VALLEY DENTAL CARE
Neil F. DiSpirito, D.D.S., F.A.G.D.
654 Red Lion Road
Huntingdon Valley, PA. 19006
(215)947-7277 Fax (215)947-7914

PERSONAL HISTORY

Name Please circle: Miss Ms. Mrs. Mr. Dr.
What would you like us to call you?
Address
Telephone / Home # Cell #

Work # E- Mail
Date of Birth Occupation
Employer
Social Security # Marital Status
Spouse’s Name
Telephone / Work # Cell #
Date of Birth Occupation
Employer
Social Security #

Whom may we thank for referring you to our office?

Who is financially responsible for this account?

Address (if different from above)

Telephone (if different from above)

Please answer if you are covered by your own dental insurance:
Insurance Co Name Group #

Mail claims to

Please answer if you are covered by a spouse’s or parent’s insurance:
Insurance Co Name Group #

Agreement or Policy #

Mail claims to




MEDICAL HISTORY

Please Circle (Y =Yes N=No U= Uncertain)

Are you presently under the care of a physician for any illness or disorder?........... Y
If yes, please specify:
Are you pregnant?...........ccceiiinneeneneeeeeeeene Due Date? P, {
Aze you currently taldng 20y MEdICATONET. .o i Y
If yes, please specify:
Are you allergic to'any medications?.....iuuwanisicnminisimsssams il s Y
If yes, please specify:
Have you been hospitalized in the past two years?..........ccccoceeereeiereeceeriecsneeeriesnnnns ¥
If yes, for what?
Have you ever had a heart attack or Sroke?......ciiimmivivisivimiinimeisisissssasesnns b4
If yes, when?

" Do you smioke of Chew T0DACEET . v i iiameinimmassanesens Y
Have you gained or lost much weight recently?..........ccccoeoeieoiiiieeceiieieeceeaeeee 4

Do you have or have you ever had any of the following?

Z2Z =z Z Z Z2Z =z

o o ¢ o ¢ ¢

Soacdadogagodcooogrn oot oanaaes

Heatt QISEASE Y oo i i il itst it napsessnasenmmssmesmassssslovanssnssrssnuasporss Y N
AL OO DEEEEIEOD uuunameninsunicnsinsssinissssmmiis ool S a8 S S S O OSSR ¥ N
Defective Reart VAIVE?.........coecueeeeeceeeereeeeceeeieicicieia e eessee e aeaeeeasesese e aesessensnanesens Y N
HHORTE ORI T ciiinasionsonssssininain o s s S S A SRR W A e i ¥ N
Heart valve replacement?..........c..ceueeiieeieieceiiececaeeccaseseeeeeaseseaseesesseessssssssssenessssssen, Y N
Artificial DIood PeEstls) cimnivamin s R R X N
ROeumatic fEVET?..... .ottt s et a e e be s essasnann X N
FARPARIIAE L. oo i s s o s S i e A R S A A R T e LN N
Acquired Immune Deficiency Syndrome?.............ccccveviieiieireeieeieienee e cveeneas, Y N
ARy INTECHONE QIEERARE Y o i i S s s e s Y N
ATHREIGSET.......ovemssssnessesssossonssusstassssrassosnssosssmsssasnsssssssssnsnsssssssstasavsss sascanasasasdsosssaiinssos b'd N
B TLCRE T s i s s o R R S T e AR P B g X N
ROSPITALOTY QISSHEET, .,oucomsoneranssoasesossmansessasnssrascasssesiomasnssbussiseisssssosieaiamisssisisssnesssas) B4 N
Food or environmental allergies?...........ccoiiiimrriesericiiecnceescnee e eeessae s LY N
NS BONAOEET 0. ounrsssumsmrmmessemssmmsessssns ks s o5 R e R A S S S iX N
KIAREY CHSOTOCEE Y coiiirsiiids SR it immmedidinmmamsrasrersasayssesasn s s A SR S ¥ AR S Y N
Necwowwor menfal problenisl. .o i P ¥ N
Fainting SPElIS?.....ccoiiiiieeeieieeciceiece et eet st e ercns s eaereesesteseeeeennasnsesnessensennsl X N
B 1 Tt e o Y N
Prolonged bIeeding?............cooveoerieeieeeeeeee ettt e e e sne s sa s e ss e enn et ¥ N
BAODT AROPACTE T . .ccvciv i i paa e s e A R B e e S e b Y N
Healing conPIICATONET . ccomsssmisimmnsassmsmmasnssioisssomss i s i s basmasisl Y N
I Gy D ARIRE Y oot T b A mangeman e SRR TSR YIRS SRS AT SRR SRR RS b4 N
I TAENCHERT. cuasiiniconsommnnvisisveniissisisntisnts Sk 5B G SR SR eSS A S S ¥ N
Chronic thirst or frequent UrINAtION?........c...oooiiiiiiiiiiirieire e seeeae s e siaenas Y N
Alcohol ordrug abuse problems?. .. umnunmninminiassmin sy Y N
CONVUISIONS?....cceiiiietieiieieiaasteeeraesaessesseesaansesseasesssaseseesesseesteneeseaseasaane ereereeraenaene Y N
SEvert HEABTHERDY . acimmssvss o s s e o T A R R RS as s ¥ N
Family Physician: Address & Telephone

