




Dr. Tiffany Duncan, DMD 

NAME ___________________________________________________________ 
ADDRESS _______________________________________________________ 
PHONE NUMBER (HOME) _________________ (CELL) __________________ 
 
 
WHO WILL PAY FOR THIS ACCOUNT _________________________________ 
PURPOSE OF THIS APPOINTMENT __________________________________ 
LAST DENTAL CHECK UP __________________________________________ 
 
 
__ YES __ NO 1. Do you take aspirin daily? 
__ YES __ NO 2. Are you in good health? 
__ YES __ NO 3. Are you under a physician’s care? If so, please give reason for 
treatment ________________________________________________________ 
__ YES __ NO 4. Are you taking any kind of medication? (prescription or 
non-prescription) __________________________________________________ 
__ YES __ NO 5. Have you ever had an unusual reaction to novocaine or any 
type of other drug? 
__ YES __ NO 6. Have you ever had prolonged bleeding after tooth removal? 
__ YES __ NO 7. Do you take over the counter medication? 
 
 
PLEASE CIRCLE ANY ILLNESS YOU HAVE HAD 

A. Rheumatic Fever   B. Heart Murmur   C. Allergies   D. Tuberculosis    
     E. Diabetes   F. Epilepsy   G. Blood Disorder   H. Heart Trouble    
     I. Kidney Trouble   J. Liver Trouble   K. Hepatitis   L. Other _______________ 
 
 
__________________________________                   _____________________ 
SIGNATURE             DATE 
 
 
__ Please check this, after reading the statement below: 
Please be advised that our office requires a minimum of 24 hours notice of 
confirmation of your appointments.  
*Failure to give confirmation at least 24 hours prior to your scheduled 
appointment may result in a cancellation of appointment. 




















