AG Dental Group





Mario Kenneth Garcia, DDS

6641-A South Dixie Hwy. Miami , FL.  33143

 

Jacqueline R. Alvarez, DDS
Tel: 305-667-0306

 Welcome

Patient Information:                                                                    Today’s Date:______________

Name: ____________________________ DOB: __________Age:______ SS#___________________ M□ F□

Address: ____________________________________ City:______________ ST:________ Zip:_____________

Home Ph:___________________ Cell:_________________ E-Mail:_____________________@____________

At what number would you like to be called?_____________________ 
Employer Information:

Employer:______________________________ Occupation:_____________________ Phone:________________

Employer Address:_____________________________  How Long:____________

Emergency Contact Information:

Emergency Contact Person:_______________________ Phone:__________________ Relation:______________

Medical Condition (Please Mark):

Are you in good health?     Yes□  No□
Do you smoke?                   Yes□  No□

Do you need to take any medications before your dental treatment?    Yes□  No□

Do you need to stop taking any medications before your dental treatment?  Yes□  No□

Are you taking any medications?  Yes□   No□ 

Please name medications presently taking prescribed by your doctor and for what:__________________________

___________________, ____________________,___________________,____________________,___________

Are you taking any medications not prescribed by your doctor:______________________,__________________,

____________________,_____________________.

Are you taking Birth Control Pills? Yes□  No□    Are you pregnant?   Yes□  No□   If yes, how many weeks?______

Physician’s Information:

Physician’s Name:___________________________ City:__________________ Phone:_____________________

Are you currently under a physician’s care?  Yes□  No□  For what type of treatment?_______________________

Are you under a specialist care? Yes□  No□  For what type of treatment?_________________________________

Are you taking any of the following medications?

Aspirin  □  Motrin □  Advil  □  Ibuprophen  □  Coumadin  □  Plavix   □   Blood Thinner   □  Fosomax □

Are you allergic to?

Aspirin □ Dental Anesthetics □ Tetracycline □ Ibuprophren  □ Latex □ Penicillin □ Tylenol □ Codeine □

Amoxicillin □ Pain Killers □ Hydrocodone □ Erythromycin □ Oxicodone □ Clyndamycin □ 
Food and Dyes (Name)_________________________  Medications(Name)_______________________________

Please mark any of the following that you have or may have had:
Stroke                                 Yes   No              Chest Pain(angina)            Yes   No        Mitro Valve Prolapse     Yes   No
Open Heart Surgery           Yes   No              Stents-Angioplasty            Yes   No        Rheumatic Fever             Yes   No                                            

Heart Trouble                     Yes   No              Pacemaker                          Yes   No                                             
Congenital Heart Defect    Yes   No              Heart Murmur                Yes   No

_________________________________________________________________________________________________

Chemo-Therapy                   Yes   No       Birth Defects                          Yes   No         Drug Dependency           Yes   No

Hearing Disorder                   Yes   No
  Head And Neck Condition   Yes   No         Alcohol Dependency       Yes   No        
 Radiation Therapy                Yes   No          Face Injuries                     Yes   No
Growth and Tumors           Yes   No

Cancer                                 Yes   No     

________________________________________________________________________________________________                                                                      
Blood Transfusion            Yes   No        Bruise Easily                    Yes   No         AIDS                                 Yes   No             
Fainting Episode               Yes   No       Dizziness                          Yes   No         Diabetes                             Yes   No             
Fever Blisters                    Yes   No       Blood Disease               Yes   No       Anemia                               Yes   No
Hemophilia                       Yes   No       HIV                                Yes   No        Blood Sugar ___High/___Low
Jaundice(Yellow)          Yes   No     Sickle Cell Disease         Yes   No       Hepatitis A___B___C___   Yes   No
Blood Pressure  ____High/____ Low _________________________________________________________________________________________________

Asthma                            Yes   No      Nervous Disorder                Yes   No
Lung Disorder                        Yes   No
 Emphysema                    Yes   No
Psychiatric Condition           Yes  No
Difficulty Breathing               Yes   No            
Tuberculosis                    Yes   No
Emotional Disorder              Yes   No
Sinus Condition                   Yes   No
Epilepsy                            Yes   No
Liver Disorder                      Yes   No
Herpes                              Yes   No     
Pneumonia                           Yes   No
Shingles                            Yes   No
__________________________________________________________________________________________________

Liver Disorder                    Yes   No       Partial Or Total Blindness     Yes   No       Stomach Disorder              Yes   No
Kidney Surgery                  Yes   No       Glaucoma                           Yes   No     Stomach Ulcer                  Yes   No

Dialysis                               Yes   No       Intestine-Colon Disorder       Yes   No      kidney Disorder                  Yes   No  
Colitis                                  Yes   No       Liver Surgery                       Yes   No 

__________________________________________________________________________________________________ 
Artificial Joints                    Yes   No         Endocrine Disorder               Yes   No         

Bone and Joint Disorders  Yes   No         Thyroid Disorder                 Yes   No         

Osteoporosis                       Yes   No        Arthritis                                   Yes   No     
 None of the above illnesses applies to me □    For staff use: Reviewed By:_______________ Date_________

Any Change In Medical History?  YES    NO     Date:_____________        Initial:__________
Any Change In Medical History?   YES    NO    Date:_____________        Initial:__________
Any Change In Medical History?   YES    NO    Date:_____________        Initial:__________
Dental History
Are you having any dental problems now?       □ Yes   No  □ 

Describe your dental problem:_________________________________________________________________________

How long since your last dental visit? _______________ Last complete dental exam and X-rays?____________________

Are you satisfied with your dental work?       □ Yes   No □

Are you satisfied with your smile?                  □ Yes   No □

Do your gums bleed?                                       □ Yes   No □

Do you have a bad taste in your mouth?         □ Yes   No □

Are your gums or teeth sensitive?                   □ Yes   No □                □ Cold         □ Hot 

Have you had any trouble with previous dental work?         □ Yes   No □

Have you had prolonged bleeding from dental work?              □ Yes   No □

Previous Dentist Name:________________________________ City:_______________ Phone:_____________________

How did you hear about us?_________________________________

Who may we thank for your referral?______________________________
To our patients:
In all instances we will need to take dental x-rays, no exceptions. These x-rays are digital so they reduce your exposure to minimum. By signing this form you are giving permission and consent to the following: Limited or complete examination, x-rays of the areas needed for evaluation, pictures, removal of supra-gingival plaque and tartar(cleaning), polishing and flossing of your teeth by a trained dental professionals. If you have a problem, we will focus on the problem first. We will evaluate your oral condition and give you treatment options and estimates of cost and time before treatment is started.
AG Dental Group is dedicated to establishing a relationship with our patients. In order to maintain this relationship, we would like our patients to feel certain that all their dental treatment offered and performed in our practice will be supported by our warrantee.

It is our goal that your experience in our office be gratifying for you and your dental health.
Name:_________________________________   Date:_________________________

Signature:______________________________    

This form was filled out by:  Patient □   Other □ Relationship to patient:______________________ Date:____________

Reviewed By (front staff)___________________ Date:________________

Reviewed By (back staff)___________________  Date:________________

