________________________      Emergency Contact Phone Number: _________________
                      Circle yes or no

1. Name of your physician: _____________________________ Physician Phone Number:_________________________________

2. Are you now under the care of a physician……………………………………………………...........…………….…YES           NO

· If so, what is the condition being treated? _______________________________________________________________

3. My last physical exam was on: _______________________________________________________________________________
4. Has there been any change in your general health within the past year?………………..……………………………YES           NO
5. Have you ever been seriously ill?..................................................................................................................................YES           NO
6. Do you need to take any premedication before any dental procedure?..……………………………………………...YES           NO

· If yes, please list medication and dosage:  
         _____________________________________________________

Medical Health History

Do you have or have you had any of the following?


(Please check any that apply)

· Cancer or tumor
· Radiation/Chemotherapy 

· Atrial Fibrilation (AFib)

· Arrhythmia
· Heart ailment or angina

· Heart murmur, mitral valve prolapse, heart defect
· Heart attack

· Blood Clots 

· Emphysema

· Stroke

· Endocrine disorder (Thyroid)
· Rheumatic fever or rheumatic heart disease

· Artificial joint replacement - _____________________
· Valve replacement 
· High or low blood pressure

· Pacemaker
· Hearing Aid
· Tuberculosis or other lung problems
· Persistent cough
· Kidney disease

· Hepatitis or other liver disease

· Alcoholism

· Blood transfusion

· Diabetes

· Neurologic condition

· Epilepsy, seizures, or fainting spells

· Psychiatric treatment
· Arthritis

· Herpes or cold sores

· AIDS or HIV positive
· Venereal disease
· Migraine headaches or frequent headaches
· Anemia or blood disorders

· Abnormal bleeding after extractions, surgery, or trauma

· Sinus trouble

· Allergies or hives

· Asthma
· IV Drug Use

· Drug Addiction

· Glaucoma

· Ulcers


Women:

· May be pregnant



Expected delivery date: _____________

· Taking hormones or contraceptives

Are you allergic to, or have you reacted adversely to any of the following?

· Latex materials

· Penicillin or other antibiotics - _________________
· Local anesthetics ("Novocain")

· Codeine or other narcotics

· Sulfa drugs

· Barbiturates, sedatives, or sleeping pills

· Aspirin

· Other:______________________________________

Are you taking any of the following?

· Aspirin

· Anticoagulants (blood thinners)

· Antibiotics or sulfa drugs

· High blood pressure medicine

· Antidepressants or tranquilizers

· Insulin, Orinase, or other diabetes drug

· Nitroglycerin

· Cortisone or other steroids

· Osteoporosis (bone density) medicine
· List all medications you are currently taking:      
          _____________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________

          ______________________________________
Do you have any disease, condition, or problem not listed above?_______________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature ______________________________________ Date ______________________________________
