	Fred R. Seitz, Jr., D.D.S.

8502 Blanco Rd.

San Antonio, TX  78216
	PATIENT HEALTH RECORD

In order to help us tender the proper dental services to you, would you please be kind enough to answer the following questions.  Please use the space allotted for remarks to any answers that require clarification or any client information you think we should have.  Thank you for your cooperation.  


DATE:  _______________________________________________________

PATIENT

NAME _________________________________________________________________________________________________________________

(Last)




(First)




(Middle)

ADDRESS _____________________________________________________CITY ___​_____________________________ZIP ________________

HOME PHONE _________________________________________________DATE OF BIRTH__________________________________________

WORK PHONE ________________________________________________  SOC. SEC. # ______________________________________________

( MINOR    
             ( SINGLE
                ( MARRIED
           ( WIDOWED
     ( DIVORCED
               ( SEPARATED

PERSON RESPONSIBLE FOR ACCOUNT

NAME ________________________________________________     SOC. SEC. # ___________________________DR. LIC. # _______________

(Last)

      (First)

        (Middle)

ADDRESS _____________________________________________________  CITY __________________________________ZIP______________

EMPLOYED BY ____________________________________OCCUPATION ________________________BUS. PHONE ___________________

EMPLOYER’S ADDRESS _________________________________________CITY ____________________STATE _______ZIP _____________

SPOUSE OF PERSON RESPONSIBLE FOR ACCOUNT

NAME ____________________________________________EMPLOYER __________________________ BUS. PHONE ___________________

DENTAL INSURANCE
DENTAL INSURANCE COMPANY ​​​​​​​​​​​​​​_______________________________________________EMPLOYER ______________________________

INSURED EMPLOYEE _________________________________________________________ GROUP # ________________________________

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE? ___________________________________________________________

HAS ANY MEMBER OF YOUR FAMILY EVER BEEN TREATED IN OUR OFFICE?   (YES  
(NO 
 IF SO, WHOM? _________________

MEDICAL HISTORY

General Health (Please check):
 EXCELLENT (

 GOOD (

 FAIR (

      POOR (
Do you have or have you ever had:

	Heart disease

Rheumatic fever 

Abnormal blood pressure

Ulcers

Tuberculosis or lung disease

Diabetes

Epilepsy

Anemia

Congenital heart disease

Prolonged bleeding

Fainting spells

TMJ syndrome


	Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
	No (
No (
No (
No (
No (
No (
No (
No (
No ( 

No (
No (
No (
	Excessive urination and/or thirst

Heart murmur

Jaundice

Asthma or hay fever

Sinus trouble

Cough

Hepatitis

AIDS

Arthritis

Stroke

Glaucoma


	Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (
Yes (

	No (
No (
No (
No (
No (
No (
No (
No (
No ( 

No (
No (



Are you allergic to:
   Penicillin (
   Codeine (     Local injected anesthetics (     Other medication ( __________

Name and address of physician ____________________________________________________________________________________________

Last complete physical _____________________________________________________________________________________________________

Do you require premedication with antibiotics prior to dental treatment? ___________________________________________

Are you taking medication now?        Yes (    No (   If yes, please list name and purpose of medications  ________________________________________________________________________________________________________________________________

Physician’s care now?
  Yes (
      No (
  For what reason? __________________________________________________

(following question for women)  Are you pregnant?  
Yes (
  No (
 How long? ___________________________________

What is your major dental concern? _____________________________________________________________________________________

Signature____________________________________________________________