Medical Specialist: Address & Telephone

What Specialty?

Date of Last Medical Exam:




DENTAL HISTORY

Please write your primary reason for coming to our office:

—

. Are you having problems with your teeth?. ...
2. Aveyour teeth SESMIVE RO REALY. . cnirinsmnsmmassanan i Sh s R SRS

3. Are your teeth sensitive t0 cold?.........c.ooueieeeiieienrr e

5

5. Are your teeth sensitive to biting or chewing?..........ccoccoeierrriiiiiirnecrecceneaes

=)

7. Are your teeth Worm dowWn? . v s s s s iR e e s

8. Do any teeth feel LOOSE?......ooeiieeeeeereeeee et e eic e ssss et sr s

9.. Do'you have swollen GUMST. ciiciimiinmimiissinsissmimminiosnsisies tsinassiosasorsessiis

10. Do your gums bleed when brushing or flossing?..............cocoooiiiiiiiiiiiiiins
11. Does food trap between YOur fe8thY. .. ....cuiiciisimisimsuisisimeissiessiisivisississns ics

12, Are'your teeth crowded 1ogether?. ..ot s fioiisiaions

13. Do you dislike the appearance of your teeth?.........ccocvciiciriiicciciiiiiieiccnes

14 A YouE teeth diSColored s i e s S T R T s

o ATS VOUL T th: SENSIHVE TOSWEEES T iusciiis cosvosiassimssmaansss oo sms s s asien

. Do you grind or clench your teeth?............ccooiiiiiiiieeeee e eeneaene

<

T T R R R

15. Are you dissatisfied with any existing fillings or crowns?.............ccceceeeiiiecnnee Y

16. Does your bite seem uneven or uncomfortable?............ccoooeieiinniiienniieine

17. Are you missing any teeth other than your wisdom teeth?............ccccvvrieriicnuinn
18. Have any of your teeth ShIfted?. ..o mmmissinisaimnmmmsasrissmmasmtsssissvamsssmmssnssip

19. Would you like any missing teeth replaced?...........cccciriomeiienirniiciieeneceeaee

X

Y

Y

Y

20. Do you have difficulty opening or closing your jaw?...........cccccccrencvuneneeneaene ¥

21. Does your jaw click or pop when opening or closing?.........c.ccoceivivviiinininnnnas Y

22. Do you have pains in the side of your face or frequent headaches?..................

23. Has your bite ever been adjusted?....... ..o

24. Have you ever WOIn Braces?.........coeereiiciioumiciccierecieneeeecreseeseeeeseeereesmeesaeenes

25. Do you or have you ever premedicated with an oral antibiotic for ...............
dental treatment?

Y

2'd

zzzzzzzzzzzzzzzzzZzzzzzzz

c o o a c

5
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THANK YOU FOR TAKING THE TIME TO COMPLETE THIS FORM



