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DR. BETSY TEDMAN
DOCTOR OF DENTAL MEDICINE

New Patient Information

Patient Name:________________________________Nickname:__________________Date of Birth:____________________

Street Address:___________________________________________  City:__________________  State:________ Zip:___________

Spouse Name:_____________________________________  Spouse Address:____________________________________________

Home Phone: ____________________ Work Phone: ________________ Ext: _____Cell Phone:__________________________

Social Security Number: ________________________________________________________ Marital Status:  S  W   M  D

Spouse Social Security Number: __________________________________Spouse Date of Birth: __________________________
Patient Occupation__________________________________________________________________________________

Name and address of Employer________________________________________________________________________

Spouse Employer__________________________________________Address_______________________________________

May we call you on short notice if an opening would occur?    � Yes     � No        Do you smoke or use tobacco? � Yes     � No 


Reason for today’s visit___________________________________________________________________________

Date of last dental visit ____________Date of last dental x-rays ____________Former Dentist________________

Have you ever had?

Pacemaker



� yes
  � no

Artificial Heart Valve
� yes
  � no

Heart Disease



� yes
  � no

Heart Attack   

      � yes
  � no

Cancer




      � yes
  � no

Radiation to head/neck    � yes
  � no       

Organ Transplant

      � yes
  � no

Prolonged Bleeding

� yes
  � no

Jaw pain or “clicking” 
� yes
  � no

Asthma




� yes
  � no

Kidney or Liver Disease � yes
  � no

AIDS/HIV           


� yes
  � no

Joint Replacement

� yes
  � no

Diabetes




� yes
  � no

Hepatitis A,BorC


� yes
  � no

Epilepsy




� yes
  � no

Thyroid Disease


� yes
  � no

High Blood Pressure

� yes
  � no

Emphysema



� yes
  � no

Tuberculosis



� yes
  � no

Frequent Headaches        � yes
  � no

Surgery in the 

   past year



� yes
  � no 

Stroke
                            � yes
  � no 

History of drug abuse     � yes
  � no 

Angina Pectoris              � yes
  � no 

WOMEN:

Are you pregnant?

� yes
  � no

Are you nursing?            � yes
  � no     

Do you take a BCP?       � yes
  � no 


Are you allergic to?

Aspirin


� yes
  � no

Penicillin


� yes
  � no

Novacaine


� yes
  � no

Codeine


� yes
  � no

Latex



� yes
  � no

Dental Anesthetic � Yes   � No

Other Medication Allergies:

________________________________________________________________


Physician’s Name:________________________________Physician’s Phone number:_______________________________

Are you taking any medications now?    � Yes   � No     Are you taking blood thinners now? � Yes   � No  

     If yes, what are they:_______________________________________________________________________________________

     ________________________________________________________________________________________________________

Pharmacy where I fill my prescriptions________________________

Are you on city water, rural water, or well water?_______________________

Who may we thank for referring you to this office?__________________________________________________________________
I understand I am responsible for this account regardless of any insurance.  The submission of claims to your insurance carrier does not guarantee payment.  I understand that I may be charged a 1.5% finance charge per month (18% annually) if my balance goes beyond 90 days.
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