Welcome!

Thank you for choosing Dr. James E. Montgomery, DDS to for your dental needs!
Our goal is to ensure your utmost comfort and satisfaction. If there is anything that
we can do to make your visit more comfortable, please let us know.

Unfortunately, we do not accept insurance payments at this time. However, we will
be happy to file your insurance claim for you and have the insurance payment sent
directly to you.

PATIENT INFORMATION:

NAME: TODAY’S DATE:

FIRST Ml LAST
BIRTHDATE:; / / SOCIAL SECURITY #: — —
CELL PHONE #: ( ) - OTHER CONTACT #: ( ) —
HOME ADDRESS: CITY:
STATE: ZIP: E-MAIL ADDRESS:

CHECK APPROPRIATE BOX(ES) : [ | MINOR [ ] SINGLE | |MARRIED [ | STUDENT

SPOUSE/PARENT’S NAME(S): PHONE #: ( ) -

EMPLOYER: STATE: ZIP:

PERSON TO CONTACT IN CASE OF EMERGENCY:

RELATIONSHIP: PHONE #: ( ) —

HOw DID YOU HEAR ABOUT US? D YELLOWPAGES (ONLINE OR PRINT) D INTERNET AD

[ JoURWEBSITE | | WORD OF MOUTH | | OTHER:

WHOM MAY WE THANK FOR REFERRING YOU?

PERSON RESPONSIBLE FOR THIS ACCOUNT: SELF / OTHER:

RELATIONSHIP: PHONE #: ( ) —

ADDITIONAL INFORMATION:

PREFERRED PHARMACY: PUBLIX / WALMART / WALGREENS / CVS / OTHER:

LOCATED IN (CITY):

PHARMACY TELEPHONE NUMBER: ( ) -

CONSENT. |HEREBY AUTHORIZE DR. JAMES E. MONTGOMERY. DDS TO USE THE HEALTH

INFORMATION | PROVIDE ON THE FOLLOWING PAGE FOR MY DENTAL TREATMENT.

SIGNATURE OF PATIENT OR PARENT (IF MINOR) DATE



MEDICAL HISTORY

DO YOU HAVE ANY GENERAL HEALTH PROBLEMS AT
THIS TIME? IF YOU DO, PLEASE SPECIFY:

ARE YOU PRESENTLY UNDER A PHYSICIAN’S CARE? IF
YES, FOR WHAT REASON?

HAVE YOU BEEN HOSPITALIZED WITHIN THE PAST FIVE
YEARS? IF YES, FOR WHAT REASON?

HAVE YOU HAD RADIATION OR CHEMOTHERAPY? IF
YES, FOR WHAT REASON?

ARE YOU CURRENTLY TAKING ANY DRUGS OR
MEDICATIONS? IF YES, WHAT ARE YOU TAKING, HOW
MUCH, HOW FREQUENTLY. (THIS INCLUDES ASPIRIN,
ETC.)

ARE YOU ALLERGIC TO ANY MEDICATIONS? IF YES,
LIST ALL.

HAVE YOU BEEN TESTED FOR HIV? IF YES, WHAT WERE
THE RESULTS?

ARE YOU ON A SPECIAL DIET?

ARE YOU OR HAVE YOU EVER BEEN AFFLICTED WITH
ANY OF THE FOLLOWING:

] ALLERGIES

FAINTING SPELLS

EAR PROBLEMS

TOBACCO USE

HIGH BLOOD PRESSURE
HEALING PROBLEMS
VENEREAL DISEASE

LUNG, BREATHING PROBLEMS

Oogdoon

ARE YOU EXPERIENCING ANY DENTAL DISCOMFORT
AT THIS TIME? IF YES, WHERE AND FOR HOW LONG?

DO YOU GRIND YOUR TEETH?
DO YOUR GUMS BLEED, ARE SWOLLEN OR IRRITATED?

HAS A DENTAL VISIT EVER BEEN VERY UNPLEASANT?

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

] DIABETES

[ ] GLAUCOMA

] EPILEPSY

] HEPATITIS

[ ] HEART AILMENTS

(MURMERS)
] MENTAL DISORDER

] NERVOUS DISORDER

YES NO
YES NO
YES NO
YES NO



