
Today’s Date: __________________________
Patient Name: ___________________________________             Single        Married        Divorced        Separate        Widowed    
Date of Birth: ______________________________     E-mail: ___________________________________________
Patient Address: ________________________________________________________________________________
                                              Street                                                                  City/State                                                                  Zip Code

Home Phone: ___________________ Cell Phone: ____________________  Work Phone: ____________________
Employer: ________________________________  Social Security No.: ___________________________________
Dental Insurance Carrier: _______________________________     Insurance No.: __________________________
Spouse Name (If married, otherwise responsible party): ______________________ Spouse Date of Birth: _____________________ 
Spouse Employer: _______________________________  Spouse Work Phone: ____________________________
Spouse Dental Insurance Carrier: __________________________  Insurance No.: ___________________________
Spouse Social Security No.: ______________________________  Have you been a patient in the hospital during the 
past year?      Yes      No     Explain: ________________________________________________________________ 
Are you allergic to (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, aspirin, codeine, latex, or any 
drugs or medications?       Yes      No    Explain: _______________________________________________________
Have you taken any medicines or drugs during the past two years?      Yes      No   Explain:_____________________

CHECK ANY OF THE FOLLOWING WHICH YOU HAVE HAD OR HAVE AT PRESENT:

PATIENT INFORMATION
AND HEALTH HISTORY

Do you need to take pre-medication for dental work due to having artificial joint or heart valve?           
        Yes        No   If Yes, please state reasoning for pre-med: __________________________________________

WOMEN:  Are you pregnant now?      Yes      No   If yes, how far along? __________________________________
Are you presently taking oral contraceptives?    Yes    No    Do you anticipate becoming pregnant?     Yes     No
The information on this page is correct to the best of my knowledge.  I hereby authorize the dental office to administer such medications and 
perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care.  I also understand the use of 
anesthetic agents embodies a certain risk.  The risks include, but are not limited to pain, swelling, bruising and permanent anesthesia.  If I have 
any changes in my health status or if my medicines change, I shall inform the dentist and staff at the next appointment without fail.

Date: ______ Signature: ________________________   ____/____   ______   ____________   ______
                                                Patient or Responsible Party                BP                  P             Reviewed by            Date

MEDICAL UPDATES  I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.
DATE                  EXCEPTIONS                          PATIENT’S SIGNATURE      BP            REVIEWED BY

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

Heart Failure   
Heart Disease or Attack 
Angina Pectoris  
High Blood Pressure   
Heart Murmur  
Rheumatic Fever  
Congenital Heart Lesions 
Scarlet Fever   
Artificial Heart Valve  
Heart Pacemaker   
Heart Surgery                                          
Artificial Joint      
Arthritis 

Anemia  
Stroke  
Kidney Trouble 
Ulcers  
Parkinson’s Disease 
Bruise Easy  
Emphysema  
Cough   
Tuberculosis (TB)  
Asthma    
Hay Fever   
Sinus Trouble  
Allergies or Hives
Diabetes

Thyroid Disease  
X-ray or Cobalt Treatment  
Chemotherapy                                                 
     (Cancer, Leukemia)
Cold Sores
Rheumatism    
Cortisone Medicine   
Glaucoma    
Pain in Jaw Joints   
Psychiatric Treatment   
Alcohol Addiction
AIDS
Hepatitis A (infectious)
Hepatitis B (serum)

Hepatitis C 
Liver Disease
Yellow Jaundice
Blood Transfusion
Drug Addiction
Hemophilia
Venereal Disease (Syphilis, Gonorrhea)                                        
Genital Herpes
Epilepsy or Seizures
Fainting or Dizzy Spells
Nervousness
Sickle Cell Disease
Other please list:

___________________________

IN-OFFICE USE ONLY

Today’s Date: __________________________

Patient Name: ____________________________        Single        Married        Divorced        Separate        Widowed    

Date of Birth: _____________________________     E-mail: ___________________________________

Patient Address: ______________________________________________________________________
Street City/State Zip Code

