Eggen Dental  Health History
Name: ________________________________________________________	      Date: ____________________
Birthdate: ________________  Age: ________________ Social Security Number: _____________________
Referred by:	 Family 	        Friend 	Doctor	        Advertisement	Other: _____________________ 


Insurance Information
Dental Insurance Company: _________________________________________________________________
Insurance ID Number: _______________________________________________________________________
Insurance Company’s Phone Number: ________________________________________________________
Policy Holders Name: ___________________________________ Birthdate: __________________________

Other information
Date of last Dental Visit: _____________________________________________________________________
Reason for this Visit:  ________________________________________________________________________

Medical Doctors name: _______________________________ Phone: _______________________________
Date of Last Medical Appointment: ___________________________________________________________
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Eggen Dental               	     395 south 100 West, Cedar City, UT 84720	(435)708-0322
Have you ever had any of the following?
AIDS/HIV		Y	N
Anemia		Y	N
Arthritis		Y	N
Artificial Joints		Y	N
Asthma		Y	N
Blood Disease		Y	N
Cancer			Y	N
Diabetes		Y	N
Dizziness		Y	N
Epilepsy		Y	N
Excessive Bleeding	Y	N
Fainting		Y	N
Glaucoma		Y	N
Growths		Y	N
Hay Fever		Y	N
Head Injuries		Y	N
Heart Disease		Y	N
Heart Murmur		Y	N
Hepatitis		Y	N
High Blood Pressure	Y	N
Codeine Allergy	Y	N
Penicillin Allergy	Y	N
Jaundice			Y	N
Kidney Disease		Y	N
Liver Disease			Y	N
Mental Disorders		Y	N
Learning Disabilities		Y	N
Communication Barriers	Y	N
Nervous Disorders		Y	N
Pacemaker			Y	N
Radiation Treatment		Y	N
Respiratory Problems		Y	N
Rheumatic Fever		Y	N
Rheumatism			Y	N
Sinus Problems 		Y	N
Stomach Problems		Y	N
Stroke				Y	N
Thyroid Disease		Y	N
Tuberculosis			Y	N
Tumors				Y	N
Ulcers				Y	N
Venereal Disease		Y	N
Congenital Heart Disease	Y	N
Chest Pain			Y	N





Any other Allergies : (Metals, latex, or any other drugs, foods, or medications.)              Y               N	
Cold sores            Y               N	
Sexually Transmitted Diseases :  (Syphilis, Gonorrhea, Herpes, Etc. )        Y               N	
Other: ______________________________________________________________________________________

Have you had any complications after a dental treatment:               Y               N
Have you ever been admitted to a hospital or needed emergency care during the past two years?   Y     N
If yes, Please Explain ________________________________________________________________________


Do you Presently or have you ever….

Used Tobacco:       Y         N
If yes, What type, how much and for how long? ________________________________________________
Used Alcoholic Beverages:       Y         N
Used Recreational or street Drugs:       Y         N
Taken Fosamax or any Medication for Osteoporosis:       Y         N
Taken Phen-Fen:       Y         N

Are you currently taking, or have you taken within the past two years, any prescription or prescription drugs? If so, Please List:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Women: 
 Are you Pregnant Now?       Y         N
If yes, When are you Due? __________________________________
Are you Currently using a prescription – Type contraceptive       Y         N



I have answered all Health History questions to the best of my knowledge.

Patient Signature: __________________________________________________________

Reviewing Doctor Signature: __________________________________________________________
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