New Patient Information Hampton Roads Center for
Welcome to Our Office Cosmetic Dentistry
Dr. Carol F. Morgan, DDS, PC

PATIENT INFORMATION:

Last Name: First Name: Middle Initial: __

| Prefer to be Called: Date of Birth: / /

Home Address:

City: State: Zip Code:

Home Phone: ( ) Work: ( ) Cell: ( )

Email Address: May we confirm appointment by email?®@YESONO
Male Female Marital Status: Soc. Security No.:

Occupation: Employer:

Employer Address:

May we call you at work if necessary? QYES(ONO Direct Dial No.: ( )

EMERGENCY CONTACT:
Name: Relation:
Day Phone: ( ) Night Phone: ( )

REFERRAL INFORMATION:

Who May We Thank For Referring You to Us?
If Not Referred, How Did You Select Our Office? [J Infomercial [JYellow Pages [OMail [JEmail [Other
Are Any Other Members of Your Family Our Patients?

MEDICAL HISTORY:
Are You Currently Under the Care of a Physician?  OYes ONo

If Yes, Please Explain:

Please List All Health Professionals Concerning Any Treatment Related To Jaw Pain or Headaches.

Practitioner Specialty Treatment and Approximate Dates




List Any Medications You Are Currently Taking:

ARE YOU ALLERGIC TO ANY MEDICATIONS: []Antibiotics |:|Aspirin [[JCodeine []lodine
ClLatex [IMetals, Others:

Have You Had Any of the Following: [ Mitral Valve Prolapse O Artificial Joint
[ Heart Murmur [L]1Rheumatic Fever [ Hepatitis []Asthma

Have You Ever Been Told That You Need to Pre-Medicate Prior to Having Dental Treatment? QYes ONo
If Yes, By Whom?

Is Your Skin Sensitive to Any Type of Metal? OYes ONo
Is Your Skin Sensitive to Any Type of Latex? OYes ONo
If Female, Are You Pregnant? OYes ONo
If Female, Are You Taking Any Type of Birth Control Medication? OYes ONo

DENTAL HISTORY:
What Is The Reason You Are Here Today?
Are You Currently In Pain? O Yes ONo
If Yes, Please Describe:

Name of Your Dentist:

Telephone Number of Previous Dentist: ( )

Last Cleaning/Checkup: / / X-Rays: / /
Are You Happy With Your Smile? OYes O No
Do You Suffer From Reoccurring Cold Sores? OYes O No
Are You Interested In A Brighter Smile? OYes O No
Are You Concerned About Mouth Odor? OYes O No

The Above Answers Are True And Correct To The Best Of My Knowledge:

Signature: Date: / /

Print Name:
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