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- - DENTAL REGISTRATION AND HISTORY

! PATIENT INFORMATION 3DENTAL,INSURANCE
Date = ¥vho is responsible for this account?
BS/HIC/Patient ID # Relationship to Patent
Patient Nama Insurance Co.
Last Name
Group # ____
First N. Middl& Initial 5 ity -
aalk ' bl Is patignt coverad by addiional insurance? [IYas [ Mo
Address =
Subscriber's Mame
E-mail =
Birthdate _ S5# _
City =
L Relationship to Patient
State Zip
Insurance Co, i
Sex [IM []F Age
Group # _ —
Birthdate =
ASSIGNMENT AND RELEASE
1 Married ] wWidowed [ single ] Minar | corlify that |, andfor my dependentis), have insuranca coversge with
ted r _ - and assign directly to
[ Separa [ Divarced O Partnered for yaars T e e e o ¥
Paliant Employer'School
ploye: = Dr. s— __ &ll mzurance beneits, if
Occupation any, olherwisa payable o me for services randered. | understand that | am
financlally resporsible kor all chargea whether or not pald by insurance. | authorize
Employer/School Address the usze of my signature on all insurance submisskons.
The above-namad dentist may use my health Gare information and may disclose
= = such information 10 the above-named Insurance Compamaies) and thair agents
for the purposze of obtaining payment for services and determining Insurance
Employer/School Phone ) benafits o the banalils payable for retated services, This consent will end when
Spouse's Mame my currant realment plan is compleled or one year trom the date sined balow.
Birthdate —
o Sigrature of Patiant, Parent, Guardian of Personal Fepresentative
Spouse’s Employer Flease print nanw of Patiant, Parent, Guardian or Personal Feprasentative
Whaom may we thank for refeming you? =
Date Realatianship to Patlent
3 PHONE NUMBERS
Home (__ ] Wark | ] Ext Coll Phone { i =
Spousae’s Work | I e ___ Besttima and place to reach you_
IN CASE OF EMERGENCY, CONTACT (Specity somecna who does not live in your household.}
Name - Relationship e
Home Phone{ ) Work Phone
DENTAL HISTORY
Reason for wday's visit Burning sensation on tongue [CI¥es Mo  Mouth breathing [O¥es [ Mo
Chew on one side of mouth C¥es C1Mc  Mouth pain, brushing [ves [ Hao
_ i Chgarstte, pipe, or cigar smoking (JYes [ Mo Orthodontic treatment Oves []No
Former Dentist Clicking of popping jaw [Yes Mo Pain around ear OYes [ONo
City/State Diry mouth [(Yes QMo Periodortal treatment [OYes CHNa
Fingemail biti TNe  Sensitivity to cokd Yas [N
Date of last dental visit _ " k o QYes 1Mo I o = [1ho
Food collection between the teeth [1Yes [ Mo  Sensitivity to haal [1¥es []Mo
Crate of last dental X-rays Forsign objects CIYes [JMo Sensitivity to swasats Oes [JNo
Plage a mark on “yes" or "'no” to indicate if you Girlnding teeth OYes []MNo Sensitivity whan biting COYes Mo
have had any of the following: Gums swollen or tender [OYes QMo Sores or growths in your mouth  [Tyes [ Mo
B b.leam [ ¥es |:| Mo Jaw pain or tirgdness LYes [ONo 0 oitan do you fioss?
Bleading gums [(OYes [Mo Lip or cheek biting [¥es [INo
Bliztars on lips or mouth [J¥es [[JNo Loose testh or brokan fillings [O¥es [ 1Mo How oflen do you brush?

,@ g HEALTH HISTORY

Physician's Mame

Drate of last visit

Hawve you ever taken any of the group of drugs colleclivaly referred to as “fen-phen?” These include combinations of lomimin, Adipex, Fastn {brand

names of phenterming), Pondimin {fenfluramine) and Redux (dexfenfluramine). [ JYes [ Mo
Flaca a mark on "yes" or “no” to indicate if you have had any of the following:
AIDSHIY IYes [1Mo Epilepsy [O¥es [IMo Respiratory Dizeasze [OYes [ Mo
Aremia [CI¥es [JMo Fainting or dizziness [¥es [] Mo Rheumatic Fewver [Tves [1Ho
Arthritis, Rheumatism [I¥es [JMNo Glaucoma [I%az [ Mo Scarlst Fever [(I¥es []Mo
Artificial Heart Valwes [¥es [[1Ma Headaches [OIY¥es [ MNo Shortness of Braath [O¥es [INe
Artificial Joints [(1¥es [[JMo Heart Murmr [[Ives [ Mo Sinus Troubla [l¥es 1Mo
Asthma [dves [Mo Heart Problems [I¥es [ Mo Skin Rash [1¥es [ Mo
Back Problems [[Yes [ 1Mo Hepatitiz Type [Oves [ Mo Special Diat [O¥es 1Mo
Bleeding abnormally, with [[I¥as [ Mo Harpas [Tyes [ | Mo Stroka [O¥Yes [[1Ho
extractions or surgary High Blood Pressure [J¥as [ Mo Swollen Faet or Ankles [Tves [ Mo
Blood Disease [1¥es [1No Jaundice [¥es Mo Swollen Meck Glands L1ves []No
Canger [¥es []No Jaw Pain [O¥es [ No Thyroid Problems OYes Mo
Chemical Dependency [I¥es [1Mo Kidney Disease Myes [] Mo Tonsillitis [NYes [1Mo
Chemaotharapy [IYes []No Liver Disease [1ves [ HNe Tuberculosis [lves [N
Cirgulatory Prablems [MYes [ Mo Low Blood Pressura [IYes [ Ne Tumor or growth on head ar - [ Yes [ Mo
Congenital Heart Lesions | J¥ee [ No Mitral Vake Prolapse Myes []MNa neck
Cortisone Treatments [1Yes [1Mo Mervous Problems LI¥es [Meo Ulger [Yes []No
Cough, persistent or bloody  [|¥es [ Mo Pacormakar Mves [ No Venerzal Diseasea CO¥es [INo
Diabetes [1%es [ MNo Psychiatric Care M¥es []No Weight Loss, unexplained [1ves [ Mo
Emphysema [1Yes [Mo Radiation Treatmaent [1Yes [ Mo
Do you wear contact lenses? | [Yes [Ho
Women:
Ara you pregnant? [Yes [ No Due date Are you nursing? [JYes [ Mo
Taking birth contred pills® CYes  [] Mo
MEDICATIONS ALLERGIES
List any medications you are currantly taking and the carrelating diagno- ["1 Aspirin [ Local Anesthetic
it
['] Barbiturates {Sleeping pills) L1 Penicillin
[ Codeine [] Sulka
Pharmacy Mame B [ leding [] Crher
Phone { I B | Laex .
E . i UPDATES {Tor be filled in at future appointments)
Has there been any change in your health since your last dental appointment? [JYes  [] Mo
For what conditions? =
Ara your taking any new medications? _ Ik so, what? . -
Patiant’s Signatura _ - Date
Doctors Signature — Date R
Has thara bean any change in your health singe your last dental appointment? [JYes [ HNo
For what conditions? -
Are you taking any new medications’? __ If =0, what?
Patients Signature - Diate =
Dactar's Signature Diate