Home Phone: ________________ Cell Phone: _________________  Work Phone: _________________
Employer: __________________________  Social Security No.: ________________________________
Dental Insurance Carrier: _________________________     Insurance No.: _______________________
Hobbies (Interests): ____________________________________________________________________

Spouse Name (If married, otherwise responsible party): ______________________ Spouse Date of Birth: ____________ 

Spouse Employer: _________________________  Spouse Work Phone: _________________________

Spouse Dental Insurance Carrier: ______________________  Insurance No.: _____________________

Spouse Social Security No.: ___________________

 

Date of last dental exam (approximate): ___________________
Previous dentist’s name: _____________________________  City: ___________________________
Do you have any problems in your mouth now?       Yes      No
Do you feel nervous about having dental treatment       Yes      No      Explain ____________________
Have you ever had a bad experience in the dental office?       Yes      No     Explain _______________
Check any of the following which you experience:

PATIENT INFORMATION
AND HEALTH HISTORY

CONTINUED ON REVERSE

DENTAL HISTORY

Inter dental stimulators
Water jet device
Disclosing tablets or solution
Fluoride supplements

Teeth sensitive to cold, heat, sweets or pressure  Bad breath
Bleeding gums  How long: ________________  Unpleasant taste

 Food impaction Complications from extractions
 Clenching or grinding Periodontal treatment
 Burning of tongue Orthodontic treatment
 Swelling or lumps in mouth Mouth breathing

Frequent blisters on lips or mouth  Oral habits, i.e., fingernail biting, 
 Pain around ear cheek biting, etc.

Unusual sounds in ear while eating  

    Check any of the following that you use:
Cigarettes, pipe or cigar smoking
Texture of toothbrush:     Hard     Soft
Brushing: ______/day
Dental Floss

EDGAR
107 S. 3rd Ave.
Edgar, WI 54426
T: (715) 352-2700
F: (715) 352-2168

MARATHON
601 Main St. PO Box 488
Marathon, WI 54448
T: (715) 443-2247
F: (715) 443-2454

WAUSAU
2110 Grand Ave.
Wausau, WI 54403
T: (715) 842-4111
F: (715) 848-5269

WITTENBERG
202 E. Grand Ave.
Wittenberg, WI 54499
T: (715) 253-3200
F: (715) 253-2866

RIB MOUNTAIN
3103 Hummingbird Rd.
Wausau, WI 54401
T: (715) 845-3200    
F: (715) 842-4369 

Present Physician: _____________________________   Phone Number: ________________________
Are you having any health concerns at this time?      Yes       No  

Explain:__________________________________________________________________________
Have you been a patient in the hospital during the past two years?       Yes      No  

Explain:__________________________________________________________________________
Have you been under the care of a medical doctor during the past two years?      Yes      No   

Explain:__________________________________________________________________________
Have you ever had any excessive bleeding requiring special treatment?      Yes      No  

Explain:__________________________________________________________________________
Are you allergic to (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, aspirin, codeine, 
latex, or any drugs or medications?       Yes      No   Explain:____________________________________ 
Have you taken any medicines or drugs during the past two years?      Yes      No  

Explain:__________________________________________________________________________

Did you take or are you currently taking any bisphosphonates? Generic brand examples: alendronate, 
ibandronate, risedronate, zoledronic acid, Brand Name examples: Fosamax, Boniva, Actonel, Atelvia, Reclast

Check any of the following which you have had or have at present:

Do you need to take pre-medication for dental work due to having artificial joint or heart valve?           
        Yes        No   If Yes, please state reasoning for pre-med: __________________________________

WOMEN:  Are you pregnant now?     Yes      No   If yes, how far along? _______________________
Are you presently taking oral contraceptives?    Yes    No    Do you anticipate becoming pregnant?     Yes     No
The information on this page is correct to the best of my knowledge.  I hereby authorize the dental office to administer such medications and 
perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care.  I also understand the use of 
anesthetic agents embodies a certain risk.  The risks include, but are not limited to pain, swelling, bruising and permanent anesthesia.  If I have 
any changes in my health status or if my medicines change, I shall inform the dentist and staff at the next appointment without fail.

