Miami Dental Solutions

Patient Medical History

First Name: Middle I: Last Name: Birthdate: Today's Date:
Address: City: State: Zip:

Home Phone: Work Cell Phone:

Email: SSN: Marital Status:

Dental Insurance Company:

Insurance Co. Provider Phone Number:

Primary Insurance Subscriber: Subscriber Birthdate: Employer:
Insurance ID: Group No.: Group Name:
Pharmacy: Pharmacy Phone:
If female, please answer the following: Please answer the following:
Gender: Y N Y N
O 0O Are you taking birth control pills? O [ Do you smoke or use tobacco?

Height: OO0 [ Areyoupregnant? Ifyes, #ofweeks: [] [0 Do you use medical marijuana?

. O O Areyou nursing? O 0O Do you use vaping products?
Weight:

Y N Conditions Y N Conditions Y N Conditions

O 0O Abnormal Bleeding O 0O Fainting Spells O 0O Radiation Therapy

O 0O Alcohol Abuse O 0O Fever Blisters O 0O Rheumatic Fever

O 0O Allergies O 0O Frequent Headaches O 0O seizures

O 0O Anemia O 0O Glaucoma O 0O shingles

O 0O Angina Pectoris O 0O Hay Fever O 0O sickle Cell Disease

O 0O Arthritis O 0O Heart Attack O 0O sinus Problems

O 0O Artificial Bones O 0O Heart Surgery O 0O stroke

O 0O Artificial Heart O 0O Hemophilia O O Thyroid Problems

O 0O Asthma O 0O Hepatitis A O 0O Tuberculosis

O 0O Blood Transfusion O 0O Hepatitis B O 0O ulcers

O 0O cancer/Chemotherapy O 0O High Blood Pressure O 0O venereal Disease

O O colitis O 0O Tetracycline O O vellow Jaundice

O 0O congenital Heart Defect O 0O Kidney Problems

O 0O cosmetic Surgery O 0O Liver Disease

O 0O Diabetes O 0O Low Blood

O 0O Dpifficulty Breathing O 0O wmitral Valve Prolapse

O 0O brug Abuse O 0O pace Maker

O 0O Emphysema O 0O Pneumocystitis

O 0O Epilepsy O 0O psychiatric Problems




Allergies Please list all medications and vitamins/supplements:

Aspirin

Codeine

Dental Anesthetics
Erythromycin
Jewelry

Latex

Metals

Penicillin
Tetracycline
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Other:

Is there any disease, condition, or problem that you think this office should know about that is not covered above?

Signature (Name): Date:




