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Wslcome to Dr. Anthony Sidor's Office
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PATIENT MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.
Health probtems that you may have, or medication that you may be taking, could have an important interrelationship
with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care now?

Have you ever been hospitalized or had a major operation?
Have you ever had a serious head or neck injury?

Are you taking any medications, pills, or drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any
other medications containing bisphosphonates?

Are you on a special diet?

Do you use tobacco?
Do you use controlled substances?

ll yes, please list below:
lf yes, please circle medication

[j Yes

Q Yes

Q Yes

lj Yes

Q Yes

L) Yes

Q Yes

Q Yes

L,l Yes

ONo
ONo
(_t No

ONo
CNo

ONo
,-) No

ONo
ONo

lf yes, please explain:

lf yes, please explain:

lf yes, please explain:

Women: Are you

I Pregnant/Trying to get pregnant?

f Taking oral contraceptives?
I Nursing?

Are you allergic to any of the following?

Aspirin 1 Penicillin i_CoOeine Local Anesthetics iAcrylic Metat iLatex irSulfaDrugs
i . Other lf yes, please explai

Do you have. or have you had. any of the lollowing?

AIDS/HIV Pos tive . Chest Pains Frequent Headaches i Hypoglycemia i_: Rheumatic Fever
'-1 

Alzhermer's Disease , Cold Sores/Fever Blisters i-. Genital Herpes i I lrregular Hearthbeat i- i Rheumalism

._; Anaphylax s . -_ Congenital Heart Disorder .._. Glaucoma l i Kidney Problems - 
Scarlet Feve

.I Anemia . - Convulsions l Hay Fever i Leukemia i Shingles
-- Angina Cortisone Medicrne i"". Heart Attaclc/Failure i Liver Disease I I Sickle Cell Disease

Arthritis/Gou| ,-- Diabetes i Heart Murmur i Low Blood Presure i Sinus Trouble
- 

Arti{icial Heart Valve Drug Addiction l Heart Pace Maker l Lung Disease - Spina Bifida

Arti{icial Joint r.- Easily Winded . Heart Trouble/Disease I Mitral Valve Prolapse i, ] Stomach/lntestinal Disease

Asthma i, Emphysema Hemophilia i Osteoporosis i Stroke

Blood Drsease i l Epilepsy or Seizures i Hepatitis A I Pain in Jaw Joints i-- Swelling of Limbs
--. Blood Trans{usion -" Excessive Bleeding i 1 Hepatitis B or C I Parathyroid Disease ...... Thyroid Disease

1-, Breathing Problem .-- 
Excessive Thirst Herpes . 

. Phychiatnc Care i Tonsillitis

. Bruise Easily I Falnting Spells/Dizziness i High Blood Pressure i Hadiation Treatments Tuberculosis
- 1 Cancer i.., Frequent Cough Hrgh Cholesterol ..... 

Recent Weight Loss i- Tumors or Growths

Chemotherapy i . Frequent Diarrhea ' Hrves or Rash ' Renal Dialysis -- 
Ulcers

i i Venereal Disease

.... Yellow Jaundice

Have you ever had any serious illness not listed above? Q Yes Q No lf yes, please explain:

List Medications: Date:

Medication Name:

Medication Name:

Medication Name:

Medication Name:

Medication Name:

Medication Name:

Dosage:

Dosage:

Dosage:

Dosage:

Dosage:

Dosage:

Usage:

Usage:

Usage:

Usage:

Usage:

Usage:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providlng incorrect information can be
dangerous to my (or patient's) health. lt is my responsability to inform the dental otfice of any changes in medical status.

UPON UPDATING YOUR PATIEI'IT INFOHMAT,ON AND l\rtEDlCALfilSTOnY. PLEASE RETURN T0
Th DESK SO THAT WE I\,,lAY IAAKETfrE I,]ECESSAFY CHANCE$ AND OBTA'N YOUR SIONATURE,

rHANK YOU



New Patient Questionnaire

This questionnaire will help us better understand your dental history and will assist us with any
concerns you may have for your future dental treatment.

Dental Historv
Why are you changing dentists?
Do you have any current dental concerns with your mouth? Yes No
Explain:

Have you ever had a loca1 anesthetic (Novocaine, etc.)'? Yes
Have you ever had an adverse reaction to a local anesthetic? Yes
Har.c you evcr had any problems associated w-ith previous dental treatment? Yes
Have you had any injuries or surgeries to your face, mouth, or teeth? Yes
Ifyes. explain

Oral Hveiene/Habits
Have you ever had red, bleeding, or swollen gums?

No
No
No
No

Ilyes, When .? How long?
Have you ever been told you have gum disease?
If yes, il.hat treatment rvas done?
How often do you get your teeth cleaned?
Do you currently use an electric toothbrush?
Do you erperienced dry mouth?
Do you notice that you mouth breathe when you are awake and/or asleep?

Treatment Historv
Do you have any pain, popping, clicking, or locking
on opening or closing your mouth/jaw?
Have you ever had orthodontic treatment (braces)?
Do you have a splint, mouth guard, or night guard?
If yes, is the material

Do you have an Upper Denture or Partial?
Do you have a Lower Denture or Partial?

Yes

Yes No

No

Yes No
Yes No
Yes No

Yes No
Yes No
Yes No

(circle type) Soft Hard

Yes No
Yes No

Are you happy with the appearance, feel, function and color of your teeth? Yes No
If no, explain

If you could change your teeth in anyvvay, what would you change?

' 
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Our Notice of Privacy Practices provides information about how we may use and disclose protected health 

information (PHI) about you. We provide this form to comply with the Health Insurance Portability and 

Accountability Act (HIPAA). Please review the Notice of Privacy Practices thoroughly before signing this 

acknowledgment form. If terms of our Notice change, a revised copy will be made available to you. 

By signing this form, you acknowledge that our practice may use and disclose PHI about you for treatment, payment 

and healthcare operations. You have the right to request that we restrict how PHI about you is used or disclosed for 

treatment, payment or healthcare operations. 

______________________________________________  _______________________ 

Signature of Patient or Legal Representative    Date 

 

______________________________________________  _______________________ 

Printed Name of Patient      Legal Relationship to the Patient (if required) 

 

We cannot discuss your health information with anyone other than yourself unless you authorize us to do so. Please 

list below names of the individuals you authorize our office to discuss care with. 

 

Name: _____________________________   Relationship:_________________   Phone #:__________________ 

 

Name: _____________________________   Relationship:_________________   Phone #:__________________ 

 

___________ I wish not to share my dental/account information with anyone. (Initial if you decline) 

 

Consent to email or text for appointments reminders and other healthcare communication. 

We may contact you via email and/or text messaging to remind you of an appointment or provide general health 

reminders or information. I understand that once I have consented to receive communications via text or email, I 

still have the right to opt out of electronic communication. 

 

Please check your preferred communication: 

The cell phone number I authorize to receive text messages for appointment reminders and general health 

information is ____________________________________. 

The email address that I authorize to receive email messages for appointment reminders and general health 

information is ____________________________________. 

OR   

________ I decline to receive communication via cell phone 

________ I decline to receive communication via email 

 

HIPAA ACKNOWLEDGEMENT OF RECEIPT OF THE NOTICE OF PRIVACY PRACTICESTHIS FORM DOES NOT 

CONSTITUTE LEGAL ADVICE AND COVERS ONLY FEDERAL, NOT STATE LAW. 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF 

PRIVACY PRACTICES/USE AND DISCLOSURE FORM 
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