Date: ______ Signature: ________________________   ____/____   ______   ____________   ______
                                                Patient or Responsible Party                BP                  P             Reviewed by            Date

MEDICAL UPDATES  I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.
DATE                  EXCEPTIONS                          PATIENT’S SIGNATURE      BP            REVIEWED BY

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

PATIENT INFORMATION
AND HEALTH HISTORY

Heart Failure   
Heart Disease or Attack 
Angina Pectoris  
High Blood Pressure   
Heart Murmur  
Rheumatic Fever  
Congenital Heart Lesions 
Scarlet Fever   
Artificial Heart Valve  
Heart Pacemaker   
Heart Surgery                                          
Artificial Joint      
Arthritis
Anemia  
 

Stroke  
Kidney Trouble 
Ulcers  
Parkinson’s Disease 
Bruise Easy  
Emphysema  
Cough   
Tuberculosis (TB)  
Asthma    
Hay Fever   
Sinus Trouble  
Allergies or Hives
Diabetes
Thyroid Disease  

X-ray or Cobalt Treatment  
Chemotherapy (Cancer, Leukemia)
Cold Sores
Rheumatism    
Cortisone Medicine   
Glaucoma    
Pain in Jaw Joints   
Psychiatric Treatment   
Alcohol Addiction
AIDS
Hepatitis A (infectious)
Hepatitis B (serum)
Hepatitis C 
Liver Disease

Yellow Jaundice
Blood Transfusion
Drug Addiction
Hemophilia
Venereal Disease (Syphilis, Gonorrhea)                                        
Genital Herpes
Epilepsy or Seizures
Fainting or Dizzy Spells
Nervousness
Sickle Cell Disease
Other please list:

_______________________

_______________________

IN-OFFICE USE ONLY

Social Media     
 If yes, which platform(s): __________________________________________
Newspaper Ad     
 If yes, which newspaper(s): ______________________________________
Phonebook Ad    
 If yes, which phonebook: _______________________________________
Internet Search    
 If yes, which search engine: ___________________________________
Word of Mouth   We would love to know who to thank!  

             Referral Name:  ________________________  Referral Contact:  ________________________

Direct Mail Piece   

 If yes, was it because of the incentive?       yes     no
Local Event/Donation    
 If yes, do you recall what event/donation: _______________________________
Other: 
___________________________________________________________________________________

Please Print Name:  _______________________________

Address:

Phone Number:

Email:

Date:  _______________________________

How did you hear about us or what made you choose Szmanda Dental Center?
please check all that apply

EDGAR
107 S. 3rd Ave.
Edgar, WI 54426
T: (715) 352-2700
F: (715) 352-2168

MARATHON
601 Main St. PO Box 488
Marathon, WI 54448
T: (715) 443-2247
F: (715) 443-2454

WAUSAU
2110 Grand Ave.
Wausau, WI 54403
T: (715) 842-4111
F: (715) 848-5269

WITTENBERG
202 E. Grand Ave.
Wittenberg, WI 54499
T: (715) 253-3200
F: (715) 253-2866

RIB MOUNTAIN
3103 Hummingbird Rd.
Wausau, WI 54401
T: (715) 845-3200    
F: (715) 842-4369 

Patient’s Name                                     Nickname                                 Date of Birth

          LAST                                        FIRST                           INITIAL
Parent’s/Guardian’s Name                                                     Relationship to Patient              School Child Attends

Address
          PO OR MAILING ADDRESS                                        CITY                                         STATE                           ZIP CODE

Phone                                                                                                                                      Sex     M         F
          HOME                                                                           WORK
Parent’s/Guardians Employer                                                 Dental Insurance Carrier          Insurance No.                                                                          

1.   Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time?
       if yes, please list: ______________________________________________________________________________________
2.   Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain:
3.   Is the child allergic to anything else, such as certain foods? If yes, please explain:
4.   How would you describe the child’s eating habits? _____________________________________________________________
5.   Has the child ever had a serious illness? If yes, when: ________________ Please describe:
6.   Has the child ever been hospitalized?
7.   Does the child have a history of any other illnesses? If yes, please list:
8.   Has the child ever received a general anesthetic?
9.   Does the child have any inherited problems?

