
Welcome to our office ! Today's date: 

Please take a few minutes to provide us with the following imp.ortant information. 

City:�-------�----. Zip Code: ____ _ 
: Home Phone:

---------�-------

! Cell Phone�
! 

-----'==-------�------

i Work Phone:--------------�---
' 

. . 

E-mail:
'==---�----==----------==----

0 cc u pat ion: 
. 

. -------�----------

i Employer: __ �=--·-·,.,.,..._. ____________ _ 

1 Dentist: 
j 

��-,,.ae,...---------�------
! D�ntist's Address:----------�-----
; 

• 

How did yo1.1 find us? Check all the items relevant you.

c Referred by a dentist: Dr. ___ _  ·---�--------
o Dental Insurance/ website
o Referred by family/friend : ____________ _
o Referre.d by one of Dr. lee's patient:-· ________ _
o Family member was treated/is being treated by Or. Lee
o Through churchf com,munity, etc.

Relationship to p.atient: ------=-=------�-

Secondary J,ns.urance: 
----��-------� 

Subscriber's name: -�a.--,,----.. -."""'·�---�--

Group number: 
--�-�--���------

Member ID: --. ...---------�-------

Relationship to patient:--------�----

Other adults we should know ab,out? YES/ NO 
Name: ---=-=----�-�---�----�

Relationship to you?�.----.=-�-------
Phone {H) __ �_,_ ___ (W) __ ��--

o Saw Dr. Mattia's office jn the area
o Magazine/Newspaper
o Dr. Mattia' s website
o lnvisalign web site / customer servfc:e
o Dr. Mattia's team member. . 

o Other ------�---��-.�-------�

Medical Information: Do you have (or have you had} any of the following? 

I 
'• 

�� -�---�· - -- --- ---------r---- ------ -----�---,,.=--� ---- ·---- - - -------··--·-, 

cl Alierg,ies/sensltlvities to medicine, metal, o Eye problems o Ear ach•es
I latex------� --���- b A h / o Stomach pro lems · o · sthma:. use in �ler ___ x week
i i o T on.sl!Htis (or date removed) __ --� - o Bleeding disorders/transfusion/anemia o Kidney problems
J o Liver probJems/he.patitis o Rheumatic fever o Thyroid disorder
l c Heart r;>roblem5 o Emotional/nervous/psychiatric issues o Bone di·sorder
'
1 

o HIV/AIDS d. · .b I o Fainting or 1zz1ness o Tu ercu osJs
1 o Smoke tigarette,s? ( . . .  ··"" /day} o Headaches o Tumor or growth on head or neck

c> Artificial h-eart valv,es O Heart Murmur o Ulcer
o Artificial: joir1ts a High blood pressure 
o Caru::er o Pace.maker
0 Circulatory proble·ms o Respiratory disease
o Congenital heart les1ons ,:,, Sinvs trouble
o Epilepsy o Stroke

Describe any other nledic.al issues (medication, illness, surgery) lf not listed above.

o Low blood pressure
o tt'te:mical Dependency
o Ba.ck problems
o Glaucoma
a Jaw pain

-P·hys.ician's name, addres.s, and phone number:�-�---�==,�------=��----�----

la.st pt,ysical exam; date: _ _  ----�-��-----

Continwed,, ..... 
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