
Cell Phone ________________________________________ Email Address _____________________________________

PERSONAL HISTORY
Patient’s Name______________________________________________________________________________________
Street Address______________________________________________________________________________________
City/State/Zip_______________________________________________________________________________________
Birthdate__________________________________________ Male Female
Home Phone___________________________________________Work Phone___________________________________

Employer (or parent, if child)___________________________________________________________________________
Occupation_____________________________________Emergency Contact ___________________________________
Spouse’s Name________________________________________ Work Phone__________________________________
Any Dental Insurance? Yes No Under Whose Name____________________________________________
Dental Insurance Policy and Group Number_______________________________________________________________________________

Insured Party’s Social Security Number___________________________________________________________________________________

Insured Party’s Date of Birth__________________________________ Method of Payment: Visa MC Discover Check
General Dentist_______________________________________________ Referred By_____________________________________________________

MEDICAL HISTORY
Name of Your Physician___________________________________________________________________________________________________
Do you require anitibiotics before dental treatment?      ❏ Yes     ❏ No    If yes, give reason below.  _
Have you been hospitalized in the last 5 years? Yes No
If yes, For What?_________________________________________________________________________________________________________
Please List Medications You Are Taking___________________________________________________________________________________
__________________________________________________________________________________________________________________________
Do you have, or have you had, any of the following?

Allergies to Medication (ie. Penicillin, “Novocaine” or Codeine)___________________________________________________________________
Comments:______________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________

OVER

EDWARD K. GAMSON, D.D.S., M.S.
PRACTICE LIMITED TO ENDODONTICS

Y N
Heart Disease
(angina, heart attack, bypass)
Heart Murmur
Mitral Valve Prolapse
Pacemaker or Artificial Valve
Rheumatic Fever
High Blood Pressure
Shortness of Breath
Unusual Swelling of Feet/Ankles
Lung Disease / Tuberculosis
Excessive bleeding from cut
or Extraction

Y N
Blood Disorder
Malignancies / Cancer
Radiation or Chemotherapy Treatment
Thyroid or Parathyroid Condition
Alcohol or Drug Dependency
Blood Transfusion: Date of________

Psychiatric Treatment
Allergies (list below)
Hepatitis A Hepatitis B
Liver Disease
AIDS, HIV Positive
Venereal Diseases

Y N
Diabetes
Excessive Thirst / Urination
Epilepsy or Neurological Problem
Stroke
Fainting or Dizziness
Sinus Trouble
Glaucoma
Ulcer or Colitis
Women: Are you pregnant?
Women: Taking Birth Control pills?
Organ Transplant
Are you taking Bisphosphonates

11510 OLD GEORGETOWN ROAD, SUITE E
NORTH BETHESDA, MARYLAND 20852
www.gamsonDDS.com
301/493-4496  FAX: 301/493-4165



INFORMED CONSENT

   DENTAL INSURANCE:  As a convenience to you, our office will fill out the necessary forms and submit them to your 
insurance company. However, we consider each patient responsible for their entire account. As most insurance compa-
nies provide coverage from 50% to 80%, we require a minimum of 30% of the fee prior to the completion of your treatment.  
If your insurance payment is more or less, your account will be adjusted accordingly.  All accounts that are more than 60 
days overdue will be assessed a finance charge of 15% A.P.R.  The signature below verifies patient receipt of Notice of 
Privacy Practices. 
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