	Sweet Home Dental Care

Alan Liu, D.D.S. 劉安倫牙醫博士
Welcome!

	Thank you for selecting our office!  To help us process the insurance correctly, please fill out this form completely and notify us of any changes.  We will be happy to help if assistance is required.

	

	Patient Information:

	First Name:
	     
	Last Name:
	     
	Preferred Name:
	     

	Sex:      FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female
	Marital Status:   FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Divorced      FORMCHECKBOX 
 Separated

	Date of Birth:
	     
	Soc. Sec #:
	     

	Home Address:
	                                   
	City:      
	State:      
	Zip:       

	Home Phone:
	     
	Cell Phone / Pager:
	     

	Email:
	     
	
	

	Name of Employer:
	     
	Occupation:
	     

	Work Address:
	     
	Work Phone No.:
	     

	Responsible Party Information:  (Primary insurance)

	Insurance Carrier:
	     
	Phone No.:
	          
	Date of Birth:
	     

	Name of Insured:
	     
	Soc. Sec#:
	     
	Relationship to Patient:
	     

	Name of Employer:
	     
	Occupation:
	     

	Work Address:
	     
	Work Phone No:
	     

	Secondary Insurance Information:

	Insurance Carrier:
	     
	Phone No.:
	     
	Date of Birth:
	     

	Name of Insured:
	     
	Soc. Sec#:
	     
	Relationship to Patient:
	     

	Name of Employer:
	     
	Occupation:
	     

	Work Address:
	     
	Work Phone No:
	     

	
	

	In Case Of Emergency, Notify: (Not Living With You)

	Name:
	     
	Phone No.:
	     

	Name:
	     
	Phone No.:
	     

	To Whom May We Thank?  

	Name of the person whom we may thank for the referral:
	     

	

	I, the undersigned certify that I (or my dependent) has insurance with the above stated insurance carrier(s), and agree

to assign directly to Alan Liu, D.D.S. any and all insurance benefits.  I understand that I am financially responsible

for all charges whether or not paid by the insurance carrier(s).  I hereby authorize the use of this signature and the 
release of all information necessary to secure the payment of benefits.:



	Patient / Guardian Signature:
	     
	Date:
	     


	            Medical History

	  Please answer all questions and fill in blank spaces when indicated.

             Answers to the following questions are for our records only and will be strictly confidential.

	         General Information:  (Do you have or have you had any of the following?)

	(1)
	I consider my health to be    (Please check one):
	 FORMCHECKBOX 
 Excellent
	 FORMCHECKBOX 
 Good
	 FORMCHECKBOX 
 Fair
	 FORMCHECKBOX 
 Poor

	(2)
	Has there been any change in your general health within the past year?
	 FORMCHECKBOX 
 Yes
	         FORMCHECKBOX 
 No
	

	
	If Yes, please explain:
	       
	

	(3)
	Your last physical exam was on:
	      
	

	(4)
	Are you under the care of a physician?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	If Yes, please explain:
	       
	

	(5)
	Name and address of your physician:
	     
	

	(6)
	Have you had any serious illness or operation?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	If Yes, please explain:
	     
	

	(7)
	Have you been hospitalized or had a serious illness within the past five years?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	If Yes, please explain:
	     
	

	
	

	(8)
	Do you have or have you had any of the following diseases or problems?



	
	Heart disease
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	I smoke or use chewing tobacco
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Kidney Disease
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No      

	 No
	Heart Murmur /Mitral Valve Prolapse
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	If Yes, How much per day?
	     
	
	Tumor or Malignancy
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	

	
	Stroke
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	And How many Years?
	     
	
	Cancer / Chemotherapy
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	

	
	Congential Heart Lesions
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Consumed alcohol within the last 24 hrs
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Radiation / Therapy
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Rheumatic Fever
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Take antibiotics prior to dental treatment
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	History of Drug Addiction
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Abnormal Blood Pressure
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Have you ever taken Fen-Phen or Redux?
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	AIDS
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Anemia
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Liver Disease
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Immune Suppressed Disorder
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Prolonged Bleeding Disorder
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Jaundice
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Hearing Loss
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Tuberculosis or Lung Disorder
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Hepatitis 
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Fainting
	
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Asthma
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	
	
	Glaucoma
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Hay Fever
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Diabetes
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	History of Emotional Disorders
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Sinus Trouble
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Excessive Urination and/or Thirst
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Or Nervous Disorder
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Epilepsy / Seizures
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Infectious Mononucleosis (“Mono”)
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Women
	

	
	Ulcers
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Herpes
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Are you taking birth control pills?
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	Implants / Artificial Joints
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Arthritis
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Are you or could you be pregnant?
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	If Yes, Please Explain:
	
	Sexually Transmitted/Venereal Diseases
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	Are you nursing?
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No

	
	     
	
	
	
	

	
	
	

	(9)
	Are you allergic to any of the following?
	(10) Please list all medications you are currently taking?

	
	Aspirin / Ibuprofen
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	
	

	
	Sulfa Drugs / Sulfities / Sulfides
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	     
	     

	
	Penicillin
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	     
	     

	
	Codeine
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	     
	     

	
	Latex, Metals, Plastics
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	     
	     

	
	Local Anesthetics (Novocaine)
	 FORMCHECKBOX 
 Yes  /  FORMCHECKBOX 
 No
	     
	     

	
	Other
	     
	
	     
	     

	 (11)
	Patient or Guardian Signature:
	     
	
	Date:     

	(12)
	Medical Health review by:
	     
	
	Date:     

	Updates To Medical History



	            Date
	Comments
	Dr. Signature
	Patient/Guardian Signature

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


