
SOUTHWEST MICHIGAN ENDODONTICS
3012 Niles Rd. St. Joseph

Date______________________

Patients name____________________________________(M) (F) Birthday__________________
Address __________________________________ City ________________Zip Code__________
Telephone # Res. ____________________ Work _______________ Ext. ____________________
Employer________________________________________Occupation______________________
Patient Soc. Security __________________ General Dentist ________________City___________
Primary Dental Ins.______________________________ Employer_________________________
Subscriber ________________________ Birthday _________________ Soc. Sec #____________
Secondary Dental Ins._____________________________ Employer_______________________
Subscriber _________________________ Birthday _________________ Soc. Sec #___________
Signature of responsibility for amount not paid by insurance______________________________

If patient is a minor:
Parent or Guardian name and address_________________________________________________
Soc. Sec. #_______________________ Employer ________________________Phone_________
Signature of person responsible for this account_________________________________________

Name of physician____________________________________________________
Have you had a physical in the last two years?……………............. YES NO
Are you under a physicians care currently?.......................................YES NO
Have you been hospitalized within the last 5 years?……………… YES NO
Are you required to take Antibiotics before dental visits? ............... YES NO
Are you taking Coumadin? ...........................................................… YES NO
Are you subject to prolonged bleeding? ………………………… YES NO
Have you ever taken the appetite suppressant Fen Fen? ..............… YES NO
Have you taken cortisone or steroids in the last 12 months?……….YES NO

Women only:
Are you taking birth control pills?.....................................................YES NO
Are you pregnant and if so what month?…………………………. YES NO

Circle any of the following to which you are allergic, or have caused an unusual reaction:

Penicillin Aspirin Cleocin
Latex Codeine Erythromycin
Local anesthetic Valium Nitrous Oxide
Novocaine Keflex Other_____________________

Do you have or have you had any of the following? Please circle:

Heart Trouble Blood Disorder Kidney Trouble Hepatitis
Heart Attack Diabetes Radiation Therapy Thyroid Disorder
Heart Murmur Epilepsy Arthritis Psychiatric Treatment
Rheumatic Fever Glaucoma Venereal Disease Herpes
Artificial Joint Tuberculosis HIV/Aids Mitral Valve Prolapse
Stroke Asthma Liver Disease Respiratory Disease
Stomach problem (Ulcer) High Blood Pressure Other____________

List any medications you are presently taking___________________________________________
______________________________________________________________________________
Is there anything else about your health we should know? ________________________________

Heidi Pettis
e-mail: info@swmendo.com



DENTAL HISTORY

Do you have any problems keeping your mouth open?………………… YES NO
Do you clench or grind your teeth at night or during the day?…………. YES NO
Do you have gum disease?……………………………………………….. YES NO
Have you experienced any growth or sore spots in your mouth………… YES NO
Have you been diagnosed with T.M.J. or T.M.D. (jaw problem)……….. YES NO

PERMISSION FOR TREATMENT

I, the undersigned, certify that the information on this and the preceding page is correct
and accurate.

I understand root canal treatment is a procedure to retain a tooth which may otherwise
require extraction.   Root canal therapy has a very high degree of clinical success, but
healing is influenced by many factors.  On rare occasions, a tooth which has had root
canal treatment may  require retreatment, surgical correction, or even extraction.

I also understand that the permanent (outside) restoration (filling, crown, onlay, etc) will
be completed by my general dentist.

I have read the above statement about root canal treatment, and agree to proceed with the
diagnosis and any needed treatment.

SIGNATURE____________________________________________DATE____________

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

RETURN VISIT UPDATE
(For patients who have not been seen at our office in one year or longer)

I have reviewed the information on this and the preceding page (opposite side) and have
made any correction in red ink.

Date_____________ Signature_____________________________________________

Date______________Signature_____________________________________________

Date_____________ Signature_____________________________________________




