2022 Wolff Family Dentistry Update Forms

Please Fill out all Three Forms.  Our Front Desk will be happy to make a copy of your medications list as well as your current insurance card.

You may also email that information to:
wolfffamilydentistry@yahoo.com


Patient Name: _____________________________________________

Date of Birth: _____________________________________________


Current Address:
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Primary Phone Number:  __________________________________________________

Emergency Contact Name & Number: ____________________________________

Current Email Address:  ___________________________________________________


PLEASE MAKE SURE WE HAVE A CURRENT COPY OF YOUR INSURANCE CARD ON FILE


Patient or Parent/ Guardian Signature:


_____________________________________________________________





Who is your primary physician? Please list their number: _______________________________

Please list any other specialized treatments you are receiving: ____________________________

Please list all medications: ________________________________________________________

______________________________________________________________________________

Please list all hospitalizations or major operations: ____________________________________



Do you take a Pre-Med?		Yes		No

If yes, what is the condition that requires a premedication? _____________________________

Who was the surgeon and their number? ____________________________________________

What is the medication? _________________________________________________________

What is your preferred pharmacy? _________________________________________________



Please circle any of the following you have/are taking:
	Phen-Fen
	Redux
	Fosamax
	Boniva
	Actonel



Are you allergic to any of the following (Please circle)
	Acrylic
	Aspirin
	Clindamycin
	Codeine
	Latex


	Local Anesthetics
	Metals
	Penicillin
	Sulfa Drugs
	



Other:  ________________________________________________________________



Do you use Tobacco?							Yes		No
Do you use CBD products or cannabis?				Yes		No
Do you use controlled substances?					Yes		No






Please circle any that apply:

	AIDS/HIV Positive
	Gout
	Parathyroid Disease

	Alzheimer’s Disease
	Heart Attack
	Psychiatric Care

	Anaphylaxis
	Heart Disease
	Radiation Treatments

	Anemia
	Heart Failure
	Recent Weight Loss

	Angina
	Heart Murmur
	Renal Dialysis

	Arthritis
	Heart Pacemaker
	Rheumatic Fever

	Artificial Heart Valve
	Heart Trouble
	Rheumatism

	Artificial Joint
	Hemophilia
	Scarlet Fever

	Asthma
	Hepatitis A
	Seizures

	Blood Disease
	Hepatitis B 
	Shingles

	Blood Transfusion
	Hepatitis C
	Sickle Cell Disease

	Cancer
	Herpes
	Sinus Trouble

	Chemotherapy
	High Blood Pressure
	Spina Bifida

	Congenital Heart Disorder
	High Cholesterol
	Stomach/Intestinal Disease

	Convulsions
	Hypoglycemia
	Stroke

	Diabetes
	Irregular Heartbeat
	Swelling of Limbs

	Easily Winded
	Kidney Problems
	Thyroid Disease

	Emphysema
	Leukemia
	Tonsillitis

	Epilepsy
	Liver Disease
	Tuberculosis

	Excessive Bleeding
	Low Blood Pressure
	Tumors

	Fainting Spells/Dizziness
	Lung Disease
	Ulcers

	Frequent Cough
	Mitral Valve Prolapse
	Venereal Disease

	Genital Herpes
	Osteoporosis
	Yellow Jaundice

	Glaucoma
	Pain in Jaw Joints
	



Please list any other Medical Concerns: _____________________________________________
____________________________________________________________________________________________________________________________________________________________
2