10.   Does the child have any speech difficulties?
11.   Has the child ever had a blood transfusion?
12.   Is the child physically, mentally, or emotionally impaired?
13.   Does the child experience excessive bleeding when cut?
14.   Is the child currently being treated for any illnesses?
15.   Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit?  Date:
16.   Has the child had any problem with dental treatment in the past?
17.   Has the child ever had dental radiographs (x-rays) exposed?
18.   Has the child ever suffered any injuries to the mouth, head or teeth?
19.   Has the child had any problems with the eruption or shedding of teeth?
20.   Has the child had any orthodontic treatment?
21.   What type of water does your child drink?
22.   Does the child take fluoride supplements?
23.   Is fluoride toothpaste used?
24.   How many times are the child’s teeth brushed per day? __________ When are the teeth brushed?
25.   Does the child suck his/her thumb, fingers or pacifier?
26.   At what age did the child stop bottle feeding? Age __________ Breast feeding? Age  __________ 
27.   Does the child participate in active recreational activities

  ..............................  1.

   ___________________  2.
  ___________________________________  3.

___________________________  5.
.............................................................................................................................................  6.

____________________________________________  7.
..........................................................................................................................  8.

..................................................................................................................................  9.
...................................................................................................................................10.
....................................................................................................................................11.

...............................................................................................................12.
................................................................................................................13.

.......................................................................................................................14.
 ________________15.

...................................................................................................16.
..........................................................................................................17.

..............................................................................................18.
.........................................................................................19.

..................................................................................................................................20.

.......................................................................................................................................22.
.............................................................................................................................................................23.

______________________24.
....................................................................................................................25.

................................................................................................................27.

Have you (the parent/guardian) or the patient had any of the following diseases or problems?...............................     Yes        No
1. Active Tuberculosis   2. Persistent cough greater than a three-week duration   3. Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following:

CHILD HEALTH HISTORY

Anemia
Arthritis
Asthma
Bladder
Bleeding disorders
Bones/Joins

Cancer
Cerebral Palsy
Chicken Pox
Chronic Sinusitis
Diabetes
Ear Aches

Epilepsy
Fainting
Growth Problems
Hearing
Heart
Hepatitis

HIV +/AIDS
Immunizations
Kidney
Latex Allergy
Liver
Measles

Mononucleosis
Mumps
Pregnancy (teens)
Rheumatic Fever
Seizures
Sickle Cell

Thyroid
Tobacco/Drug Use
Tuberculosis
Venereal Disease
Other __________

Name of Child’s Physician ___________________________________________________      Phone _________________

Is this your childs first trip to the dentist?        Y        N      If no, please list previous dental office _______________________

                Approximate date of last visit ______________________________

Y            N

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.  
I certify that I have read and understand the above.  I acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.  I will not hold
 my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form.

Parent’s/Guardian’s Signature _________________________________________________________________________________        Date:  _______________________________

For Office Use Only -  Dentist Comments: _________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________

    Medical Alert              Premedication           Allergies           Anesthesia              Reviewed by: ___________________________________   Date:  _____________________________

Y            N
Y            N

Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N

Y            N
Y            N
Y            N
Y            N

Y            N

Date: ______ Signature: ________________________   ____/____   ______   ____________   ______
                                                Patient or Responsible Party                BP                  P             Reviewed by            Date
MEDICAL UPDATES

I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.
DATE                  EXCEPTIONS                          PATIENT’S SIGNATURE      BP            REVIEWED BY
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________

CHILD HEALTH HISTORY
DENTAL HISTORY FORMVersion June 16, 2015



Today’s Date: __________________________
Patient Name: ___________________________________             Single        Married        Divorced        Separate        Widowed    
Date of Birth: ______________________________     E-mail: ___________________________________________
Patient Address: ________________________________________________________________________________
                                              Street                                                                  City/State                                                                  Zip Code

