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,.' '. STAR CARE DENTAL 
, . , II02 Baltimore Pike~ : , ," Crossroads Center, Suite 203 

:' ,,,,~ji Glen MiUs PA 19342 

WELCOME 
Thank you for selecting our dental office. To help us meet all of your health care needs, please complete this form as 
accurately as possible. Thank you. 

1) PATIENT INFORMATION 
This appointment is for 0 Yourself 0 Your Child 

Patient Full Name ____________________SOcial Security # 
_________ 

Birth Date Age 0 Male 0 Female ________ 

Address City State __ Zip________ 

Full Time Student 0 Yes 0 No School Name __________ 

Employer Occupation ________________ 

Previous Dentist Previous Dentist Phone____________ 

Current Physician Current Physician Phone 
Whom may we thank for referring you_________________________ 

\ 

2) TELEPHONE & EMAIL 
Home Phone Work Phone________ Cell Phone ________ 


Email ____________________________________ 


In the event of an emergency, who should we contact? 

Name_______________ Relationship _______________ 


Home Phone Work Phone _______________ 


3) RESPONSIBLE PARTY 

Who is responsible for this patient 

Full Name ___________________,SOcial Security # ___~____ 


Are you 0 Single 0 Married 0 Divorced 0 Widowed 

Birth Date Age ____ 0 Male 0 Female ________ 


Address City State __ Zip _________ 


Employer Occupation ________________ 


Home Phone Work Phone'--_______________ 


i 4) INSURANCE INFORMATION 
Dental Coverage 0 Yes 0 No 

Insured's Name Relation 
Insured's Social Security # Birth Date ________________ 

Insurance Group # Insurance Policy # ______________ 

Insurance Co. Name Insurance Co Phone _____________ 

Please continue on next page. 



____________________ 

5.} Dental HisIDry 
Why have you cometothedentisttoday?_______________ 


Do you require aulibiotic:s before dental treatment? Yes__ No__ 

Areyou c:urrentlyin pain? Yes__No_ 

Do youraums everbli!ed? Yes__No__ 

....you ever had dif6a1lties a!BXiated with arrr pnMousdeatal work?--- Yes__No__ 

Do you othaveyou ever~ienced pain in yourjawjoint(TMJ/1MD)?-- Yes_No__ 

Have your tonsilsoraderlOids been removed? Yes__No__ 

Do you floss on a replarbasis? Yes__ No__ 


6.) Medical HisIDIy 

Do you c:onsideryour.;elfin good medical health?------------ Yes__No__ 

Areyou takingart'{ medications? Yes_No__ 


Im,pe.e6K~ ___________________________ 
Azeyou allelP:toarrr medications?'--------------Yes__No__ 

Wm;pe.e~~ ~___ 
(Women) Are you c:urrentlypresnant?------------ Yes__No__ 

1m" howmanyweeks?________ 

(Women) Are you nur..;ing? ----------------- Yes__No__ 
(Women) Are you taking birth control? Yes_ No__ 
Are you allergic to dental anesthetics? Yes__No__ 
Are you alergictDerythromydn? Yes__No__ 
Are you allergkto latex or rubber product? Yes__No__ 
Are you allergic:to metals? Yes__No__ 
Are you allergkto penidI6n? Yes__No__ _ 
Are you alergicto tebaqdine? Yes__No__ 

Abnormal bIeedinc -----Yes__No__ Hepatiti? Yes__No__ 


AkDbtDII Drug abuse Yes_ No__ HerpesJF'everbisters Yes__No__ 

Anemia Yes__No__ Ji&h blood pressure- Yes_ No__ 

Arthritis Yes__No__ 
 HIV/AlDS Yes No 

Asthma Yes__ No__ Kidney ProbIems.- Yes__No __ 

Cancer Yes__ No__ 
 Liver Problems Yes__No 

Diabetes Yes__ No__ Low blood pressure - Yes__No__ 

DifIic:uIty breathing Yes_ No__ ~ Yes__ No__ 

Emphysema Yes__No__ Rheumatic Few!r"- Yes__No__ 

~ Yes__ No___ Seizures Yes_No_ 

FaintingspeUs Yes__ No__ Shingles Yes No__ 

Frequent Headaches Yes__No__ Sidde Cell Disease- Yes No_ 

Glaucoma Yes__No__ Sinus Problems Yes__ No__ 

Hay Fever Yes__No__ Stn:*e Yes__ No 

HeartAtlack Yes~No__ Thyroid Problems -Yes__No __ 

Heartmurmur Yes_"_No__ Tuberculosis Yes__No 

HeartSurpry Yes__No__ Ulcers Yes_ No __ 

Hemophilia Yes__No_ 
 Venereal Disease - Yes No 


4.) AdCIIOWIedgement ItAuthoiization 


I certify that I have read and understand the above.. I acIcnowIedge that my qt 'E'Stions have been answered 
truthfully and to the bestofmyIcnowIedge. I authorize the dental stidfto perform any ra:essary dental services 
that Imay need durin& diagnosis and treatment with my informed consent. 
~ru~ DAn______________ 
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