Nazanin Morshedi DDS   3505 Alma Street  Palo Alto, CA 94306  (650) 494-1122 or fax (650) 493-1146
Name________________________   Birthdate __________________Age___________SS# ______________________
​​​​Home Address ____________________________________City _____________________State________Zip______________
Phone _______________________Work __________________________ Cell  __________________________
Dental Insurance ________________________________Group plan#_______________ Referred by__________________
Person financially responsible ___________________Relationship to you ___________ SS#_________________________
Your occupation _____________________Employer_____________________ Spouse name_________________________
Person to contact in case of an emergency _________________________________Phone___________________________
Medical History
Physician ___________________ Address _____________________________________Phone __________________________
Are you in good health? ____ If no, explain____________________________________________________________________
Do you have en existing illness? ____ If yes, explain ____________________________________________________________
Have you been hospitalized in the past two years? ___ If yes, explain _______________________________________________
Do you bleed excessively when cut? ____ Do you smoke? ____ If yes, how much? ____________________________________
Are you taking any medication, pills or drugs? ____ if yes, please list: _______________________________________________
________________________________________________________________________________________________________                          

Are there any known allergies to food or drugs?   If so, please list.              ________________________________________________________________________________________________________
Do you now have, or have you had any of the following? (if yes, describe under remarks.)
                                         yes  no                                                     yes  no
Allergies                             __   __                       Heart murmur           __   __
Abnormal bleeding              __   __                        Heart problems         __   __

Abnormal blood pressure     __   __                        Hepatitis                  __   __               
Anemia                              __   __                        Kidney problems       __   __

Asthma                              __   __                        Measles                   __   __
Blood disorders                   __   __                        Mumps                    __   __
Cancer                               __   __                        Rheumatic fever       __   __
Chicken Pox                        __   __                       Thyroid disorders      __   __
Diabetes                             __   __                       Tuberculosis (TB)      __   __                                               
 Epilepsy                             __   __                       Aids or HIV positive   __   __
Headaches/Migraines           __   __                       Stroke                      __   __
High blood pressure             __   __                       Arthritis                    __   __

Tumor history                      __   __                       Nervous disorders     __   __
Radiation Treatment             __   __                      Are you pregnant       __   __

Have you ever used Fen-PHen   __   __

Are there any other illnesses of disorders? ____________________________________________________________________
Dental History
Do you have any present dental complaints? _____ What? _______________________________________________________
When was your last full mouth X-ray taken? _____________________ Where? ______________________________________
When was your last cleaning? ________________________________ Where? ______________________________________
Have you ever been instructed in the prevention of decay? ______________________________________________________
Have you ever been instructed in caring for your gums?_________________________________________________________
Remarks

__________________________________________________________________________________________
__________________________________________________________________________________________

I consent to whatever dental procedures and anesthetics are necessary for the treatment of the above named patient. 

I also agree to assume full financial responsibility for all treatment rendered.

Signature ______________________________________Date_____________

