
Today’s Date:  _____________________ 

Name: ______________________________________________
Last First 

I prefer to be called: ________________________   Male Female

Birthdate: _____/_____/_______  Age:____  

Home Address: ________________________________________
  Apt/Condo #

___________________________________________________
City State Zip

Hm #: (______) ___________  Cell #: (______) ______________ 

Wk#:  (______) ___________   Ext:________

E-Mail Address:_________________________________________ 

Employer:____________________________________________ 

Occupation:____________________________________________ 

Whom may we Thank for referring you?  _________________________ 

Emergency Contact

His / Her Name: ____________________ Relation: ______________ 

Cell #: (______) ____________  Hm #: (______)________________ 

Address: _____________________________________________ 

___________________________________________________ 
City State Zip

970/641-4200
F  970/641-3262

306 North Main Street
Gunnison, CO  81230

ABOUT YOU1 3

2 FAMILY HISTORY

Spouse/Partner Name:____________________________________ 

Cell #:  (______) __________   

Other Family Members seen by this e: _______________________ 

___________________________________________________

Do you have a personal physician?  Yes  No

Physician’s Name: ________________________________________ 

Phone #: (_______) ___________________ 

Are you currently under the care of a physician?  Yes  No

Please explain:__________________________________________

Have you had any metal rods, pins or joint replacements?   Yes  No

Do you require antibiotics before dental treatment?  Yes  No

Are you taking any prescription/over-the-counter drugs?  Yes  No

Please list each one:  ______________________________________

____________________________________________________ 

For Women: Are you taking birth control pills?  Yes  No

Are you pregnant?  Yes   No     Week#  ______________________

Are you nursing? Yes  No

Have you ever had any of the following diseases or medical problems?  

 Diabetes

Herpes / Fever Blisters

Please list any serious medical condition(s) that you have ever had:

___________________________________________________ 

Are you allergic to any of the following?

Please list any other drugs/materials that you are allergic to:  __________

___________________________________________________

MEDICAL HISTORY

Scott D. Anderson D.D.S.
Fellow International Congress of Oral Implantologists

TOOTH CONSERVING DENTISTRY  · DENTAL IMPLANTS

 Patient Signature: taD ______________________________________________ e:________________________________________

Where?____________________  Date______________