Home Phone: ___________________ Cell Phone: ____________________  Work Phone: ____________________
Employer: ________________________________  Social Security No.: ___________________________________
Dental Insurance Carrier: _______________________________     Insurance No.: __________________________
Spouse Name (If married, otherwise responsible party): ______________________ Spouse Date of Birth: _____________________ 
Spouse Employer: _______________________________  Spouse Work Phone: ____________________________
Spouse Dental Insurance Carrier: __________________________  Insurance No.: ___________________________
Spouse Social Security No.: ______________________________  Have you been a patient in the hospital during the 
past year?      Yes      No     Explain: ________________________________________________________________ 
Are you allergic to (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, aspirin, codeine, latex, or any 
drugs or medications?       Yes      No    Explain: _______________________________________________________
Have you taken any medicines or drugs during the past two years?      Yes      No   Explain:_____________________

CHECK ANY OF THE FOLLOWING WHICH YOU HAVE HAD OR HAVE AT PRESENT:

PATIENT INFORMATION
AND HEALTH HISTORY

Do you need to take pre-medication for dental work due to having artificial joint or heart valve?           
        Yes        No   If Yes, please state reasoning for pre-med: __________________________________________

WOMEN:  Are you pregnant now?      Yes      No   If yes, how far along? __________________________________
Are you presently taking oral contraceptives?    Yes    No    Do you anticipate becoming pregnant?     Yes     No
The information on this page is correct to the best of my knowledge.  I hereby authorize the dental office to administer such medications and 
perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care.  I also understand the use of 
anesthetic agents embodies a certain risk.  The risks include, but are not limited to pain, swelling, bruising and permanent anesthesia.  If I have 
any changes in my health status or if my medicines change, I shall inform the dentist and staff at the next appointment without fail.

Date: ______ Signature: ________________________   ____/____   ______   ____________   ______
                                                Patient or Responsible Party                BP                  P             Reviewed by            Date

MEDICAL UPDATES  I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.
DATE                  EXCEPTIONS                          PATIENT’S SIGNATURE      BP            REVIEWED BY

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

Heart Failure   
Heart Disease or Attack 
Angina Pectoris  
High Blood Pressure   
Heart Murmur  
Rheumatic Fever  
Congenital Heart Lesions 
Scarlet Fever   
Artificial Heart Valve  
Heart Pacemaker   
Heart Surgery                                          
Artificial Joint      
Arthritis 

Anemia  
Stroke  
Kidney Trouble 
Ulcers  
Parkinson’s Disease 
Bruise Easy  
Emphysema  
Cough   
Tuberculosis (TB)  
Asthma    
Hay Fever   
Sinus Trouble  
Allergies or Hives
Diabetes

Thyroid Disease  
X-ray or Cobalt Treatment  
Chemotherapy                                                 
     (Cancer, Leukemia)
Cold Sores
Rheumatism    
Cortisone Medicine   
Glaucoma    
Pain in Jaw Joints   
Psychiatric Treatment   
Alcohol Addiction
AIDS
Hepatitis A (infectious)
Hepatitis B (serum)

Hepatitis C 
Liver Disease
Yellow Jaundice
Blood Transfusion
Drug Addiction
Hemophilia
Venereal Disease (Syphilis, Gonorrhea)                                        
Genital Herpes
Epilepsy or Seizures
Fainting or Dizzy Spells
Nervousness
Sickle Cell Disease
Other please list:

___________________________

IN-OFFICE USE ONLY

Today’s Date: __________________________

Patient Name: ____________________________        Single        Married        Divorced        Separate        Widowed    

Date of Birth: _____________________________     E-mail: ___________________________________

Patient Address: ______________________________________________________________________
                                              Street                                                                  City/State                                                                  Zip Code

Home Phone: ________________ Cell Phone: _________________  Work Phone: _________________
Employer: __________________________  Social Security No.: ________________________________
Dental Insurance Carrier: _________________________     Insurance No.: _______________________
Hobbies (Interests): ____________________________________________________________________

