[bookmark: _GoBack]Anthony G. Corbo, D.D.S.
Cosmetic and Reconstructive Dentistry
Name__________________________________________________________________________________
Address___________________________________________________________Apt.#_________________
City____________________________________State________Zip___________ Birth Date____/____/____
Home Phone #______________________ Cell Phone #____________________ 
Marital Status  S - M - W – D		Email Address_____________________________________________
Family Physician__________________________________________Phone#_________________________
Social Security #______________________________ Drivers Lic. #_________________________________
Occupation______________________________________________________________________________
Employer___________________________________________Work #_______________________________
Referred By___________________________________________
Dental Insurance Carrier_______________________________Ins Phone #______________________________
Group/Policy #_____________________________________
In Case of Emergency, contact:
Name________________________________Phone #_____________________Relationship_______________
DENTAL HISTORY
When was our last dental visit?__________________________
When did you last have X-Rays taken?_____________________
Chief Complaint_______________________________________
Do you have dental Implants Y  or  N
Have you ever been told that you have periodontal disease?____________
Have you ever been told that you need to pre-medicate with antibiotics before a dental procedure?_________

MEDICAL HISTORY
Do you have or have you ever had: (Please Circle Yes or No)
Yes	No 	A.  Any heart disease or disorders, heart attack, surgery, murmur, mitral valve prolapse?
		      If yes, please specify:___________________________________________________
Yes 	No	B.  A pacemaker?
Yes	No	C.  Stroke?
Yes	No	D.  Rheumatic Fever?
Yes	No	E.  High / Low Blood Pressure? (Please circle which one) Are you taking Medication?_____
(TURN OVER)
Yes	No	F.  Blood disease or disorder?
Yes	No	G.  Anemia?
Yes	No	H.  Abnormal bleeding or prolonged healing?
Yes	No	 I.  Are you taking any blood thinners?  Please List__________________________________
Yes	No	J.  Do you have any Artificial Joint Prosthesis (Pins, Screws, Replacement in Hip, Knee, Arm, etc)
		     If yes, please specify________________________________________________________
Yes	No	K.  Have you ever had surgery of any kind?
		     Please list all types:________________________________________________________________
Yes	No	L.  Tuberculosis, Lung Ailments or Asthma?
Yes	No	M. Diabetes?  Are you take Medication?_________________
Yes	No	N.  Any Kidney Disorders?
Yes	No	O.  Convulsions or Epilepsy?
Yes	No	P.  Hepatitis?___________When?______________What type?____________________
Yes	No	Q.  Any sinus Disease or Disorders?
Yes	No	R.  Frequent Cold Sores, Fever Blisters?
Yes	No	S.  Difficulty in Swallowing or Chewing?
Yes	No	T.  Been treated for any type of Cancer, or are you presently undergoing Chemotherapy Treatment?
		      If yes, what type____________________________________
Yes	No	U.  HIV/AIDS?
Yes	No	V.  Are you or have you ever taken Fen Phen?
Yes	No	W. Are you or have you ever taken Fosomax, Zometa or Aredia or any other medications                          
		      for Osteoporosis?
Yes	No	X.  Are you presently under a physician’s care? Reason____________________________
Yes	No	Y.  Thyroid Disorder?
Yes	No	(FEMALE ONLY)  Are you pregnant?
Yes	No	(FEMALE ONLY)  Are you taking oral contraceptives?
Antibiotics can alter the effectiveness of oral contraceptives.  Alternative methods are suggested.

Have you ever had an allergic or unusual reaction to any of the following medications?   (Please circle if Yes)

ASPIRIN	     COEDINE     PENICILLIN     SULFA     DENTAL ANESTHESIA     ANTIBIOTICS     LATEX     IBUPROPHEN
Allergies to any other Medications?____________________________________________________________

Please list all Medications you are currently taking and the reason:
Name____________________Reason_____________   Name__________________Reason_________________
Name____________________Reason_____________   Name__________________Reason_________________
Name____________________Reason_____________   Name__________________Reason_________________

Patient’s Signature__________________________________________  Date_____________________

(For Office Use Only)
Date		Updates/Changes				Patient’s Signature		Reviewed By
__________     __________________________________    _______________________   _______________
__________     __________________________________    _______________________   _______________
__________     __________________________________    _______________________   _______________
__________     __________________________________    _______________________   _______________
__________     __________________________________    _______________________   _______________
__________     __________________________________    _______________________   _______________
__________     __________________________________    _______________________   _______________

