BRUCE GOPIN, D.D.S.
9398 VISCOUNT BLVD., SUITE 5-C
EL PASO, TEXAS 79925
Telephone (915) 533-4608

NEW PATIENT INFORMATION Date

Please answer the following completely. Your answers are for our records and they are considered confidential.

Patient’'s Name Age
Marital Status Date of Birth S.S. #

Name of Spouse
If a Child, Parent’s Name
Residence Address City State Zip
Telephone: Residence Business Tel.

Employed By * _ Business Address

Spouse Employed By Business Tel.

Whom may we thank for referring you? Tel.

Person to contact in case of an emergency (relationship) Tel.

Person Responsible for Payment of Account
(and address if different than above)
Name of Dental Insurance Company

HEALTH QUESTIONNAIRE

Answers to the following questions are for our records and will be considered confidential.

1. Are you presently under the care of a physician? OYes OONo If so, for what condition are you being treated?

Name and address of physician : Phone

2. Have you had abnormal bleeding associated with previous extractions, surgery or trauma? OvYes [ONo

3. Are you allergic or have you reacted adversely to: a. Local anesthetics (Novocaine)? [JYes [JNo b. Penicillin or other antibiotics?
[0 Yes [ONo c. Barbiturates, sedative, sleeping pills? [] Yes [INo d. Aspirin? [JYes [JNo e. Codeine or other
narcotics? [JYes [ No f. Nitrous oxide analgesia? [J]Yes [INo

4. Do you wear a pacemaker? [] Yes [ No

Do You or Have You Ever Had: (check those which apply)

___Heart trouble __ Liver disease ___Jaundice (yellow skin) ___Glaucoma
___Epilepsy ___Anemia ___Shortness of breath ___Stomach trouble
___Prolonged bleeding ___Hepatitis ___Thyroid trouble ___Heart Murmur
___Rheumatic Fever ___Swollen ankles ___Venereal Disease ___Diabetes
___Low blood pressure ___ Arthritis ___Fainting or Dizziness ___Psychological problems
___High blood pressure ___ Stroke ___Asthma ___ Attificial heart valve or
___Kidney or bladder trouble ___Tuberculosis ___Painin Chest joint replacement
___Cancer ___Lung trouble ___AIDS ___Alcoholism or

Drug Addiction

What medications are you taking or have you taken in the past year?

Have you taken Cortisone within the past year? When and for how long?

Please describe any current medical treatment, impending operations, or any other medical or dental information that may affect your periodontal care.

Women

1. Areyou pregnant? [1Yes [ No
2. Are you presently taking birth control pills? [] Yes [ No Hormones? [JYes [INo
3. Have you reached menopause? [] Yes [] No



