
Leonard I. Nunnally, III DDS 

 

Patient Information 
DATE_______________NAME__________________________________________________________________________ 

     Last               First               Middle Initial                              Preferred Name 

ADDRESS___________________________________________________________________________________________ 
Street      Apt#    City    State   Zip 

PHONE (HOME) _________________________ (WORK) _____________________ (CELL) __________________________ 

DATE OF BIRTH__________________ SSN#_______________________________GENDER ASSIGNED AT BIRTH ________ 

MARITAL STATUS_______________________________ EMAIL_______________________________________________ 

EMPLOYER_______________________________________OCCUPATION_______________________________________ 

EMPLOYER’S ADDRESS________________________________________________________________________________ 
Street       City    State   Zip 

PATIENT’S EMERGENCY CONTACT_______________________________________________________________________ 

PHONE NUMBER(S) __________________________________RELATIONSHIP TO PATIENT__________________________ 

……………………………………………………………………………………………………………………………. 

Insurance Information  
WHO IS RESPONSIBLE FOR THIS ACCOUNT? ______________________________________________________________ 

SUBSCRIBER’S NAME___________________________________RELATIONSHIP TO PATIENT________________________ 

INSURANCE CARRIER_______________________________________GROUP#___________________________________ 

SSN OR ID# OF SUBSCRIBER________________________________SUBSCRIBER’S DATE OF BIRTH___________________ 

……………………………………………………………………………………………………………………………. 

Dental History  
REASON FOR TODAY’S VISIT_________________________________________________________________________________________________ 

FORMER DENTIST_____________________________________FORMER DENTIST PHONE NUMBER________________________________________ 

DATE OF LAST VISIT________________________________DATE OF LAST XRAYS_______________________________________________________ 

HOW OFTEN DO YOU BRUSH? ________________________ HOW OFTEN DO YOU FLOSS? ______________________________________________ 

……………………………………………………………………………………………………………………………. 
Referral Information 
HOW DID YOU HEAR ABOUT OUR PRACTICE? ______________________________________________ 
NAME OF PERSON, OFFICE OR INSURANCE COMPANY THAT REFERRED YOU TO US_____________________________________________________ 

 



 

Medical History  
PHYSCIAN’S NAME____________________________________________________DATE OF LAST VISIT_____________________________________ 

LIST MEDICATIONS BELOW:  PLEASE CIRCLE BELOW TO INDICATE IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING: 

________________________  AIDS/HIV    EMPHYSEMA   PACEMAKER /DEFIBRILLATOR 

________________________  ANEMIA    EPILEPSY    PSYCHIATRIC CARE 

________________________  ANXIETY    FAINTING OR DIZZINESS  RADIATION TREATMENT 

________________________  ARTHRITIS   GLAUCOMA   RESPIRATORY DISEASE 

________________________  ARTIFICIAL HEART VALVES  HEADACHES   RHEUMATIC FEVER 

________________________  ARTIFICIAL JOINTS   HEART MURMUR   SCARLET FEVER 

________________________  ASTHMA    HEART PROBLEMS   SHORTNESS OF BREATH 

________________________  BLEEDING ABNORMALLY  HEPATITIS TYPE______  SINUS TROUBLE 

LIST ALL ALLERGIES BELOW:  BLOOD DISEASE   HERPES     SKIN RASH 

________________________  CANCER    HIGH BLOOD PRESSURE  STROKE  

________________________  CHEMICAL DEPENDENCY  HIGH CHOLESTEROL   SWOLLEN FEET OR ANKLES 

________________________  CHEMOTHERAPY   JAUNDICE   THYROID PROBLEMS 

________________________  CIRCULATORY PROBLEMS  KIDNEY DISEASE   TONSILLITIS 

________________________  CONGENITAL HEART LESIONS  LIVER DISEASE   TUMORS (HEAD OR NECK) 

ARE YOU PREGNANT? IF SO,   CORTISONE TREATMENTS  LOW BLOOD PRESSURE  ULCER 

PROVIDE DUE DATE.   COUGH, PERSISTENT  MITRAL VALVE PROLAPSE 

_________________________ DIABETES  / INSULIN PUMP  NURSING/BREAST FEEDING 

 

HAVE YOU EVER BEEN HOSPITALIZED OR HAD SURGERY? IF SO, PLEASE EXPLAIN: _____________________________________________________ 

_______________________________________________________________________________________________________________________ 

OTHER CONDITIONS NOT LISTED ABOVE THAT YOU FEEL WE SHOULD KNOW ABOUT: __________________________________________________ 

_______________________________________________________________________________________________________________________ 

PHARMACY NAME__________________________________________________PHARMACY NUMBER_____________________________________ 

TO THE BEST OF MY KNOWLEDGE, MY ANSWERS TO THE MEDICAL HISTORY QUESTIONS ABOBE ARE TRUE AND CORRECT. IF 
CHANGES OCCUR TO MY HEALTH, I WILL INFORM THE DOCTOR OR HYGIENIEST AT MY NEXT APPOINTMENT.  

 

SIGNATURE OF PATIENT OR GUARDIAN________________________________________________________________________________________ 

DATE______________________________________RELATIONSHIP TO PATIENT________________________________________________________ 

 

……………………………………………………………………………………………………………………………. 
 

DENTIST’S SIGNATURE_______________________________________________DATE__________________________________________________ 
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