New Patient Information

Michael J. Antonini, D.D.S., Inc. 





  
              2827 Franklin St.

Kevin C. Growney, D.D.S., PC                                                                                                
             San Francisco, CA 94123

Christopher A. Patterson, D.M.D.






             (415) 776-1900
Whom may we thank for referring you? _______________________________________________________________________________
About You
First Name: ____________________________________ MI:___ Last Name: ___________________________________[  ] Male  [  ] Female                         
Home Address:________________________________________________ City:___________________________ State:______ Zip:_______

Home Phone: _______________________  Work Phone: ______________________________ [  ] Single  [  ] Married [  ] Domestic Partner                                       
Cell Phone: _________________________  Email:_________________________________________________________
Birthdate____/____/____ S.S. #_____________________________________ Drivers License#________________________________
Employer:____________________________________________ How long?_____________ Occupation:____________________________
Employer’s Address:_____________________________________________ City:_____________________ State:______ Zip:_________
Closest Relative or Friend: ____________________________________ Best contact number: ____________________________________
Home Address:____________________________________________   City:__________________________ State:______ Zip:_________
Person responsible for account: ______________________ Self [  ]   
Spouse/Policy Holder Information

Name____________________________________________ Birthdate______/______/______ S.S. #_________________________________ 
Home # ________________________________ Cell # __________________________________

Employer:________________________________________________ Work # _______________________
Dental Insurance Information

Primary Ins.: Carrier:​​​​​​​​​​​​​​​_______________________ Phone: ______________Group/Policy # __________ S.S. or I. D.#________________
Secondary Ins.: Carrier:​​​​​​​​​​​​​​​_______________________ Phone: ______________Group/Policy # __________ S.S. or I. D.#________________
Other Information

Previous Dentist:______________________________ Address:_______________________________________Phone: ________________
How long since last dental exam?_________________________________________ X-rays?___________________________
Name of Physician or Clinic:______________________________________ Address:____________________________ Phone: _________
Purpose of Visit Today:_______________________________________________________________________________________________
Medical History

Do you have or have you had any of the following? Please check those that apply:
	[  ]  Allergies/Hay Fever
	[  ] Chemical Dependency
	[  ] Heart Infection*
	[  ] Liver Problems
	[  ] Sleep Apnea

	[  ] Anemia
	[  ] Chemotherapy
	[  ] Heart Murmur*
	[  ] Mental Disorders
	[  ] Stroke

	[  ] Arthritis
	[  ] Diabetes
	[  ] Heart Pace Maker*
	[  ] Mitral Valve Prolapse*
	[  ] Surgical Shunt*

	[  ] Artificial Joints*
	[  ] Epilepsy or Seizures
	[  ] Heart Surgery*
	[  ] Osteoporosis
	[  ] Thyroid Problems

	[  ] Artificial Heart Valves*
	[  ] Fainting or Dizziness
	[  ] Hepatitis
	[  ] Radiation Treatment
	[  ] Tuberculosis

	[  ] Asthma
	[  ] Cold Sores
	[  ] High Blood Pressure
	[  ] Rheumatic Fever
	[  ] Ulcers

	[  ] Breathing Problems
	[  ] Glaucoma
	[  ] HIV*/AIDS
	[  ] Rheumatism
	[  ] Venereal Disease

	[  ] Cancer
	[  ] Heart Disorder (Congenital)*
	[  ] Kidney Problems
	[  ] Sinus Problems
	[  ] Yellow Jaundice


* This condition may require antibiotic premedication for certain dental procedures.

	Yes
	No
	

	[  ]
	[  ]
	Do you have any health problems that were not listed above or need further clarifications?
If yes, explain:_______________________________________________________________________________________

	[  ]
	[  ]
	Are you now under the care of a physician?
If yes, explain:_______________________________________________________________________________________

	[  ]
	[  ]
	Have you been admitted to a hospital or needed emergency care during the past two years?
If yes, explain:_______________________________________________________________________________________

	[  ]
	[  ]
	Are you taking any medications or herbal remedies?
If yes, explain:________________________________________________________________

	[  ]
	[  ]
	Are you allergic to any medications or substances?

If yes, please check below:

[  ] Aspirin  [  ] Codeine  [  ] Iodine [  ] Latex  [  ] Local Anesthetic  [  ] Metal  [  ] Penicillin  [  ] Sulfa  [  ] Other _________________________

	[  ]
	[  ]
	Have you used tobacco?
If yes, explain:________________________________________________________________


WOMEN (Please check): [   ] Pregnant [   ] Trying to get pregnant [   ]  Nursing [   ] Taking Oral Contraceptives
I certify that I have read and understand the above information. The questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and records of any treatment or examination rendered to me or my dependent during the period of such dental care to third party payors and/or healthcare practitioners. I authorize and request my insurance company to pay directly to the dentist the benefits that are otherwise payable to me. I understand that my insurance carrier may pay less than the actual bill for rendered services. I agree to be responsible for all payment of services rendered on my or my dependents behalf. 

I acknowledge that I have received and read a copy of the Dental Materials Fact Sheet, a copy of the Notice of Privacy Practices sheet, the Cancellation Policy sheet and the Financial and Appointment Policy sheet which are included with this form. 
Signature of Patient or Legally Responsible Adult:_________________________________________________Date:________________
Signature of Doctor:_____________________________________________________________________________  Date:________________
