
PCE MEDICAL HISTORY FORM

DATE:_____________________

PATIENT NAME:____________________________________

DATE OF BIRTH:___________________________________

SSN:                                                                                                                              

 

ADDRESS:________________________________________

_________________________________________________  

HOME PHONE:____________________________________

EMAIL ADDRESS: __________________________________

CELL PHONE:_____________________________________

GENERAL DENTIST:________________________________

EMPLOYER:_______________________________________

PHARMACY NAME & PHONE 

NUMBER:_________________________________________ 

_________________________________________________

PRIMARY CARE:___________________________________

SPECIALIST:______________________________________ 

Reason for today’s visit:                                                                                                                 

Are you in pain?  Yes   No, For how long?                                                                                      

                                                                              

PLEASE CIRCLE ANY OF THE FOLLOWING THAT YOU HAVE HAD OR PRESENTLY HAVE:

MEDICATIONS                    REASON ALLERGIES

______________________   ____________________ ASPIRIN PENICILLIN

______________________   ____________________ BARBITURATES SULFA

______________________   ____________________ CODEINE LATEX

______________________   ____________________ LOCAL ANESTHETIC

______________________   ____________________ OTHER: ________________________

HEART DISEASE/ SURGERY HIGH BLOOD PRESSURE ARTIFICIAL HEART VALVE HEART MURMUR/ MVP/ A-FIB

EPILEPSY/ SEIZURES PACEMAKER/ DEFIBRILLATOR CONGESTIVE HEART FAILURE STROKE

ARTIFICIAL JOINTS(SPECIFY): CANCER (SPECIFY):

BONE DENSITY MEDICATION 

(Aredia, Zometa, Fosamax, 

Actonel, Prolia)

 ARTHRITIS CHEMOTHERAPY RADIATION TREATMENT

ANEMIA ABNORMAL BLEEDING  PARKINSON’S MENTAL HEALTH PROBLEMS

TUBERCULOSIS   ASTHMA DIABETES LIVER DISEASE 

SLEEP APNEA RHEUMATIC FEVER GLAUCOMA KIDNEY PROBLEM

SNORING THYROID CONDITION TOBACCO USE/ SMOKER ALCOHOLISM

DRUG ADDICTION HEPATITIS A, B, C HERPES TYPE 1 OR 2 AIDS/ HIV POSITIVE



ARE YOU PREGNANT OR NURSING? ______________

OTHER CONDITION:_______________________________________________________________________________________

The above information is accurate and complete to the best of my knowledge.  I will not hold Dr. Saunders or any 

other member of his staff responsible for any errors or omissions that I may have made in the completion of this form.

Signature of Patient or Patient’s Representative:_____________________________________________________

I hereby acknowledge that a copy of this office’s Notice Of Privacy Practices has been made available to me.  I have 

been given the opportunity to ask any questions I may have regarding this Notice.

Signature of Patient or Patient’s Representative:_____________________________________________________ 

Kip W. Saunders, DDS, MS is a periodontist specializing in the diagnosis and treatment of periodontal disease, and in 

the placement of dental implants. Dr. Saunders requires that all patients who are seen in our office on a recurring 

basis be seen a minimum of once annually by your general dentist, our partner in managing your dental health.

Signature of Patient or Patient’s Representative:_____________________________________________________ 

Date: _________________________________

We make every effort to keep down the cost of care. You can help by paying upon completion of each visit. Other 

arrangements can be made with our office manager depending upon special circumstances. An estimate of the 

charge for any procedure or surgery you may require will be given to you upon request. If you have any dental and/or 

medical insurance we will be glad to glad to fill out proper forms, but please complete the identifying information on 

this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to doctor and is not a 

substitute for payment. Some companies pay fixed allowances for certain procedures and others pay a percentage of 

the charge. It is your responsibility to pay any deductible amount, co- insurance or any other balance not paid for by 

your insurance company. You will be responsible for all collection costs, attorney fees, and court costs.

Signature of Patient or Patient’s Representative:_____________________________________________________ 

Date: _________________________________

This signature on file is my authorization for the lease of information necessary to process my claim. I hereby 

authorize payment to this doctor named of the benefits otherwise payable to me. 

Signature of Patient or Patient’s Representative:_____________________________________________________ 

Date: _________________________________

Reviewed by: _________________________________________ Date: ______________


