Spouse Name (If married, otherwise responsible party): ______________________ Spouse Date of Birth: ____________ 

Spouse Employer: _________________________  Spouse Work Phone: _________________________

Spouse Dental Insurance Carrier: ______________________  Insurance No.: _____________________

Spouse Social Security No.: ___________________

 

Date of last dental exam (approximate): ___________________
Previous dentist’s name: _____________________________  City: ___________________________
Do you have any problems in your mouth now?       Yes      No
Do you feel nervous about having dental treatment       Yes      No      Explain ____________________
Have you ever had a bad experience in the dental office?       Yes      No     Explain _______________
Check any of the following which you experience:

PATIENT INFORMATION
AND HEALTH HISTORY

CONTINUED ON REVERSE

DENTAL HISTORY

 Inter dental stimulators
 Water jet device
 Disclosing tablets or solution
 Fluoride supplements

 Teeth sensitive to cold, heat, sweets or pressure   Bad breath
 Bleeding gums  How long: ________________   Unpleasant taste
 Food impaction        Complications from extractions
 Clenching or grinding       Periodontal treatment
 Burning of tongue        Orthodontic treatment
 Swelling or lumps in mouth      Mouth breathing
 Frequent blisters on lips or mouth     Oral habits, i.e., fingernail biting, 
 Pain around ear        cheek biting, etc.
 Unusual sounds in ear while eating      

    Check any of the following that you use:
 Cigarettes, pipe or cigar smoking
 Texture of toothbrush:     Hard     Soft
 Brushing: ______/day
 Dental Floss

EDGAR
107 S. 3rd Ave.
Edgar, WI 54426
T: (715) 352-2700
F: (715) 352-2168

MARATHON
601 Main St. PO Box 488
Marathon, WI 54448
T: (715) 443-2247
F: (715) 443-2454

WAUSAU
2110 Grand Ave.
Wausau, WI 54403
T: (715) 842-4111
F: (715) 848-5269

WITTENBERG
202 E. Grand Ave.
Wittenberg, WI 54499
T: (715) 253-3200
F: (715) 253-2866

RIB MOUNTAIN
3103 Hummingbird Rd.
Wausau, WI 54401
T: (715) 845-3200    
F: (715) 842-4369 

Present Physician: _____________________________   Phone Number: ________________________
Are you having any health concerns at this time?      Yes       No  

Explain:__________________________________________________________________________
Have you been a patient in the hospital during the past two years?       Yes      No  

Explain:__________________________________________________________________________
Have you been under the care of a medical doctor during the past two years?      Yes      No   

Explain:__________________________________________________________________________
Have you ever had any excessive bleeding requiring special treatment?      Yes      No  

Explain:__________________________________________________________________________
Are you allergic to (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, aspirin, codeine, 
latex, or any drugs or medications?       Yes      No   Explain:____________________________________ 
Have you taken any medicines or drugs during the past two years?      Yes      No  

Explain:__________________________________________________________________________

Did you take or are you currently taking any bisphosphonates? Generic brand examples: alendronate, 
ibandronate, risedronate, zoledronic acid, Brand Name examples: Fosamax, Boniva, Actonel, Atelvia, Reclast

Check any of the following which you have had or have at present:

Do you need to take pre-medication for dental work due to having artificial joint or heart valve?           
        Yes        No   If Yes, please state reasoning for pre-med: __________________________________

WOMEN:  Are you pregnant now?     Yes      No   If yes, how far along? _______________________
Are you presently taking oral contraceptives?    Yes    No    Do you anticipate becoming pregnant?     Yes     No
The information on this page is correct to the best of my knowledge.  I hereby authorize the dental office to administer such medications and 
perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care.  I also understand the use of 
anesthetic agents embodies a certain risk.  The risks include, but are not limited to pain, swelling, bruising and permanent anesthesia.  If I have 
any changes in my health status or if my medicines change, I shall inform the dentist and staff at the next appointment without fail.

