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www.ronzodental.com
Patient Information Form

                                                                                               Date: _________________

Patient Name ___________________________________________________________
Address ________________________City ____________State _________Zip _______

Social Security # _________________ Driver License # _________________________
Birth Date ___________Age ____ Sex   M     F   Marital Status: __________________
   Home phone# ______________ Work# ______________ Cell # _________________
E-Mail address __________________________________________________________

What number would you like the office to use in confirming your appointment? ________________________________________________________________________
Employer ___________________________Employer Address: ____________________

Employer phone _____________

In Case of emergency: Notify: ____________________________ Phone ____________

Physician’s Name: _______________________________ Phone# _________________
Who may we thank for referring you to the office: _______________________________

If patient is a minor, who is legally responsible?

Name _______________________ Address____________________ Phone___________

Relationship to patient: ___________________ Social Security#____________________

Insurance Information

If you have any type of dental insurance, please complete the following. If not skip over.

Name of insurance carrier ___________________________

Name of Group Dental Plan ___________________________Group # ______________

Employee’s Name _____________________________ Birth Date __________________ Relationship to employee _______________________ Relationship to Employee ______

Employer ____________________________________ Phone _____________________

Address _______________________________________

Secondary Insurance

Name of insurance carrier ___________________________

Name of Group Dental Plan ___________________________Group # ______________

Employee’s Name _____________________________ Birth Date __________________ Relationship to employee _______________________ Relationship to Employee ______

Employer ____________________________________ Phone _____________________

Address _______________________________________

Date of last physical examination ___________________________

PLEASE CIRCLE    Yes or No. If yes please fill in details…
1.     Yes         No
Do you need to be pre-medicated?

2.     Yes       No
Heart troubles please specify: ____________________________

3.     Yes       No
History of pains in the chest or shortness of breath ____________ 4.     Yes       No
High blood pressure ___________________________________

5.     Yes       No
Low blood pressure _____________________________________

6.     Yes       No
Mitral Valve prolapse, heart murmur________________________

7.     Yes       No
Anemia or other blood diseases ____________________________

8.     Yes       No 
Thyroid problems _______________________________________

9.     Yes       No
Jaundice, Hepatitis or liver problems ________________________

10.   Yes       No  
Diabetes or family history ________________________________

11.   Yes       No
Hay fever, asthma, and T.B. ______________________________

12.   Yes       No
Sinusitis ______________________________________________

13.   Yes       No
Kidney or bladder problems_______________________________

14.   Yes       No
Cancer or tumors _______________________________________

15.   Yes       No 
Chemotherapy, radiation therapy ___________________________

16.   Yes       No
Hip or joint replacement _________________________________

17.   Yes       No
Heart valve replacement, synthetic blood vessel replacement _____

18.   Yes       No
AIDS or HIV positive ___________________________________

19.   Yes       No
Smoker? How many packs per day _________________________

20.   Yes       No
Convulsions, seizures or fainting___________________________

21.   Yes       No
Any difficulties during or following dental care _______________

22.   Yes       No
Abnormal bleeding following tooth extraction ________________

23.   Yes       No      
Syphilis, gonorrhea _____________________________________

24.   Yes       No
Social Herpes __________________________________________

25.   Yes       No
Arthritis, or other bone diseases ____________________________

26.   Yes       No
Have you ever taken any blood thinners, (i.e. Aspirin, Coumadin,



and Warfarin, Heparin ___________________________________

27.   Yes       No
Have you ever taken tranquilizers, sedatives or pain meds _______

28.   Yes       No
Have you ever taken Steroids, (i.e. Cortisone, ACTH) __________

29.   Yes       No
Have you ever had a reaction to local anesthetics ______________

30.   Yes       No
Have you ever had a reaction to antibiotics? Type _____________

31.   Yes       No
Any allergic reactions to any other medicines or foods __________

32.   Yes       No
Are you under the care of a physician for an illness? Please specify




______________________________________________________

33.   Yes       No
Have you had a recent surgery or illness? Please specify_________




_____________________________________________________

34.   Yes       No
Hospitalizations. Date/s __________________________________




For __________________________________________________

35.   Yes       No
Are you pregnant?  Due date ______________________________

36.   Yes       No
Do you use birth control pills, hormone pills, etc. ______________

37.   Yes       No  
Do you have any skin allergies ____________________________

38.   Yes       No
Do you have allergic reaction to jewelry _____________________

List Drugs you are presently taking _________________________________________
________________________________________________________________________
________________________________________________________________________

Pharmacy name/ phone # _________________________________________________
Patients Name (please print) _______________________________________________

Patient’s signature _______________________________________________________

Dental History
1.   Yes       No
Are you presently in any dental pain? _______________________

2.   Yes       No
Have you ever had orthodontic treatment? (Braces)_____________

3.   Yes       No
Do you have any growths or swellings in your mouth? __________

                     
 
______________________________________________________

How long have they existed? ______________________________

4.   Yes       No
Do you avoid brushing any part of your mouth? Why___________




______________________________________________________

5.   Yes       No
Is any part of your mouth sensitive to temperature extremes or 




chewing pressure? ______________________________________

6.   Yes       No
Does food catch between your teeth? _______________________

7.   Yes       No
Do you have any pain or soreness around your eyes or ears or other 




parts of your face? When? ________________________________

8.   Yes       No 
Are you aware of clenching your teeth during your daytime hours? 




How often? ____________________________________________

9.   Yes       No
Have you ever been told you grind your teeth during sleep? How




often? _______________________________________________

10.  Yes       No 
Are you aware of your jaw clicking or popping while eating or 




yawning? How often? ___________________________________

11.  Yes       No  
Do you have difficulty in opening your mouth widely?__________

12.  Yes       No
Are you dissatisfied with your teeth and their appearance? ______




_____________________________________________________

13.  Yes       No
Do you feel you will eventually wear full artificial dentures?

14.  Yes       No
Do you want to retain your teeth? __________________________

15.  Yes       No
Do you frequently consume sweets, can soda, hard candy? ______




______________________________________________________







