Welcome to our practicel

COMPTON DENTAL

—— Family and Cosmetic Dentistry

ALEX COMPTON, DMD

Please take a few minutes to answer the following questions so we can better assist you with your needs.

PATIENT INFORMATION

Date Soc. Sec. # Birthdate
Name Home Phone
Last Name First Name Middle Initial
Address Cell Phone
City State Zip Email
Sex: QM I Onvinor O Single O Married Qrartner O wivorced widowed E Separated
Employer Bus. Phone
Business Address Occupation

How did you hear about us?

In Case of Emergency Please Contact Phone

PRIMARY DENTAL INSURANCE

Person Rcsp()nsiblc for Account

Last Name First Name Middle Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Bus. Phone
Business Address Occupation
Insurance Company
Insurance Company Address
Subscriber 1.D.# Group #

SECONDARY DENTAL INSURANCE

Insured Name

Last Name First Name Middle Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Insured Employed By Bus. Phone

In sSurancce C om Pany

Insurance Company Address

Subscriber [.D.# Group #

Please Complete Reverse Side



DENTAL HISTORY

Former Dentist Date of Last X-Rays
City, State How Often Do You Floss?
Date of Last Dental Visit How Often Do You Brush?
Please Check All That Apply:
Bad Breath................. (| Loose Teeth or Broken Fillings ..gd Sensitivity to Sweets................. O
Blccding Gums........... O Orthodontic Treatment ........... O Sensitivity When Biting .............
Blisters on Lips/M()uth O Pain Around Ear .................... O Frequent Headaches................. |
Finger Nail Biting........ O Periodontal Treatment............. O Jaw, Head & Neck Injuries ......... O
Grinding Teeth ........... (| Sensitivity to Cold ................. O Jaw Ditticulty: Clicking and/or Pain O
Lip or Cheek Biting ..... O S(:nsitivity toHeat.................. (| Tooth Pain ..o
MEDICAL HISTORY
Physician’s Name Date of Last Visit
Yes No 7. Have you had any allergic reactions to the following:
1. Are you currently under medical treatment . ... .. Yes No
2. HaV(; you ever h;d any serious illness Local Anesthetics (eg. Novocaine) ...... [’:
OF OPETAtONS? + ettt ettt ettt @) Penicillin or other Antibiotics. .......... :k‘-
) . o R Sulfa Drugs ....oooiiiii Q O
3. Are you currently taking any medications?......... ) = . . ¢ P
. : - Barbiturates (Sleeping Pills) ............ Q O
If so, please describe Sedatives L ___________________ QO 0o
Latex. ..o Q (®
Z38 1B Ie)y TelE |11 (6] N 850866006000 6685000668 06650 06066005556 Q o Jodine ..o Q ©
5. Do you use alcohol, cocaine or other drugsz?....... QO © TS o 7 1 s (@]
6. Do you wear contact lenses? ... O © (@)1 (3P 5560500060000066066000006606090505¢ Q o
8. (Women ()nly) AreYou: Yes No
| 8T aF 101 7 500 06 40068008556805080 380886068 Q Q
INBT S 15Ved 58 58 88088 668806860a5800 868586068 Q
PLEASE CHECK ALL THAT APPLY Taking Birth Control ...................
AIDS . O Emphysema................ ... ... O Pacemaker ........oooiiiiiiiii. O
Anemia ... ... ... ... il a ) e Tl (= P X 788686868608 6860096a86880 58890 O Psychiatric Care ..................... [
Arthritis/Rheumatism . ... ... ... O Fainting or Dizziness................ O Radiation Treatment ........ooo..... O
Artificial HeartValves . ... .......... R e ey s | Respiratory Disease ................. O
Artificial Joints........... ..ol O Headaches ..oooooeoiiii . 0O Rheumatic Fever..................... O
Asthma ... ... ... . ... ... ............ O Heart Murmur ...................... D Scarlet Fever ......................... O
Back Problems ....................... O Heart Problems - «oovveeeeenennn. ... O Shortness of Breath.................. O
Bleeding Abdominally, Hepatitis - Type __ ................ O SinusTrouble.....oooeeeeee .. O
with Extractions or Surgery ...... O Herpes ... O SkinRash........oooooiiiiiiiii ... O
Blood Disease ........................ O High Blood Pressure................ O Stroke «oveeieii i O
Cancer ... ... . O HIV Positive ..ovoveeeinn. O swel ling Feet/Ankles............... O
Chermnical Dependency ______________ | Jaundice...... ...l O swollen Neck Glands ..ooovneenn.... O
(Chermetherar )y N O Jaw Pain........oo.ooiiiiiiiil O Thyroid Problems ................... O
Chronic Fatigue Syndrome ......... O Latex S Sat 1815 7060060000666000006040 O Tonsillitis. . oooeeeeee e, O
Circulatory Problems ............... O Kidney Disease ...................... O Tuberculosis ......oooeeeeeeeeenn.. O
Congenital Heart Lesions........... O Liver Disease ..ooooveieiiieeeoooo ... O Tumor or Growth on Head/Neck.[
Cortisone Treatments .. ... ......... O Low Blood Pressure ................ O Wieer oooee D
Cough - persistent or bloody ....... O Mitral Valve Prolapse ............... O Venereal Disease «ooveeennneeenn .. (|
Diabetes .............. .. ... ... ... [0 Nervous Problems .................. O
Signature of Rcsp()nsibl(: Party Date

Email Form CLICK HERE TO SEND TO INFO@COMPTON-DENTAL.COM
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