DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION DENTAL INSURANCE
Date : - Who i |s responsrble for thls account'? i
SS/MHIC/Patient ID # Relationship to Patient
Patrent Name Insurance Co.
“ Last Name <
~ - ) Group #. ; ;
= First Middie initi
irst Name d ‘e nitial Is patient covered by addmonal insurance? DYes I:I No
Address . :
. Subscrrber‘s Name
E-mail
Birthdate ; SS#
City ‘ ‘
: Relatlcnshlp to Patient
State Zip
; , , Insurance Co.
Sex [JM [JF Age
- Group # _
Birthdate ..
: ) i E - ) ASSIGNMENT AND HELEASE :
] Married ] Widowed -.[J Single ] Minor "1 certity -that 1; and/or my. dependent(s)7 have .insurance coverage _with
. . i - : - : and assign directly to
[ Separated [] Divorced [ Partnered for years Name of Insurame Company(ies) y
Pa“em Employer/School Dr : ' . aII insurance beneflts, it
Occupation B any, othenmse payable to.me for services rendered. |- :understand. that | am
T financially responsible for all charges whether or not pard by:i lnsurance I authonze
Emplcyer/SchooI Address the use of my signature.on all msuranoe submlssrons ) . .
' ‘; The ‘above-naried dentrst may use my health care mformatlon and may drsclose :
- —— - such information to the-above-named Insurance Compariy(ies) and their agents
- okl for the purpose of obtaining-payment for services and determining insurance
Employer/School Phone ( - ) benefits. or the benefits payable for related services. This consent:will end when
' Spouse’s Name _ my current treatment plan is completed or one yearfrom the date srgned below :
" Birthdate R L A
‘ Signature of Patient, Parent; Guardian: or Personal Representative - --
'Spouses Employer. Please print name of Patien‘t,»ParenL \G‘L‘rardiankorPer‘sona[ RepreeeniatiVe -
"Whom may we thank for referrlng you? - ‘
Date Relationship to Patient
PHONE NUMBERS
Home (____) Work ( ) Ext Cell Phone ( )
Spouse’s Work ( ) Best time and place to reach you___ g
IN CASE OF EMERGENCY CONTACT (Specify someone who does not live in your household.)
Name . Relationship
~ Home Phone (____) _ WorkPhone (_______)

DENTAL HISTORY

OYes O Nci

- Reason for today’s visit Burning sensation ontongue ~ [1Yes [JNo Mouth breathing
o Chew on one side of mouth [ Yes EINo _Mouth pain, brushing - OYes [INo
: B Cigarette, pipe, or cigar.smoking [ Yes I‘:I\No Orthodontic treatment ‘[JYes [1No
Former Dentist __ Clicking orpoppingjaw ~~ []Yes [JNo Pain-around ear - [IYes [INo~
City/State’ Dry mouth' - ‘OYes [JNo Periodontal treatment " [ClYes [INo
L - Fingernail biting [IYes [1No . Sensitivity to-cold ClYes [JNo
Date of last dental visit ST , S e =
: ] B Food collection between the teeth [1Yes [ No Sensitivity to heat - [JYes [1No
Date of last dental X-rays Foreign objects OYes [No - Sensitivity to sweets CYes [INo
Place a mark on “yes” or “no” to indicate if you Grinding teeth OYes ONo Sensitivity when biting OYes [ONo
have had any of the fcllowrng Gums swollen or tender Yes [1No Soresor growths inyour mouth - |:| Yes []No
Bad breath k [CIYes [JNo Jaw pain or tiredness - O Yes ‘O No . How often do you ﬂossf, ’
Bleeding gums [OYes [INo Liporcheek biting OYes [JNo _
Blisters on lips or mouth [OYes [JNo -Loose teeth orbroken fillings [JYes [JNo How often do you brush?
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HEALTH HISTORY

PhysrcansName e Dateoflast visit
‘ Have you ever taken any of the group of drugs ceﬂectweiy referred 1o as “fan- phsﬁ?” Thass mcludé cembmauons ‘of. |on|mm Adlpex Fastm (brand
names of phentermine), Pondimin (fenfluramma} and-Redux (dexfenﬂuramme} [] Yes [j Na T ‘

