
Kathy Davies, DDS, MS, PA
900 Martin Luther King Jr Blvd, Suite B, Chapel Hill, NC   27514
(919) 967-5099  Fax: (919) 932-6098

Student  Information

Student Name: _________________________________________________________    Date: _______________
                                  Last                                                      First                       MI
      Male    Female   
                                             	
Social Security #: ________________________________   Birth Date: __________________________________

Phone (Home): ________________ (Work): ______________Mobile: ____________  Best time to call: ________

Preferred days to observe:   Morning   M  T  W  Thr 

Address:	__________________________________________________________________________________
                            Street                                                                                                                        Apartment #
	__________________________________________________________________________________
                            City                                                                                  State                                    Zip Code

Referral Information
Is any additional information relative to a different name necessary to check work records? _________________________

Name of person or office referring you to our practice: ______________________________________________________


Emergency Information
Please list name, address and phone number of a person to be notified in case of accident or emergency______________

__________________________________________________________________________________________________

                                                                            Health History Questionnaire
Have your ever had any of the following?  Please check those that apply: 

OVER
	 Anemia

	 Blood Disease

	 Bleeding Problems

	 Clotting Problems

	 Artificial Joints

	 Heart Disease

	 Mitral Valve Prolapse

	 Heart Murmur

	 Pacemaker

	 Stroke

	 Rheumatic Fever

	 High Blood Pressure

	 Low Blood Pressure

	 Diabetes

	 Venereal Disease

	 Hepatitis

	 Arthritis

	 Rheumatism

	 Lung Trouble

	 Asthma

	 Tuberculosis

	 Ulcers

	 Bowel Disease

	 Kidney Disease

	 Excessive Thirst

	 Liver Disease

	 Gland Trouble

	 Bladder Trouble

	 Psychiatric Disorders

	 Glaucoma

	 Sinus Problems

	 Herpes Virus I or II

	 Epilepsy

	 Skin Disease

	 Thyroid Disease

	 Malignancy

	 Radiation Therapy

	 AIDS or HIV

	 Other




Circle the drug(s) you have reacted adversely to:
         Penicillin                Aspirin                Codeine             Valium             Demerol             Versed            Ibuprofen
         
        Antihistamines       Barbiturates         Local Anesthetics                      Antibiotics          Doxycycline    Iodine
         
        Other___________________________________________________________________________________________

Do you have any impairment, physical, mental or medical which would interfere with your ability to observe in our office? 

If yes, explain ________________________________________________________________________________________

When was your last TB test? ______________      We require a TB test with a negative result once a year.

Have you ever tested positive to a TB test? ____________

Have you been vaccinated for Hepatitis B? _______  Date: __________       We require completion of a hepatitis vaccination.

I certify that I have read and understand the above. I will not hold my dentist or any other member of her staff responsible for any errors or omissions I may have made in the completion of this form.



___________________________________________________________________________                           
Signature of student                                                                                          Date                                 
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