Kevin L. Evans, D.D.S., P.C.
Comprehensive Family Dentistry

6900 East Belleview Avenue, Suite 203
Englewood, CO 80111

(303) 796-8668

Fax: (303) 804-5629

Email: kledds@kevinlevansdds.com

HEALTH QUESTIONNAIRE

(All Information is Confidential)

Patients Name Birth Date
Today’s Date

Do you or have you ever had (circle “Yes” or “N0”)
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Any Other Medical Concerns We Should Be Aware Of

Headaches, Migraines, Cluster Headaches..............ciiiii i, Yo N
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Date of Last Dental Visit

Are You Allergic to or Had Unusual Reactions To:
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Please list and date any serious illness or operations:

Please list all medications you are taking and their purpose:

Please describe your general health:

| am seeking dental care because:

I, the undersigned, believe the above information is complete and correct. | understand that risks
are involved in routine dental procedures and in the use of local anesthetics. These risks include
but are not limited to allergy, bleeding, infection and paraesthesia (prolonged numbness). |
consent to examination, necessary radiographs, and routine treatment knowing that no treatment
will be begun without my permission. | understand that | may ask any questions at any time.

Signature of Patient or person authorized to consent for patient

History Updates
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