DENTAL REGISTRATION AND HISTORY

Data

_Cu’ ! PATIENT INFORMATION

SS/MHIC/Patient 1D U

Patient Mame

Sex 1M [JF Age

Lastlame
=== Firat Marma Ridde frifiz]
Aclelrass _
E-mail
City
State

Birthdate

23 DENTAL INSURANCE

Who is responsibie far this acoount?

Relationship to Patient

Insurance Co.

Giroup i

Is patient covered by additional insurance? [|Yes [ Mo

Subscribar's MName

Birthdate 554

Ralationship 1o Patient

Insurance Co,

Giroup +

ASSIGNMENT AND RELEASE

[_] Married ] Widlowred ] Minior | cartify that |, and'or my dependentis), have |nsuranée coverage with
Shmarat E i = and assign direcily ko
L] el ed J Divarced |_ Ear ed for o Mame al Insurance Companyies)
Patient Employer'School
Py = Br T — all irnsurance bansfits,
Oecupation any. otherwise pavanle to medor services randered, | uncarstass that | am
= linarcially responsibie for &l chargas whother ar not paid by ingurance, | aulhorizo
Emplover/Sehool Address the usa of my signature on allinsurance submissions.,
The above-ramed dentist may use my health care Information and may disdose
guech imlormation to the ahove-named Insurance Cormpanylies) and helr agenls
for tha purpese of obtsining payment for services and datermining insurance
Emplayer:Sehool Phone benafits of the benelits pavable for related services, This consant will end whan
Spouss’s Name my current treaimeant plan s comploted or ana year fram the data signed bolow,
Birthdate _ e
Sigrajure of Patient, Farent, Guardian or Personal Aeprasentats
S54#
Spouse’s Employer Fleasa print name of Palianl, Parent, Guardian or Persanal Repressntative
Whorm may we thank for referring you?
Diate Felatanship 1o Patient
~3 4 PHONE NUMBERS
Homs (. 3 Wark [ i Ext Cell Phone { b
Spouse’sWork | j Bast time and place to reach yvou z

IN CASE OF EMERGENCY, CONTACT {Specify somaone who doas not live in your househald )

Mame = as ___ BRalationship E
Hemia Phone | ] = Work Phone (3 =
P

DENTAL HISTORY

Reasan for today’s visit

Former Dentist _

CityiState

Cata of last dental visit

Cate of last dental X-rays

Bad breath
Blaeding gums
Blisters on lips ar mauth

Flace a mark on “yes” or "ne” to-indicate i you
have had any of the following:

I¥as [ Mo
[I¥es [IMa
[Ives: [ Ma

Burning sensation on longua [CI¥es [l Mo Mouth breathing Cyes [ Mo
Chew on one side of mauth [(¥es [IMo  Mouth pain, brushing Clyes [ MNo
Cigarette, pipe, or cigar smoking [ Yes [ Mo Orthodonlic treatment ClYes [] Mo
Clicking or popping jaw [ ¥es [ No  Painaround ear C¥as: [ Ha
Eiry mouth [I¥es [ Mo Pericdontal treatrmeant CIves: ['Na
Fingernall biting [I¥es [ Noo Sensitivity to cold [CI%es [ Na
Food callection between the teeth [1¥es "] Mo Sensitivity to heat [I¥es Mo
Forzign objects [¥es T Mo Sensitivity to swests [[¥es: Mo
Grinding teeth [l¥ss 1Mo Sensitivity when biting [CYes Mo
Gums swillen er tender [I¥es Mo Soresorgrowthsin your motth [Tyes [T Mo
Jdaw pain or tiredness CYes. [ Mo How often do you floss? =
Lip or chasak biting Cl¥Yes: [ Mo

Loose teeth or broken fillings

ClYes [CIMo Heow often do you brush?

(vars EEE50
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,_{_’
e ‘j‘ HEALTH HISTORY
Crate of last visil

Physiclan's Mame = is e M

Have you ever taken any of the group of drugs collectively referrad to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin (Brand
nameas of phanterming), Pondimin {fenfiuraming) and Redux (dexienfluraming), []¥es [ Mo

Flace a mark on “yes™or 'no” to indicate if you have had any of the following:

AIDSHIV [Cl¥es [No Epilepsy [Cl¥es Mo Respiratary Disease C¥es [ Ne
Anemia [(IYes [0 Ma Fainting or dizziness [Cl¥es ] Mo Aheumatic Faver _I¥es []No
Arthritis, Rheurmatism [(I¥es [ Mo Glavcoma [[J¥es [|Ho Scarlat Fever Cl¥es [[]MNo
Artificial Heart Valves [I¥es: [ Mo Headaches [Ivas C]Mo Shartness of Breath Cl¥es [C]No
Artificial Jdoints [¥es [ Mo Heart Murrmur Cl¥es [l Mo Sinus Trouble [Cyes [l Mo
Agthma [[¥es [] Mo Haarl Problems ]¥es [|Mo Skin Hash I¥es [No
Back Problems [C1%ez- [[1 No Hepatitis Type Cl¥es: [ClNa Special et ClYes [ HNa
Bleading abnormally, with [CYes [ No Herpes Tl¥es [ Mo Stroke [OYes Mo
exlractions of surgery High Blood Pressurs T ¥es | Ma ‘Swollen Feet or Ankles [(ves ] Mo
Blood Disease [Yes [1No Jaundice ¥as Mo Swollen Meck Glands [CIYes Mo
Cancer [ ¥es []No Jaw Pain ClYes Mo Thyraid Problems CIYes [ No
Chemical Dependency [1¥es [ Mo Kidney Disease [Cves [ Mo Tonsillitis [CYes []Mo
Chemotherapy [1¥es []MNo Liver Disease [[I¥as [ Mo Tuberculesis C¥es Mo
Gircutatary Problems [ves [ No Low Blood Prassure ClYes [ Mo Tumar o growth on-head or - [ ¥es [ Mo
Congenital Heart Lesions LiYes L[1No Mitral Valve Frolapse ClYes [ Mo neck
Cartizona Treatmenls [C¥es INeo Mervous Piablams Cl¥es [Ma Ulzer [C¥es [CIMo
Cough, persistent or bloody  [[]¥es - | Mo Pacemaker [¥es [ Mo Venaraal Disease [1¥es [ Mo
Diabates [1¥es [] Mo Peychiatric Care Clves [0 Mo Wiight Loss, unaxplained [I¥es [ITNo
Emphysema [Yes []No Aadiation Treatmant [¥es [ Mo

Doyou wear contact lenses? [Yes [ Mo

Women:

Ara you pregnant? [ 1 Yes [ No Cue date : Argyou nuesing? [ Yes | No

Taking birth contral pills? [JYes [ Mo

MEDICATIONS ALLERGIES
L_i_st ary medications you ara currently taking and the carrelating diagno- [ Aspirin [ Local Anesthetic
= ["] Barbiturates {Sleeping pills) [ Permeilin
= : == [l Codeine [T Sulla

Pharmacy Mare === et [] ladine [ Other
Phcne | b = [ Lates

A
BU UPDATES (7o be filled in at future appointments)

Has there been any change in your heallh sines your last dental appointment? [ 1¥es [ Mo

For what conditions?

Are you taking any new medications? 150, what?

Patient's Signature Date

Doctors Signatura = : — Cata
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Has there been any change in yourhealth since your last dental sppointment? [ Yes ] No

For what conditions?

Are you faking any new medications? If g, whal?

Fatiant's Signatura ; g Date

Doctor's Signature : Date,




