Honolulu Dental Associates

Patient Information Record

Name__________________________________________________________ Soc. Sec.#________________________

Address____________________________________________________ Apt. # ____________Res Ph. _____________

City/State___________________________________ Zip ______________ Employer ___________________________

Occupation ____________________________________________ Title __________________Bus. Ph. _____________

Name of Spouse _____________________________________________Employed by ___________________________

Name and Address of Person Responsible for Account _____________________________________________________

________________________________________________________ Soc. Sec. # ______________________________

Name and Address of Nearest Relative (not living with patient) _______________________________________________

_________________________________________________________________________________________________ 

Dental Insurance Plan _________________________________ Single____ Married ____ Divorced ____ Widowed ____

How did you first become aware you had a dental problem? _________________________________________________

How did you learn about our office? ____________________________________________________________________

*     *     *

Patient Health Record

Birthday ________________________________     Sex _______________     Height __________     Weight __________












                  (circle)

Have you tested positive of HIV virus?






Yes

No

Have you been under the care of a physician or hospitalized in the past tow years?

Yes

No

Are you taking any medication or drugs at present?





Yes

No

Have you ever had any excessive bleeding requiring special treatment?



Yes

No

Are you allergic to Penicillin, aspirin, or any other medicine?




Yes

No


Please list :___________________________________________________________________________________________

Circle any of the following which you have had :



hear trouble


asthma



arthritis



congenital heart lesions

stomach ulcer


stroke



heart murmur


diabetes



epilepsy/seizures



high blood pressure

tuberculosis


psychiatric treatment



anemia



hepatitis



sinus trouble



rheumatic fever


jaundice



kidney impairment

Do you have a Pacemaker of Joint Prosthesis?





Yes

No

Have you ever had any serious illness or medical problem we should know about?

Yes

No

Have you ever had any adverse reaction to dental anesthetic (novocaine, etc.)?


Yes

No

Have you ever had any medical complications or emergencies in a dental office?


Yes

No

Woman : Are you pregnant now?







Yes

No

Name of Physician _______________________________________________________ Phone _______________________________

AGREEMENT

It is understood there is no FINANCE CHARGE when statements are paid promptly.  The LATE PAYMENT FINANCE CHARGE is imposed on PAST DUE accounts if this balance is unpaid 30 days after statement date.  LATE payment FINANCE CHARGE is 1.5% per month.  ANNUAL PERCENTAGE RATE of 18%.

Signed _____________________________________________________________________   Date __________________________

Reviewed by ________________________________________________________________


