
Coco Dental  
12835 Preston RD STE 217 
Dallas, TX 7230 
 

Date_____/_____/_____ 
Patient Information: 
 
First Name____________________________ Last Name_________________________________ 
 
Address___________________________________________ City_______________ State____ Zip_________ 
 
Home Phone:(____) ______-_______ Work Phone:(____) ______-_______ Cell Phone:(____) ______-________ 
 
Date of Birth_____/_____/_____ Age: _____ Social Security #________-______-________   
 
Sex _____   Marital Status ________________ Driver’s License________________________ State_______ 
 
Employer ________________________________________________ Phone # (_____) ______-_______ 
 
E- Mail ______________________________________________________________________________ 
 

 
Account information  

Responsible Party (If different than above): 
 
First Name______________________________ M.I. ____ Last Name_________________________________ 
 
Address___________________________________________ City_______________ State____ Zip_________ 
 
Home Phone:(____) ______-_______ Work Phone:(____) ______-_______ Cell Phone:(____) ______-________ 
 
Date of Birth_____/_____/_____ Age: _____ Social Security #________-______-________   
 
Sex _____   Marital Status ________________ Driver’s License________________________ State_______ 
 
Employer ________________________________________________ Phone # (_____) ______-_______ 
 
 

 Insurance information  
 
Insurance Co_____________________________________________________Phone:(____) ______-_______  
 
Subscriber Name____________________________ M.I._____ Last Name__________________________ 
 
Subscriber I.D. _____________________Group Name _______________________Group # ______________ 
 
Social Security #_____-___-_____ Date of Birth____-____-____ Driver’s License #_____________________ 
 
 

 
 Who should we contact in the unlikely event of an emergency?  

 
 
Name______________________________________________ Relationship to patient___________________ 
 
Home Phone:(____) ______-_______ Work Phone:(____) ______-_______ Cell Phone:(____) ______-________ 
 

  

Who may we thank for referring you to our practice? _________________________________________ 



Medical History Form 
____________________________________________ _____________________________ __________ 
Last Name  First Name    M.I. 

qNo qYes  Are you currently under the care of a physician?      
If yes for what reason:____________________________________________________________________ 

qNo qYes Have you ever been hospitalized? 
If yes please explain: ___________________________________________________________________________________ 

qNo qYes Are you taking any prescription medications? 
If yes, please explain: __________________________________________________________________________________ 

qNo qYes Are you taking any over the counter medications? 
If yes, please explain: __________________________________________________________________________________ 

qNo qYes Have you ever taken Fosamax, Boniva, Actonel or any other medication containing 
bisphosphonates? 

If yes, please explain: __________________________________________________________________________________ 
qNo qYes Are you allergic to any medications or substances? 

If yes, please explain: __________________________________________________________________________________ 
qNo qYes Do you have any problems with antibiotics or anesthetics? 

If yes, please explain:___________________________________________________________________________________ 
qNo qYes Do you take appetite suppressants? If yes, name of product: ____________________________ 

Have you ever had any of the following diseases or medical conditions? 

qNo qYes Heart Attack/Stroke qNo qYes Epilepsy 
qNo qYes Cancer/Chemotherapy qNo qYes Seizures 
qNo qYes Heart Murmur qNo qYes Fainting 
qNo qYes Rheumatic Fever qNo qYes Diabetes 
qNo qYes HIV/AIDS qNo qYes Tuberculosis 
qNo qYes Hepatitis A qNo qYes Hemophilia 
qNo qYes Hepatitis B qNo qYes Blood Transfusion 
qNo qYes Hepatitis C qNo qYes High Blood Pressure 
qNo qYes Hepatitis D qNo qYes Low Blood Pressure 
qNo qYes Anemia  qNo qYes Radiation Treatment 
qNo qYes Mitral Valve Prolapse qNo qYes Kidney Problems 
qNo qYes Artificial Bones/Joints qNo qYes Artificial Valves 
qNo qYes Sinus Problems qNo qYes Severe Headaches 
qNo qYes Difficulty Breathing qNo qYes Frequent Headaches 
qNo qYes Venereal Disease qNo qYes Emphysema 
qNo qYes Herpes Type I qNo qYes Herpes Type II 
qNo qYes Heart Surgery qNo qYes Pace Maker 
qNo qYes Psychiatric Problems qNo qYes Glaucoma 
qNo qYes Do you smoke? qNo qYes Do you consume alcohol? 

For Women Only: 
qNo qYes Taking Birth Control Pills qNo qYes Pregnant/No. of months:_______ 
qNo qYes Nursing  qNo qYes Hormone Therapy 

Are you allergic to any of the following? 
 

qNo qYes Penicillin qNo qYes Codeine 
qNo qYes Aspirin qNo qYes Tetracycline 
qNo qYes Erythromycin qNo qYes Germicides/Pesticides 
qNo qYes Latex/or Rubber Products qNo qYes Other_________________________ 

Signature_________________________________________________________ Date____________________________ 
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