Excel General and Cosmetic Dentistry 
1385 E Prosperity Ave 
Tulare CA 93274
(559) 685-9866

Patient Name: _______________________Date of Birth: ____________Sex: ____ M ____F
Cell Phone#1:(___)____________Secondary Phone:(___)________________Marital Status____
Email Address: _______________________________Social Security #__________________
Home Address: _____________________City: _________________Zip Code: ___________
Employer Name: ________________________Employer Phone: (___)________________
Would you like to receive Reminders?(Please circle all that apply) PHONE /TEXT/ NONE 

Responsible Party Information
Responsible Party Name:				Relationship To Patient		
Responsible Party Social Security #:_________________ Date of Birth: __________________
Employer Name: ________________________Employer Phone: (___)_________
Nearest relative not living with you: ____________________Phone: (___)_____________
Whom may we contact in the case of an emergency?_________________ Phone(___)________
How did you hear about our office? _______________________

Dental History
What is the reason for your visit today? _____________________________________________
______________________________________________________________
Previous Dentist: ___________________Phone: (___)________________
Date of last dental exam: __________________ Date of last Cleaning: __________________
How often do you have dental exams? ______________ Brush? _________ Floss? _________
Have you noticed any mouth odors or bad taste? YES          NO____
Do you experience dry mouth? YES            NO____
Are any of your teeth sensitive to hot, cold, sweet? YES           NO____
Do you clench or grind your teeth while awake or asleep? YES            NO____
Do you have tired jaws or jaw pain, especially in the morning? YES             NO____
Have you experienced clicking or popping of the jaw? YES            NO____
Do you snore? YES           NO           	Do you have sleep apnea? YES            NO____
If Yes do you have a anti-snoring devise or machine? YES            NO____


Medical History: Do you have or had any of the following (Please circle)

Anemia
Artificial Heart Valves
Artificial Joints
Arthritis/Rheumatism
Asthma
Bleeding Abnormalities
Blood Disease
Cancer
Chemical Dependency
Chemotherapy
Circulatory problems
Cold Sores/Fever Blisters
Congenital Heart Lesions
Cortisone Treatments
Diabetes
Eating Disorder
Emphysema

Epilepsy
Fainting
Glaucoma
Headaches
Heart Attack
Heart Murmur
Heart Problems
Hemophilia
Hepatitis
High Blood Pressure
HIV/ AIDS
Kidney Disease
Latex Allergy
Liver Disease
Mitral Valve Prolapse
Nervous/Anxious
Osteoporosis
Pacemaker
Positive Tuberculosis
Psychiatric Care/Problems
Radiation Treatment
Respiratory Disease
Rheumatic Fever
Shortness of Breath
Sinus Problems
Stroke
Thyroid Problems
Tobacco Habit
Transplants




Are there any other health conditions you have that are not listed?
If so, please explain: ____________________________________________________________
Please List all Allergies: _________________________________________________________
Please List all Medications You are Taking: __________________________________________
Women Only: Are you Pregnant? __ Yes __ No Nursing? __ Yes __No
I understand and agree that, regardless of my insurance status, I am ultimately responsible for the balance of my account for any professional services rendered. I have read all the information on this sheet and have completed the above answers. I certify this information is true and correct to the best of my knowledge. I will notify you of any changes in my status or in the above information. This information will be kept confidential.

Signature______________________ Date______________________

Medical Update: I have reviewed my Health History and confirm that it accurately states past /present conditions
DATE		PATIENT SIGNATURE		CHANGES TO HEALTH		DENTIST
____		__________________	______________________		________
____		__________________	______________________		________