Date: ______ Signature: ________________________   ____/____   ______   ____________   ______
 Patient or Responsible Party  BP P             Reviewed by            Date

MEDICAL UPDATES  I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.
DATE                  EXCEPTIONS PATIENT’S SIGNATURE      BP            REVIEWED BY

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

_________ _________________________NONE     ______________________________   _____/_____   ________________

PATIENT INFORMATION
AND HEALTH HISTORY

Heart Failure  
Heart Disease or Attack 
Angina Pectoris 
High Blood Pressure  
Heart Murmur  
Rheumatic Fever 
Congenital Heart Lesions 
Scarlet Fever  
Artificial Heart Valve  
Heart Pacemaker 
Heart Surgery                       
Artificial Joint  
Arthritis
Anemia 

Stroke  
Kidney Trouble 
Ulcers  
Parkinson’s Disease 
Bruise Easy  
Emphysema  
Cough  
Tuberculosis (TB) 
Asthma  
Hay Fever 
Sinus Trouble  
Allergies or Hives
Diabetes
Thyroid Disease 

X-ray or Cobalt Treatment
Chemotherapy (Cancer, Leukemia)
Cold Sores
Rheumatism
Cortisone Medicine
Glaucoma
Pain in Jaw Joints
Psychiatric Treatment  
Alcohol Addiction
AIDS
Hepatitis A (infectious)
Hepatitis B (serum)
Hepatitis C
Liver Disease

Yellow Jaundice
Blood Transfusion
Drug Addiction
Hemophilia
Venereal Disease (Syphilis, Gonorrhea)
Genital Herpes
Epilepsy or Seizures
Fainting or Dizzy Spells
Nervousness
Sickle Cell Disease
Other please list:

_______________________

_______________________

IN-OFFICE USE ONLY

Social Media     
 If yes, which platform(s): __________________________________________
Newspaper Ad     
 If yes, which newspaper(s): ______________________________________
Phonebook Ad    
 If yes, which phonebook: _______________________________________
Internet Search    
 If yes, which search engine: ___________________________________
Word of Mouth   We would love to know who to thank!  

             Referral Name:  ________________________  Referral Contact:  ________________________

Direct Mail Piece   

 If yes, was it because of the incentive?       yes     no
Local Event/Donation    
 If yes, do you recall what event/donation: _______________________________
Other: 
___________________________________________________________________________________

Please Print Name:  _______________________________

Address:

Phone Number:

Email:

Date:  _______________________________

How did you hear about us or what made you choose Szmanda Dental Center?
please check all that apply

EDGAR
107 S. 3rd Ave.
Edgar, WI 54426
T: (715) 352-2700
F: (715) 352-2168

MARATHON
601 Main St. PO Box 488
Marathon, WI 54448
T: (715) 443-2247
F: (715) 443-2454

WAUSAU
2110 Grand Ave.
Wausau, WI 54403
T: (715) 842-4111
F: (715) 848-5269

WITTENBERG
202 E. Grand Ave.
Wittenberg, WI 54499
T: (715) 253-3200
F: (715) 253-2866

RIB MOUNTAIN
3103 Hummingbird Rd.
Wausau, WI 54401
T: (715) 845-3200    
F: (715) 842-4369 

Patient’s Name                                     Nickname                                 Date of Birth

          LAST                                        FIRST                           INITIAL
Parent’s/Guardian’s Name                                                     Relationship to Patient              School Child Attends

Address
          PO OR MAILING ADDRESS                                        CITY                                         STATE                           ZIP CODE

Phone                                                                                                                                      Sex     M         F
          HOME                                                                           WORK
Parent’s/Guardians Employer                                                 Dental Insurance Carrier          Insurance No.                                                                          

1.   Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time?
       if yes, please list: ______________________________________________________________________________________
2.   Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain:
3.   Is the child allergic to anything else, such as certain foods? If yes, please explain:
4.   How would you describe the child’s eating habits? _____________________________________________________________
5.   Has the child ever had a serious illness? If yes, when: ________________ Please describe:
6.   Has the child ever been hospitalized?
7.   Does the child have a history of any other illnesses? If yes, please list:
8.   Has the child ever received a general anesthetic?
9.   Does the child have any inherited problems?

