MASSAPEQUA PARK DENTAL
PATIENT HEALTH AND HISTORY RECORD

NAME:  ________________________________________________              SEX:    M _____  F _____

ADDRESS:  _________________________________________________________________________

CITY: __________________________________ STATE __________  ZIPCODE __________________

HOME PHONE#:  ___________________WORK#:  __________________ CELL#: _________________

BIRTHDATE:  _____________________  AGE ________  SS#:  _______________________________

EMPLOYER & ADDRESS:  ______________________________________________________________

MARITAL STATUS:   (PLEASE CIRCLE ONE)    SINGLE   –   MARRIED   –   WIDOWED   –   DIVORCED

E-MAIL ADDRESS:  _________________________________________________________________________________
REFERRED BY: ______________________________________________________________________
DENTAL INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY:
Insurance Co. Name:  _________________________________  Employer:  _______________________
Insured Name:  _____________________________________     Date of Birth:  ___________________ 
Ins. ID #:   ______________________   SS#:  ______-_____-_______     Group#: ________________

SECONDARY INSURANCE COMPANY: (IF APPLICABLE)

Insurance Co. Name:  _________________________________  Employer:  _______________________
Insured Name:  _____________________________________     Date of Birth:  ___________________ 
Ins. ID #:   ______________________   SS#:  ______-_____-_______     Group#: ________________

DENTAL HEALTH INFORMATION 

Reason for visit: _______________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

When was your last dental visit?  ___________________ 
Were x-rays taken? Yes / No  

Name of Previous Dentist:  ________________________________________________________________

Have you ever had any complications from dental treatment?  Yes  /  No 

If yes, please explain:  __________________________________________________________________

Are you apprehensive about dental treatment?  Yes / No   

If yes, Please explain:  ___________________________________________________________________________ 
How often do you brush your teeth?  ______per day // How often do you floss your teeth?  _________per day

PLEASE CIRCLE“YES OR NO” TO THE FOLLOWING QUESTIONS:

Did you ever wear braces?  Yes / No



Do you wear dentures?  Yes / No





Have you had any Periodontal treatment?  Yes / No     
Do your gums bleed, or feel tender or irritated? Yes / No

Do you use an electric toothbrush?  Yes / No

Do you use mouthwash or oral rinses? Yes / No
Do you experience bad breath? Yes / No                      
Do you clench or grind your teeth?  Yes / No
Do you experience dry mouth?  Yes / No


Do you have a clicking or difficulty when chewing? Yes / No

Does food get caught between your teeth? Yes / No

Do you avoid any areas when brushing?  Yes / No


Do you smoke or chew tobacco? Yes / No (circle which ones)   Have you ever had any trauma to any of your teeth?  Yes / No
Have any sensitivity to hot/cold/sweets/biting pressure?
Have you ever whitened your teeth? Yes / No

Do you have any missing teeth?  ___________________
Do you wear any removable dental appliances? ____________

Are you unhappy with the appearance of your teeth?  _____________________________________________________

If yes, why?  __________________________________________________________________________________

_____________________________________________________________________________________________

_________________________________________________________________________
Consent – To the best of my knowledge, all of the preceding information is correct and I will inform this practice of any changes.  I also consent to allow this practice to contact my healthcare provider(s) and to have the patient’s health information released to aid in my care and treatment.  I also hereby consent to allow diagnosis, proper health care and treatment to be performed until further notice.

Signature:  _________________________________  Date:  ____ /____ /2022
MEDICAL HEALTH INFORMATION

Primary Care Physician & Address:   _________________________________________________________

Date of your last medical examination/physical:  ________________________________________________

*** Please circle any of the following which you have or may have at the present time  ***
Allergy to Amoxicillin                               
Drug Addiction                   

Mental Disorders
Allergy to Latex



Endocrine Disorder                

Mitral Valve Pro Lapse
Allergy to Penicillin                                 
Epilepsy                                         
Neurosis
Anemia                                                           
Epistaxis (nose bleeds)                 
Pacemaker
Angina Pectoris                                              
Fainting Spells                           
Pain in Jaw Joint
Arthritis                                                          
Glaucoma



Respiratory Problems
Artificial Heart Valve                                     Hay Fever                                     
Rheumatism
Artificial Joint                                                
Heart Disease or Attack                 
Scoliosis
Asthma                    



Heart Failure                                   
Seizures




Blood or Bleeding Disorder                       
Heart Murmur                          
Sinus Problems                                      
Blood Transfusion                                          Heart Pacemaker                             
Stomach Ulcers
Bone Disorder                                                Heart Surgery                                   
Stroke
Breathing Difficulties                                     High Blood Pressure                           Tuberculosis (TB)
Cancer




            Hip Replacement                     
Thyroid Disease
Cold Sores                                                      HIV Positive



Venereal Disease
Congenial Heart Disease                              
Hyperactivity



X-Ray Treatment (not diagnostic) 

Convulsions                                  

Jaundice
Coumadin Rx 




Kidney Problems                                 Other _____________________
Damaged Heart Valve



Knee Replacement      
   
Diabetes 




Leukemia             
Dizziness 




Liver Problems                                    Other _____________________
                                            
          


IF NONE OF THE ABOVE, PLEASE CIRCLE:  
NONE OF THE ABOVE 
 
Please elaborate on any items checked: _________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
What medications are you currently taking?  __________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Are you allergic to or have you reacted adversely to any medications?      Yes / No   

If yes, please list them __________________________________________________________________

____________________________________________________________________________________

__________________________________________________________________
NOTICE OF PRIVACY ACKNOWLEDGEMENT
 
 
MASSAPEQUA PARK DENTAL
 
 
I understand that under the Health Insurance Portability & Accountability Act of 1996(“HIPPA”),
I have certain rights to privacy regarding my protected health information. I understand that this
information can and will be used to :
 
• Conduct, plan and direct my treatment and follow-up
   among the multiple healthcare providers who may be
   involved in that treatment directly and indirectly.
 
• Obtain payment from third party payers.
 
• Conduct normal healthcare operation such as quality
   assessments and physician certifications.
 
I have received, read and understand your Notice Of Privacy Practices containing a more
complete description of uses and disclosures of my health information. I understand that this
organization has the right to change its Notice Of Privacy Practices from time to time and that I
may contact this organization at any time at the address above to obtain a current copy of the
Notice Of Private Practices.
 
I understand that I may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. I also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.
 
 
 
 
 
 
Signature:  _________________________________  Date:  ____ /____ /2022
 Record Request Form
 
 
I ________________________________________________,  hereby request
                                      Patient’s Name
 
that ALL dental records/x-rays from ______________________________________
           




                   Previous Dentist Name
 
 

  
Be emailed or forwarded to:        Massapequa Park Dental






        Dr. David Lorenzo






       1035 Park Blvd., Suite 2A





                Massapequa Park, N.Y. 11762






      (516) 799-1155






     MassapequaParkDental@gmail.com 
 
 
 Thank you for your anticipated cooperation.
 
 

 
 Signature:  _________________________________  Date:  ____ /____ /2022
 
 
 
 
