
 CONFIDENTIAL MEDICAL DENTAL HISTORY FOR ADULT PATIENTS 

JEFFREY ].THOMPSON, DDS. MS 
4851 West 134th Street 

Phone: 913.681.8300 
Fax: 913.681.8303 
JeffThompsonOrtho.com Leawood, Kansas 66209 

Patient's Last Name:------------ First Name: ___________ Middle Initial: ___ _ 

Birth Date: --------- Age: ____ Sex: Male O Female O I Prefer to be Called:--------

S.S.NJS.I.N.: ------------- Home Phone No.:-----------------

Cell Phone No: _________________ _ 

Patient's Address: _________________________ City:---------

State: ____ Zip/Postal Code: ________ email address: _________________ _ 

Years at above address: __ If less than 5 years, previous address: --------------------

Patient is: Single O Married O Widowed O Separated O Divorced 0 

Occupation: Employer: Years with employer: ___ _ 

Business Phone No ____________ _ 

Name of Spouse/Closest Relative: ----------- Relationship to you: --------------

Address {if different than yours):--------------------------------

Who referred you to our office? _______________________________ _ 

Dentist's name: ----------------- Phone: ________________ _ 

Address: _____________________________________ _ 

Physician's name: ---------------- Phone:-----------------

Address: _____________________________________ _ 

PRIMARY INSURANCE INFORMATION 

Name of Insured: --------------

Date of Birth: ---------------

Social Security#:-------------

Employer: ---------------

Work Phone:---------------

Employer Address:-------------

City _______ _ State ___ Zip ___ _ 

Insurance Company: -------------

Group#:----------------

Address: ----------------

SECONDARY INSURANCE INFORMATION 

Name of Insured: --------------

Date of Birth: ---------------

Social Security#:--------------

Employer:----------------

Work Phone:---------------

Employer Address: -------------

City ________ State ___ Zip ___ _ 

Insurance Company: -------------

Group#: _______________ _ 

Address: ----------------












