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HALEY MILLER, DDS
ANNUAL UPDATE SHEET

PATIENT INFORMATION 

 Name: _____________________________________________ Date: ________________________

Address: _____________________________________________________________________________________

Phone Number: _______________________________ Email: ___________________________________________


DENTAL INSURANCE
Did your dental insurance change since your last visit?                YES              or              NO 
If NO, what is the name of your current dental insurance company? ______________________________________
If YES, please complete the next section. 

Insurance Company: ________________________________ Primary Holder: ______________________________

Member ID #: ________________________________ Group/Plan #: _____________________________________


MEDICAL HISTORY
Have you been hospitalized or any recent illness?    YES or   NO   If YES, please explain ______________________
Women:  Are you taking birth control pills?  YES or NO       Are you pregnant or breastfeeding?   YES or NO 

Do you have   diabetes			  YES  or  NO                      	high blood pressure	 	YES  or  NO
heart problems 		  YES  or  NO           		Pacemaker			YES   or NO
Artificial joints or valves	  YES  or  NO              	Smoke			            YES  or  NO
Osteoporosis			  YES  or  NO                         	Do you use dip/ZYN? 		YES  or  NO 
blood thinners or daily aspirin  YES  or  NO			Vape	 			YES  or  NO 
Cancer				  YES  or  NO			Radiation Treatment		YES  or  NO
		Sleep apnea/use a CPAP?	  YES or  NO			HPV or HIV			YES  or  NO
					
List any medications you are currently taking & why:                 		      List all  Allergies: 
___________________________________________                                      ________________________
___________________________________________                                      ________________________
___________________________________________                                      ________________________
___________________________________________                                      ________________________



________________________________________________________         __________________________
   Signature of Patient, Parent, Guardian or Personal Representative                                  Date
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