KATHERINE MCGRATH, DDS, PC
9679-A MAIN STREET

FAIRFAX, VA. 22031

PHONE 703-978-6556

FAX 703-426-1405

Patient Information

Name

We would like to take this
opportunity to thank_

you for choosing our
practice for your dental care!!!

Today’s Date

Preferred Name

Address

City State Zip

Email Home Phone

Contact in Case of an Emergency

Work Phone

Cell Phone

Phone

Whom may we thank for referring you?

Social Security Number

Date of Birth

Sex: [Male [Female Marital Status: ~ [J Single

Driver's License #

(J Married

O Divorced [ Widowed

State

Patient's Employer

Phone

Address

City State Zip

Name of Responsible Party

Relationship to Patient

Date of Birth

Address

City State Zip

Home Phone Work Phone

Cell Phone

Employer

Phone

Address

Insurance Information

Name of Insured

Relationship to Patient

Birthdate SS#

Employer

Phone

Address

City State Zip

Insurance Company

Group # Policy #

Ins. Co. Address

City State Zip

Secondary Insurance Information

Name of Insured

Relationship to Patient

Birthdate SS#

Employer

Phone

Address

City State Zip

Insurance Company

Group # Policy #

Ins. Co. Address

City State Zip
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Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment NOW?.........cccevererererinennn. 0 [ 9.Areyou allergic to or have you had any reactions to the following?
2. Have you been hospitalized for any surgical operation or Local Anesthetics (e.g. NOVOCAIN) v : O
serious illngss Within 1he 1ast 5 YEars? ... O 0O Penicillin or any other AntibiotiCS ......cccvveevvevererercrccieieaee o 0O
It yes, please explain Sulfg DIUGS covuveveeeiie ettt O 0O
’ BarbItUrates......covueureeiieiieeec e o O
SAALVES .. O O
3. Are you taking any medication(s) including JOTING 1ttt g 4
NON-prescription MediCiNg? ......ccvveeeeerreerrererre e O 0O ASDITN coeiie et O O
If yes, what medication(s) are you taking? Any Metals (e.g. nickel, mercury, etC.) ....ccoovvvereererirennan, o O
LAEX RUDBE s s s O O
4. Have you ever taken bisphosphonates (Fosamax, Boniva)?.. [ U Other (please list) .... : :
- 10.Do you have a persistent cough or throat clearing not associated
5.Do you use t0DACCOT? v u O with a known illness (|asting more than 3 Weeks)? ................. O O
6. Do you use controlled SUDSTANCES? ........vvvevvvevrerecieiereenen O O 11.Women Only:
7. Are you wearing contact 18NSes?...........coeueveeevererereereerennns (] [ Ao pegnantor biRiyay My be PEgantceme: U ;,
D) Are YOU NUISING? w..vovvieeiieeeeeeereeeee e 0 O
8. Do you have or have you had any of the following? c) Are you taking oral contraceptives?..........ccccveeeniicecnnnne o O
Yes No Yes No Yes No
High Blood Pressure..........ccccuen... [0 O Heart DiSease.....ccooeoeeererrverrereierereenns L] [0 ChestPains....ccocooeoeveeeeevcierenenn. o O
Heart ARACK.......cvevieeireriereereerieen. [0 O Cardiac Pacemaker.......cc.cooverrerireirnrenne. 0 O Easily Winded ....ccoeeeereersrierinn, o O
Rheumatic Fever ........c.merrrrnnn, O O Heart MUMMUI ... LI O Stroke..oveveeeeecereeeeee e 0o O
Swollen ANKIES.....cvvverrieereririeeans O O ANGING e 00 [ Hay Fever/ Allergies 0o od
Fainting / Seizures ........coceevevvernns O O  Frequently Tired.....coceeeveerrrereerrereiinnns O O TuberculosiS.....ccccooe.... O O
ASTMA ..o O O AnBMI@ . nen LI O Radiation Therapy.....ccccovvrveennc. O O
Low Blood Pressure..........eeeeveeee. O O EmpPhySeMa...ccoecereerveneerrrerierseseeinennes O O Glaucoma.....ceereneeceieiereereens O O
Epilepsy / Convulsions ................... ) Ll CARCEE: . i sssssimimssssosisvsisssisssissmsionsorsss (J [ RecentWeight Loss.... o O
L OUKETNI ... vnos s sisssasiinsisassisassitssss O L ARRGS s O O Liver DiSase......c.ccoeereerrerernrnenns O O
DIABLES,. . 5. cimisssmssenmmnsmsmwinirm J [ Joint Replacement or Implant................. 0 [ Respiratory Problems ........ccccc......... 0 d
Kidney DiSEases...........wwerereereeneens O 0O Hepatitis / Jaundice ......oveveereereereereennens O O Mitral Valve Prolapse........cc.oeuune.. O O
AIDS or HIV Infection .............ccne... 0 [ Sexually Transmitted Disease................. O O Other o O
L1 11700 o [ Co]o] Ty R————— 0O O Stomach Troubles / UICETS .......cccovrernnne. O O
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ............... o 0O 8. Do you have frequent headaches? .........c.ccceevverivirennne. O O
2. Are your teeth sensitive to hot or cold liquids/foods? ........ O O 9. Do you clench or grind your teeth?.........cccccevvvvevereennne. O O
3. Are your teeth sensitive to sweet or sour liquids/foods?... 0 O 10. Do you bite your lips or cheeks frequently? .................... o O
4. Do you feel pain to any of your teeth? .......cccoovvvvvvcriennn. o O 11. Have you ever had any difficult extractions in the past?.. [ [J
5. Do you have any sores or lumps in or near your mouth?... U I 12. Have you ever had any prolonged bleeding
6. Have you had any head, neck or jaw injuries?................ o 0O following eXtraCtionS? ..........ceveveeeveeveereereeeseeeeeseesesrnnes o 0O
7. Have you ever experienced any of the following 13. Have you had any orthodontic treatment?..... ‘ U
problems in your jaw? 14. Do you wear dentures or partials? ...........ccccoeeenncrcrenenen O
CHEKING 5o svmraviummmansssmssssssammmsms s s o 0O If yes, date of placement
Pain (joint; ear, side 0f face) ..umsmwssmssssusssssssssssssssrss o O 15. Have you ever received oral hygiene instructions
Difficulty in opening or CloSing .......c.ccvveverrriiennniinnnns o o regarding the care of your teeth and gums? .......ccccc....... O O
Difficulty in ChEWING ......vveevverveeeee e O O 16. Do you like your Smile? .......ccovevvvevveereeresreerenane. O

| certify that | have read and understand the above information to the best of my knowledge. The questions pertaining to my
personal, insurance and health information have been accurately answered.

X

Signature of patient (or parent/guardian if minor)



