
Patient's Name ------------------------------- Birth Date ____ __,_ __ ___.'---- 

Street Address ---------------------------------------------

City---------------------------- State ______ _ Zip ____ _ 

Social Security _________________ _ Driver Lie# ___________________ _ 

Employer Name and Address __________________________

Home Phone ___________ Work Phone ____________ Cell Phone __________ _ 

Dental Insurance _________________ _ Group Number _______ ID Number ______ _ 

Insurance Co. Address---------'------------------------------------

Insured Party's Name 

Employer Name and Address 

Birth Date __ ..,___....,_ __ Social Security ______ _ 

Home Phone ___________ Work Phone ------------ Cell Phone __________ _ 

General Dentist Name, Address and Phone---------------------------------

Name of Physician 

Physician's Address 

Have you been hospitalized in the last 5 years? 

MEDICAL HISTORY 

Physician Phone -----------

Last Physical Exam ------------

Yes _______ _ No 

If yes, for What?-------------------------------------------
Please list medications you are taking below: 

Medication Name ---------------------Why-------------------

Medication Name Why __________________ _ 

Medication Name _____________________ Why-------------------

Medication Name �'hy __________________ _ 

Do you have, or have you had, any of the following - Please circle "Y" for Yes or "N" for No: 

Y or N Venereal Disease Y or N Radiation or Chemotherapy Trearment Y or N Diabetes 

Y or N Hean Disease (Angina, Heart Attack, Bypass) Y or N lbyroid or Parathyroid Condition Y or N Excessive Thirst/Urination 

Y or N Heart Murmur Y or N Alcohol or Drug Dependency Y or N Epilepsy or Neurological Prob 

Y or N Mitra! Valve Prolapse Y or N Blood Transfusion Y or N Stroke 

Y or N Pacemaker or Artificial Valve Y or N Kidney Disorder Y or N Fainting or Dizziness 

Y or N Rheumatic Fever Y or N Pre-Medication Y or N Sinus Trouble 

Y or N High Blood Pressure Y or N Allergies (List Below) Y or N Glaucoma 

Y or N Shortness of Breath Y or N Hepatitis A-- B __ c Y or N Ulcer or Colitis 

Y or N Unusual Swelling of Feet/ Ankles Y or N Tuberculosis Y or N Organ Transplant 

Y or N Blood Disorder Y or N Liver Disease Y or N (WOMEN) Are you pregnant? 

Y or N Excessive Bleeding from cut or extraction Y or N Acquired Immune Deficiency (A1DS) Y or N Joint Replacement 

Y or N Malignancies/ Cancer Y or N HIV Positive Y or N Latex Allergy 

Allergies to Medication (i.e. Penicillin or ''Novocaine'') ... 

Lina Jarboe, DDS
Burton M. Waxman, DDS
5058 Dorsey Hall Drive Suite 102
Ellicott City, MD 21042
410.304.7226
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