
DRS. VANWART 

2505 Sunset Blvd. 713-523-1287 

Houston, Tx 77005 vanwartdental@comcast.net 


Date: 

PATIENT INFORMATION 

Name Birthdate Social Security # 

City ____- ___~ State __ Zip ______ 

Home Phone " J ___-____ Cell Phone ( ) __-___ EID..ail 

Check Appropriate: a Minor 0 Single . Q Married 0 Divorced 0 Widowed 0 Separated 

Patient's or Parent's Employer: Work phone L-) 


Business Address City State __ Zip ________ 


Spouse or Parent's Name Employer WoIkPhone \...---J_-___ 


IfPatient is a Student, Name ofSchool attended State ____ 


Whom May We Thank for Referring You? ________________________ ---- ­

Person to Contact in Case ofEmergency Phone \__} 

RESPONSIBLE PARTY 
Name ofPerson Responsible For This AccoUIlt_______________ Relation to Patient ________ 

Driver's Lie # _________________ Social Security #: __---.: ___. ____ 

Address City State __ Zip _______ 

Currently a Patien!: in. our office? 0 Yes 0 No Home Phone 

EmployeT ______________________________ Phone I 

INSURANCE INFORMATION 
mSlll:ed ____________________________ Relation to Patient ________Name 


~i:rthdate J --1:_ Social Security =#: Date Employed,___________ 


Employer Work: Phone t 


Employer Address City State __ Zip ___________ 


InsUI"ance Company Group # Union or Local. # ________ 


Address __... City State Zip 

ADDITIONAL INSURANCE 
Name ofInsured Relation to Patient _______ 

Birthdate J ---I._Social Security # Date Employed'-_________ 


Employer WoIk Phone 


Employer Address City State __ Zip _______ 


Insurance Company Group #: Union or Local 

Address City State Zip 

PATIENT INFORMATION 

mailto:vanwartdental@comcast.net


MEDICAL HISTORY 


Physician's Name Date of1astvisit _____~ 

Have you had any serious illnesses or operations? a Yes a No IfYes, describe.____- ______________ 

Haveyou ever bad a blood transfusion? a Yes a No Ifyes, give approximate dates~_____'____________~_ 

(Women) Areyoupre~t? DYes a No Duedate: ___ Nursing? ayes D No Takingbirth control pills?< 0 Yes ONo 

Yes No Yes No Yes No Yes No 
.Allergies, bayfever sinusitis D 0 Cbemotberapy a o Highblood pm!SIlle 0 0 Sidclecellanemia 0 0 
Anet:nia 0 D Circulatmyproblems 0 o AnyImmuneDeficiency 0 0 Skinrasb 0 0 
Arthritis,Rheumatism a D Cortisone t:reaI:IDallS a a Jmnd.ice 0 0 Slowhealing wounds a a 
Artificialheartvalves 0 0 Cough.persistentorbloody 0 a Kidneydisease 0 0 Stroke 0 0 
Artificial jainIs 0 0 Diabetes 0 o liverdisease a 0 Swelling offeet oran1des 0 0 
Asthma 0 0 Emphysema 0 o Lowbloodpressure 0 0 lhyroidproblems 0 0 

Required Hospi.talizatio 0 a Epilepsy 0 o MiIIalvalveprolapse a 0 Tonsillitis 0 0 
Haveyoo used steroids? 0 0 Rinting a o Pacemaker .U a 1bberculosi<I 0 0 
Date ofIastepisode Glaucoma 0 o Radiation treatmeDt 0 0 Tumor or growdtOIl head orneck 0 0 

Bleedingabnorm.aD.y with a 0 Headaches 0 o Respintmyd:isease 0 0 Ulcer 0 0 
extractions or surgery Hean:mmmnr 0 o Rheumaticfever 0 0 Venereal disease 0 0 
Blood disease,dott:i:ng disorders 0 0 Hean:probIems 0 o Scarlet fever U 0 W¥tIoss,1ltIeXp'bined 0 0 
Cancer 0 0 Hepatitis1yPe- 0 o Shortness ofbreath 0 0 

Doyoowearrooract~ 0 0Olemicaldependency 0 0 Herpes 0 a Sinusttouble 0 0 

List medications you are currently taking: 

Allergy to Penicillin, Aspirin or Other Drugs: Yes 0 No 0 Spl~ify:_--------------~___----~ 

DENTAL HISTORY 
Reason for today's visit Date oflast dental visit_______ 

Former dentist Date oflast dental x-rays ______ 

Yes No Yes No Yes No 

Bad breath 0 o Clench or grind teeth. 0 o Orthodontic treatment o o 
Blist;ers on lips ortnouth 0 o Growths or sore spots inyour mouth 0 o Nitrous Oxide(1mgbinggas) o o 
Bumingsensation on tDngue 0 o Gums swollen, tender orbleeding 0 o Periodontal treatment o o 
Chew on one side ofmouth. 0 o Jaw painor tiredness 0 o Sensitivity to pressure or irritants 
Cigarette, pipeor cigar smoking 0 o Lip or cheek biting 0 o (cold, heat or sweets) o o 
Dry mouth. 0 o Loose teeth or broken fillings 0 o 
Food collection between the teeth. 0 o Mouth breathing 0 o 

;f- ­

How often do you floss? How often do you brush? ________________ 

Have you ever bad an allergil! reaction or allergic symptoms to Novocaine, local orgeneral anesthetics? 0 Yes 0 No 

Have you had trouble from previous dental care? 0 Yes 0 No _________________________ 

AUTHORIZATION AND RELEASE 

I have read and answered the above questions to the best ofmy knowledge. I authorize and requestmyinsurance company-to paydirectly 
to the dentist or dental group insurance benefits otherwise payable to me. I authorize the doctor to release all information necessary to 
secure the payment ofbenefits. I understand that I am financially responsible for all charges whether or not paid bymy insurance. I 
authorize the use ofthis signature on all insurance submissions. 

Signat:me ofpatientorparentifminor Dare 

Signarure ofdoctor Dare 


