Alan M. Levine, D.D.S.

Practice Limited to Periodontics and Implantology

Patient Health Information

Name_________________________________________________ Social Security Number _______________________

Address______________________________________________City__________________State_______ Zip_________

Home Phone______________________   Cell Phone _________________________ Date of Birth _________ Age_____

Email Address _________________________________________________________________

Occupation ______________________   Employer ___________________________   Work Phone  __________________

Marital Status _____ Name of Spouse ___________________________   Occupation _____________________________

Employer ________________________Work Phone ___________________ Referred by __________________________

Person responsible for account _______________ Name and Phone of Emergency Contact   ________________________ 
Name of Physician___________________________ Phone __________________   
Date of last physical ______________   Are you under any treatment now? ____________________________________
Are you in good health?  
Yes  
No

· List any changes in your health in the past year? _____________________________________________________

· Any serious illnesses or operations? ______________________________________________________________

· List any medications you are currently taking _______________________________________________________

_______________________________________________________________________________________________

Please circle yes or no if you have or have had any of the following conditions:

· Rheumatic fever or rheumatic heart disease……………………………..          Yes      
No

· Congenital heart disease or heart murmur……………………………….          Yes      
No

· Cardiovascular disease (Heart Trouble, Heart Attack, Coronary

Insufficiency, Stroke, Arteriosclerosis ………………………………..….        Yes      
No
· High blood pressure………………………………………………………..      Yes    
No

· Taken Anticoagulants ……………………………………………………..      Yes
No

· Joint Replacement …………………………………………………….……     Yes
No

· Shortness of breath after mild exercise …………………………………..        Yes
No

· Anemia ……………………………………………………………………….  Yes
No

· Abnormal bleeding after cut or tooth extraction ………………………..          Yes
No

· Bruise easily ………………………………………………………………....   Yes
No

· Tuberculosis …………………………………………………………..……..   Yes
No

· Persistent cough, bronchitis or pneumonia ………………………………         Yes
No

· Breath primarily through your mouth ……………………………………        Yes
No

· Asthma or hay fever ………………………………………………………..     Yes
No

· Yellow jaundice or hepatitis ………………………………………………..     Yes
No

· Cancer …………………………………………………………………………  Yes
No

· Liver problems …………………………………………………………..……   Yes
No

· Gallbladder problems ……………………………………………………….      Yes
No

· Special diet, if yes, what?  ____________________________________           Yes
No

· Gastrointestinal disorders …………………………………………………..      Yes
No

· Kidney or bladder difficulty ………………………………………………..      Yes
No

· Syphilis, gonorrhea, herpes or VD …………………………………………      Yes
No

                                                                      CONTINUED ON OTHER SIDE

· Tested for exposure to the HIV virus …………………………………………………      Yes
No
· Have you or a family member have or had diabetes?  …………….……. …………         Yes
No
· Have you ever had a problem healing normally?  ………………………. ………….       Yes
No
· Endocrine, glandular or thyroid disorder? ………………………….……………….        Yes
No

· Are you allergic to any medications? …………………………………………..….          Yes
No

If yes, please list_______________________________________________________________

· Ulcer ……………………………………………………………………………….……..  Yes
No

· Suffer frequent or severe headaches ………………………………………….……….      Yes
No

· Severe pains of the head or face …………………………………………………..……     Yes
No

· Extreme tension ………………………………………………………………………….   Yes
No

· Epilepsy or convulsions ……………………………………………………………..….     Yes
No

· Dizzy spells or blackouts ……………………………………………………………….     Yes
No

· Skin disease ………………………………………………………………………………   Yes 
No

· Tumors …………………………………………………………………………………...    Yes
No

· Glaucoma ………………………………………………………………………………...    Yes
No

· Arthritis …………………………………………………………………………………..    Yes
No

· Taken Cortisone …………………………………………………………………………     Yes
No

· Recently gained or lost weight ……………………………………………………….…      Yes
No


· Smoke, if Yes, number per day _______ ………………………………………….……      Yes
No

· Drink alcohol on a daily basis ……………………………………………………….…       Yes
No

Females:  Are you pregnant? _______ Menstrual problems? ________  Ever taken birth control pills? ________

PLEASE GIVE AN EXPLANATION FOR ANY POSITIVE RESPONSES ____________________________________________
_______________________________________________________________________________________________________

_______________________________________________________________________________________________________
DENTAL HISTORY
Name of dentist_______________________________________Phone____________________How long ________

Please state the reason for your referral to this office____________________________________________________

How long since your last dental cleaning? _________x-rays _______________________

How often are your teeth cleaned? __________ 
Please check any of the following that you have noticed or have been treated for:
__bleeding gums


__bad taste or odor


__fever blisters

__clicking of the jaws

__orthodontic therapy


__root canal therapy

__previous periodontal therapy
__tooth extractions


__grinding or clenching of teeth

__acute sores or gum boils
               __tender or irritated gums

               __sensitive to hot/cold/sweets

__food impaction

               __separation of your front teeth

__shift in your teeth or bite

__pain on opening/closing
               __loosening of the teeth


__tooth replacements or appliance

__trench mouth or Vincents Infection




               __chew on one side of mouth only

Do you have a fear of dentistry? _____ Has fear or unpleasant experiences kept you from seeking treatment? ________

Have you ever received oral hygiene instruction? ________Do you consider yourself in good dental health? _______

Financial Policy:

Our customary procedure for handling accounts is the same with or without insurance coverage.  We request payment at the time service is rendered, unless other arrangements are made.

Date_________________Signature___________________________________________________________________