. Place a mark on: "yes or “no” to indicate if you have had any of the faucwmg

! AIDS/’HIV o N E]Yes DNo S V:Epulepsy - - . DYes ‘E] Né i Héspiiét(sfy Disease f OYes [INo
- Anemia - OYes [VIVNOV’; . Fainting or dlzziness © . [Yes [JNo ~ RheumaticFever = - - [JYes [INo.
" Arthritis, Hheumatxsm ~ [dYes [ONo . Glaucoma Tl [JYes [IJNo  ° ScarletFever =  [OYes TNo
‘ Artmc:al HeartValves. - [JYes [JINo " Headaches , - [OYes [INo Shortness of Breath -~ - ~OYes [ONo
Artlﬂctai Joints OYes [(ONo . Heart Murmur “[OYes [INo =  SinusTrouble [JYes [INo
Asthma CYes [INo - ~ Heart Problems - V'[:]Ye:s, CINo Skin Rash o o [Yes ["INo
" Back Problems -~ [JYes [INo - Hepatitis Type, ' " ves [INo ~ Special Diet .. - [dYes [INo
- Bleeding abnormally, with OYes: DNo‘ ~ Herpes ¥ C[dYes [INo  -Stroke = : _[Yes [INo
extractions or surgery . High Blood Pressure ~ [OYes [INo  Swolien Feet or Ankies [CYes [TNo
-Blood Disedse - - ‘OYes [INo - jaundice ~ [Yes [INo ~ Swollen Neck Glands  [JYes [INo
Cancer - OYes ONo. JawPain - [OYes [INo - ThyrbidProblems'; [Yes [INo
Chemical Dependency -~ [1Yes [INo  Kidney Disease .  [Yes (ONo - Tonsilitis .~~~ [JYes OINo
Chemotherapy .. -~ [IYes [INo " |jer Disease - : [Yes [INo Tuberculosns R [ClYes [ No
Circulatory Problems - L1Yes [INo ' | owplood Pressure = [JYes: [INo = Tumor.or growth on heador [JYes -[JNo
Congenital Heart Lesionsj - OYes [INo Mifraf\/&lve?rohpse " [OYes [JNo . neck: E o o
" Cortisone Treatments = [JYes [ No Nervous Problerns . OYes [CONo =~ Ueer . " [Yes [(ONo.
" Cough, persnsfent or bloody ‘OYes ONo Pacemaker - [1Yes CINo Venereal Disease = [IYes [INo
Diabstes . OYes [ONo - peychiatric Care. . [Yes [INo - Weight Loss, unexplamed - OYes [INo
Emphysema R |‘_‘|Yesl, [INo Rad,ié’tion Treatment [IYes [INo L :
Do you wear- contact Ienses’? E]Yes ONe - - ‘ - ' V ‘
- Womgn: - T S L
-Are you pregnant'? [lYes - [] NO . Duedate_ . — - Areyou nursing? E]Yes I No
Taklng birth control pms‘? [}Yes in No T S
MEDICATIONS ALLERGIES
; lest any medscatxons you are currenﬂy taking and the correlatmg d" agno- o D Aspirin : . f , S ,[] Local Anesthetuc s
" sis: S RO
B [:] Barb;turates (Sleeplng pms) . [j Pemcnmn o
) ‘DCodeune I flj Sulfa ,
PhérmacyName . e o S f'{jlodme: : — ‘f :,I{:]‘Other N

UPD ATES (To be filled in at future appointments)

. Has there been any change m yaur health since your last dental appcmtment" E] Yes INo -~ C

For what COhdltIOﬂS?
: Aratyou,takmg any new ’médicaﬁ;mé? e lf'so,‘ what?
1 Fétient"s S‘ignat;dfe‘ i o ] e  :  ' - _ ) i “i‘:“lli?‘afe_;" o
»kDorct‘csr"s‘ng"nétu’re ] SRR . B N o o {Dété

. nbuoootuucooaoottoocoolcnov-ob-ocovtovioao.ooo..-loooo.q--bc.ocon.o.aoo.oto-oo,.ooa-o...s..-o.ui---ko ssscéasasssassanesonvasreansdavRe

k } Has there been any ¢hange in your hearth since yaur last dental appomtment” D Yes : D No

- For what cond:twons?
! Are you takmg any new medicatlons?mw If so, what? V
Pat;enthSgnature I i e . Date

Dostor's Signaturs ______ i UV _ S . Date..




