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Randall A. Diez. DMID, PA
PA'HENT INFORMATION
Mr
Name: ta Email;
Last Fleer Sdickale

Home Address: Fhone:
Cihy: State: Jip
Business Addrass: Phone:
Employer: Cccupation:
Date of Birth: Age: Sen; Marital Status: 55
Dental Insurcnce: Name of Policyholder: ID #
Spouse/Parent - Employer: e Date of Birh:
Who Referred You To Us?
Previous Denfist/Address: Phone:
MEDICAL HEALTH
Physiclan’s Name: Phone:
Physician's Addrass:
Last Physical: Findings:
Emergency Contact: Phone:
Are you presently taking any medications? “1Yes "INo  Type/Purpose:
Are you dllergic to any medications? “1¥es [ Mo If so, please list:
Do you have, or have you had any of the following:

YES NOC YES MNO
Heor DEemse . .. ovvvcvvninnnennnes 1 Do you hove an arlificiol heort valve or hip?. ............L0 [l
BochariolEndocarcils . . - .- oo J Blood TranafulonE. . ©y v v s s s o v e G U
Abnormal Blood Pressure ... ....... Ty 5 g I | Varisrea] DI . o i s e iR s T I o
| o s i e R e R S P il L B | Joundica/Hepalills ... ... O
Iubemulomoerngsem ........................ - AsthmO or HOW FBVa . . oo . i ae v v anarmm s smat s L
Dicbetes . R L o e ] S i | TS TR o e L amis o e s Lo ey i a2 [
Epilepsy . . § TR A et R I IR K| AR = o e e e e e e e C
E!{mdDiseqs&(ﬁuwrdaj.. e bl e e L TSRS P _' 5y 7 P et ek L R R e i BRI 3. 31
Congenthal Heart Lasions . . . ...ovcaviarsnmrannninaans I_ 1 R TP 1 o e e e e e 5 e
TN Bgoe ) e p s e A B s e e i 1 o g i B RAa e e ke T |-
e (e L1z ) e A R b b PP a2 B TR TR e ey S S e e : l_
Are you sulziect fo malangad.fexcasslva plesding?. ... .. R Acquired Immune Deficlency Syndrome .. ... aa |
DENTAL HEALTH
Date of last dental examination:
What is your immediate dental concern or reasen for foday’s appointment?
Do you have any specific questions concerning your healtn, teath or gums?

Patient Signature




