
PATIENT QUESTIONNAIRE 
SELECTIVE DENTAL                                                  
3151 S. WHITE RD., SUITE 203                                
SAN JOSE, CA 95148                                                
Office: 1-408-238-7646       Fax:  1-408-238-8096                                  
Email:  contact@selectivedentalsanjose.com 

 

 

Thank you for choosing our office! In order to serve you properly, please fill out the information to the 

best of your ability.  All information will be confidential. 

 

 

Patient Information 

Name______________________________________________________________ Soc. Sec. # _______________________  
Last Name   First Name  Initial 

Address _____________________________________________________________________________________________  

City __________________________________ State________ Zip_____________ Home Phone ______________________  

Cell Phone ____________________________ Email _________________________________________________________  

Sex [] M [] F Age____________ Birthdate__________________ [] Single [] Married [] Widowed [] Separated [] Divorced  

Patient Employed by__________________________________________________ Occupation________________________  

Business Address____________________________________________________ Business Phone____________________  

Whom may we thank for referring you?_____________________________________________________________________  

Notify in case of emergency_____________________________ Home Phone______________________________________  

Cell Phone__________________________________________ Business Phone____________________________________  

Email________________________________________________________________________________________________  

 

Primary Insurance 

Person Responsible for Account__________________________________________________________________________  
Last Name   First Name   Initial 

Relation to Patient_____________________________ Birthdate________________ Soc. Sec. #_______________________  

Address (if different from patient)_________________________________________ Home Phone______________________  

City__________________________________________ State_________________ Zip______________________________  

Cell Phone__________________________________________________________ Email____________________________  

Person Responsible Employed by________________________________________ Business Phone___________________  

Insurance Company___________________________________________________ Phone___________________________  

Contract #_______________________________ Group #_____________________ Subscriber #______________________  

Name of other dependents under this plan __________________________________________________________________  
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Thank you for choosing our office! In order to serve you properly, please fill out the information to the 

best of your ability.  All information will be confidential. 

 

 

Additional Insurance 

Is patient covered by additional insurance? [] Yes [] No  

Subscriber Name_______________________________ Relation to Patient__________________ Birthdate______________  

Address (if different from patient)_________________________________________ Soc. Sec. #_______________________  

City_________________________________________ State__________________ Zip______________________________  

Cell Phone__________________________________________________________ Email____________________________  

Person Responsible Employed by________________________________________ Business Phone___________________  

Insurance Company___________________________________________________ Phone___________________________  

Contract #______________________________ Group #______________________ Subscriber #______________________  

 

Patient Medical History 

Physician __________________________________  Office Phone ____________________  Date of last Exam ___________ 

 

Are you under a Physician’s care now?  ☐  Yes  ☐  No If yes, please explain: ___________________________________________ 

Have you recently been hospitalized?   ☐  Yes  ☐  No If yes, please explain: ___________________________________________ 

Are you taking any medications, pills or drugs?  ☐  Yes  ☐  No Please list drugs: _______________________________________________ 

Do you take, or have you taken, Phen-Fen or Redux? ☐  Yes  ☐  No 

Have you ever taken Fosamax, Boniva, Actonel or any 

other medications containing bisphosphonates?  ☐  Yes  ☐  No 

Are you on a special diet?    ☐  Yes  ☐  No 

Do you use tobacco?    ☐  Yes  ☐  No 

Do you use controlled substances?   ☐  Yes  ☐  No 

  

 

Women: Are you: 

Pregnant/Trying to get pregnant?     ☐  Yes   ☐  No           Taking oral contraceptives?     ☐  Yes   ☐  No         Nursing?     ☐  Yes   ☐  No 

 

 

Are you allergic to any of the following? 

☐  Aspirin        ☐  Penicillin        ☐  Codeine        ☐  Local Anesthetics        ☐  Acrylic        ☐  Metal        ☐  Latex        ☐  Sulfa drugs   

☐  Other   If yes, please explain: ____________________________________________________________________________________    
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Thank you for choosing our office! In order to serve you properly, please fill out the information to the 

best of your ability.  All information will be confidential. 

 

 

Do you have, or have you had, any of the following? 

 

AIDS/HIV Positive  Yes  No Cortisone Medicine  Yes  No Hepatitis A Yes  No Radiation Treatments  Yes  No 

Alzheimer’s Disease Yes  No Diabetes   Yes  No Hemophilia Yes  No Recent Weight Loss   Yes  No 
Anaphylaxis  Yes  No Drug Addiction  Yes  No Hepatitis B or C Yes  No Renal Dialysis  Yes  No 

Anemia   Yes  No Easily Winded  Yes  No Herpes   Yes  No Rheumatic Fever  Yes  No 

Angina   Yes  No Emphysema  Yes  No High Blood Pressure Yes  No Rheumatism   Yes  No 
Arthritis/Gout   Yes  No Epilepsy or Seizures   Yes  No High Cholesterol Yes  No Scarlet Fever   Yes  No 

Artificial Heart Valve Yes  No Excessive Bleeding  Yes  No Hives or Rash  Yes  No Shingles   Yes  No 

Artificial Joint  Yes  No Excessive Thirst  Yes  No Hypoglycemia Yes  No Sickle Cell Disease   Yes  No 
Asthma   Yes  No Fainting Spells/Dizziness  Yes  No Irregular Heartbeat  Yes  No Sinus Trouble   Yes  No 

Blood Disease   Yes  No Frequent Cough   Yes  No Kidney Problem  Yes  No Spina Bifida   Yes  No 

Blood Transfusion   Yes  No Frequent Diarrhea   Yes  No Leukemia  Yes  No Stomach/Intestinal Disease  Yes  No 
Breathing Problem   Yes  No Frequent Headaches   Yes  No Liver Disease  Yes  No Stroke    Yes  No 

Bruise Easily   Yes  No Genital Herpes  Yes  No Low Blood Pressure Yes  No Swelling of Limbs   Yes  No 

Cancer   Yes  No Glaucoma    Yes  No Lung Disease Yes  No Thyroid Disease   Yes  No 
Chemotherapy   Yes  No Hay Fever   Yes  No Mitral Valve Prolapse Yes  No Tonsillitis    Yes  No 

Chest Pains   Yes  No Heart Attack/Failure  Yes  No Osteoporosis Yes  No Tuberculosis  Yes  No 

Cold Sores/Fever Blisters  Yes  No Heart Murmur  Yes  No Pain in Jaw Joints Yes  No Tumors or Growths   Yes  No 
Congenital Heart Disorder  Yes  No Heart Pacemaker   Yes  No Parathyroid Disease  Yes  No Ulcers    Yes  No 

Convulsions  Yes  No Heart Trouble/Disease Yes  No Psychiatric Care Yes  No Venereal Disease   Yes  No 
 

 

 

Patient Dental History 

Name of Previous Dentist _____________________________________ Date of Last Exam __________________________ 

Previous Dentist’s Location ____________________________________ Date of Last Cleaning ________________________  
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