10.   Does the child have any speech difficulties?
11.   Has the child ever had a blood transfusion?
12.   Is the child physically, mentally, or emotionally impaired?
13.   Does the child experience excessive bleeding when cut?
14.   Is the child currently being treated for any illnesses?
15.   Is this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit?  Date:
16.   Has the child had any problem with dental treatment in the past?
17.   Has the child ever had dental radiographs (x-rays) exposed?
18.   Has the child ever suffered any injuries to the mouth, head or teeth?
19.   Has the child had any problems with the eruption or shedding of teeth?
20.   Has the child had any orthodontic treatment?
21.   What type of water does your child drink?
22.   Does the child take fluoride supplements?
23.   Is fluoride toothpaste used?
24.   How many times are the child’s teeth brushed per day? __________ When are the teeth brushed?
25.   Does the child suck his/her thumb, fingers or pacifier?
26.   At what age did the child stop bottle feeding? Age __________ Breast feeding? Age  __________ 
27.   Does the child participate in active recreational activities

  ..............................  1.

   ___________________  2.
  ___________________________________  3.

___________________________  5.
.............................................................................................................................................  6.

____________________________________________  7.
..........................................................................................................................  8.

..................................................................................................................................  9.
...................................................................................................................................10.
....................................................................................................................................11.

...............................................................................................................12.
................................................................................................................13.

.......................................................................................................................14.
 ________________15.

...................................................................................................16.
..........................................................................................................17.

..............................................................................................18.
.........................................................................................19.

..................................................................................................................................20.

.......................................................................................................................................22.
.............................................................................................................................................................23.

______________________24.
....................................................................................................................25.

................................................................................................................27.

Have you (the parent/guardian) or the patient had any of the following diseases or problems?...............................     Yes        No
1. Active Tuberculosis   2. Persistent cough greater than a three-week duration   3. Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.
Has the child had any history of, or conditions related to, any of the following:

CHILD HEALTH HISTORY

Anemia
Arthritis
Asthma
Bladder
Bleeding disorders
Bones/Joins

Cancer
Cerebral Palsy
Chicken Pox
Chronic Sinusitis
Diabetes
Ear Aches

Epilepsy
Fainting
Growth Problems
Hearing
Heart
Hepatitis

HIV +/AIDS
Immunizations
Kidney
Latex Allergy
Liver
Measles

Mononucleosis
Mumps
Pregnancy (teens)
Rheumatic Fever
Seizures
Sickle Cell

Thyroid
Tobacco/Drug Use
Tuberculosis
Venereal Disease
Other __________

Name of Child’s Physician ___________________________________________________      Phone _________________

Is this your childs first trip to the dentist?        Y        N      If no, please list previous dental office _______________________

                Approximate date of last visit ______________________________

Y            N

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.  
I certify that I have read and understand the above.  I acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.  I will not hold
 my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that I may have made in the completion of this form.

Parent’s/Guardian’s Signature _________________________________________________________________________________        Date:  _______________________________

For Office Use Only -  Dentist Comments: _________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________

    Medical Alert              Premedication           Allergies           Anesthesia              Reviewed by: ___________________________________   Date:  _____________________________

Y            N
Y            N

Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N
Y            N

Y            N
Y            N
Y            N
Y            N

Y            N

Date: ______ Signature: ________________________   ____/____   ______   ____________   ______
                                                Patient or Responsible Party                BP                  P             Reviewed by            Date
MEDICAL UPDATES

I have read my MEDICAL HISTORY and confirm that it adequately states past and present conditions.
DATE                  EXCEPTIONS                          PATIENT’S SIGNATURE      BP            REVIEWED BY
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________
_________ _________________________NONE     ______________________________   _____/_____   ________________

CHILD HEALTH HISTORY
DENTAL HISTORY FORMVersion June 16, 2015
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