Laser Implant Periodontal
SPECIALIST

Patient Information & Medical History

PERSONAL INFORMATION:

Name: Birth date (D/M/Y):
Home #: Cell: Work:
Address: Postal Code:
Email: Dentist Name:

Emergency Contact Name: Phone:

MEDICAL INFORMATION:

List any drugs or homeopathic medications/vitamins being taken & purpose: (ie Aspirin, CBD, Ginko, etc)

Do you have one of the following: A1C # for diabetes or INR # for blood thinners?

List Allergies or Drug Sensitivities: (ie Antibiotics, pain medication)

Please circle or check any of the following that are applicable:

* HIV/AIDS Diabetes Type | or Il * Stroke * Pregnant *Tooth Pain * Present Smoker
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Do you have any concerns regarding today or any past dental?

The above answers are true to the best of my knowledge. If | have any medical changes | will inform the office ASAP.
l understand all appointments are paid in full on the same day. | consent to intraoral photos for documentation.

Patient Name Signature Date




