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Charles W. Hetrick D.D.S. and Matthew J. Holloman D.D.S.
HEALTH HISTORY

Medical Physician's Name Last Visit
Are you being treated by a physician now? Yes ______ No

Taking any medication? Yes No Identify

Allergic to medication? Yes No Identify

Allergic to metals, latex or vinyl? Yes No Identify

Any recent serious iliness or surgeries? Yes ____ No Identify

Has patient ever been told to pre-medicate prior dental treatment? Yes_____ No

Any personal history of:

Heart Trouble, Murmur Yes No _ Diet Medication Yes______No
Valvular Disorder or Pacemaker Name:
High__ or Low __ Blood Pressure Yes No HepatiisA__ B__ orC__ Yes No
Diabetes Yes No AIDS or HIV Positive Yes No
Rheumatic Fever Yes No Radiation or Chemotherapy Yes No

Sinus Trouble Yes No _
Thyroid Problems/ Yes_  No__
Endocrine Disorder Anemia or Blood Disorders Yes No
Joint Replacement/Implants Yes___ No___ Venereal Disease Yes No
Kidney, Liver Disorder or Herpes(cold sores/fever blisters) Yes No
Jaundice Yes No_____

Currently Pregnant/Nursing Yes No
Eye Disorders Yes No_

Smoking/Smokeless Tobacco Yes No
Allergic to Anesthetic Yes______No

Alcohol/Drug abuse Yes No
Nervousness/Anxiety Yes___ No_____

Taking fluoride supplement Yes No
Asthma Yes No

Other Yes No
Epilepsy/Seizures Yes____ No Identify
Arthritis/Rheumatism Yes No

Thank you for your cooperation. If there is any other information which you feel would be of
value to us in your dental treatment, please add it below.

* *

Patient or Parent Signature Date

ACQUAINTANCE FORM & HEALTH HISTORY




ACKNOWLEDGEMENT OF RECEIPT OF

NOTICE OF PRIVACY PRACTICES

YOU MAY REFUSE TO SIGN THIS ACKNOWLEDGMENT FORM

T acknowledge that T have received a copy of this office's Notice of Privacy Practices.

Please Print Name

Signature

Date

THE FOLLOWING SECTION IS FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

0 Individual refused to sign
0 We sent our Acknowledgement of Receipt of Notice of Privacy Practices home with a patient

for personal representative's signature. We are awaiting the return of the completed form
to our office.

a Communications barriers prohibited obtaining the acknowledgement
a An emergency situation prevented us from obtaining acknowledgement
| Other (please specify)

Charles W. Hetrick D.D.S. and Matthew J. Holloman D.D.S.
218 East 10th Street Plaza
Edmond, OK 73034
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