PATIENT REGISTR AT O/ |

Patient’s name Birth date Single [
Name of spouse/partner Birth date W,\i,?;‘:fgg H
If a child, parent's name Lang TermDm':;:(; g
Street address Phone Separated [J
City State Zip

Patient employed by Phone

Business address

Present position How long held

Spouse/partner employed by Phone

Business address

Present position How long held

Purpose of this appointment

In case of emergency, who should be notified Phone

Person responsible for this account

Social Security number

Drivers License number

Spouse/partner’s Social Security number

Spouse/partner’s Driver's License number

If using Charge Card, name Card no. Exp. date

If Welfare, your number County of

If you have insurance, name of insured

Name of insurance company Policy no.

If spouse/partner has insurance, name of insured

Name of insurance company Policy no.

Whom may we thank for referring you

Your Signature Date

Comments:
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HEALTH HISTOR'Y |

Correct answers to the following questions will allow your dentist to treai you on a more individual basis, providing the care appropriate for
your pariicular needs.

Name Birth date Age

Why are you now seeking dental treatment?

.Please answer each question. Check yes or no. If in doubt, leave blank.

YES NO
1o AT YO0 N QOB NEBHTMOWT s vnoomusmnmsonsesmessvomassiansmsos s s o s 8 ST s o o Y L eV 0 O
2. Are you now under the Care 0f @ PRYSICIANT ....cci.oviiieiii et s et s et ee ettt eee e 0 O
If so, what is the condition being treated? )
3. Have you ever been hospitalized or had 8 SEIHOUS HINESST ..viveviiririiieeceiie ettt ea et s st s s s es et e s te et et seeseeseeens O 0O
If yes, explain )
4. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously? ............cccccueee. 0o 0O
5. (Women) Are you pregnant? If so, give due date 0 O
6. Do you use tobacco in any form? If yes, how much | A
7. Do you use alcoholic beverages (More than 2 driNKS PEF AY)7 .......vovevevviee oo es oo es e teese e e st eeee st enen e ssessesesenesseeeesasen [
8. Do you have or have you ever had any of the following?
GENERAL HEART/BLOOD VESSELS
YES NO YES NO
Tire easily, weakness........ccvevenenes [ 1l Rheumatic fever......oecienen. O O
Marked weight change ...........c.co....... O O Heart murmur............. o O
NIght SWEALS ....voveveesivsce s ienenion, [ B Chest pain/discomfort Lo
Persistent fever........ocooveciincven, i E Heart attack/trouble .......... - H O
SKIN Shortness of breath .........cccccecueeunne o O
EFUPHOAS (aSh) IVES ousussesmssssssss B I Swelling of ANKIES w..vvresvvvesvcrrs 0
Change in skin color O O High bIO.Od pransue 0o
EYES Cpngenltal heart disease........c........ I
ir— 0 0 Mlt‘rgl_valve [S100 11011 YR Ll O
Artificial heart valve ... O M
[&1=10 o101 11 T- ISR 0o d e 0 0
EARS Heart surgery (1 O
Loss of Neaning ......cccceeveeeveecrirnnn, (] | Ot O O
RiNging in @ars.....cccocvveevieeeiiiieseenns O BONE/MUSCLES
NOSE Arthritis/rheumatism ..., 0o O
Frequent nosebleeds ..........c...oouee. O O Artificial joints/limbs o o
Slnus Problems . s 1] P DIGESTIVE SYSTEM
THROAT Hepatitis ....ovvciieeeeeeieien, O O
S0reness/NOArSENEsSs ........ccovvvvrvenens [ i JAUNAICE wusmmpammaRamsERRE 0 O
NERVOUS SYSTEM UICers. ..o, w1 L
o . 1 [ Change in appetite L O
Headaches.......o.ooveviveeerreereeeesesreeeen, O O Black, bloody or pale stools............... 0O
Convulsions/epilepsy ......c...cccocvinn L O URINARY.
Numbness/tingling ........oooeeveeeeerennen. I | ey clllsease """""""""""""""""" 0o
o v Increase in frequency
Dizziness/fainting .......coecevenivcerenanens El ‘& o :
Psychiatric treatment ............c............ g d s s
sye Burning on urination ...........ccceeeivnn. O O
RESPIRATORY - Urethral discharge ...... SV G N
LT T —————— 1 R Bloody urine........ O 0
EMPhYSEMA ..ot 0 O Venereal diSEaSE ..o 0 O
Asthma/hay fever.......c..cocvvivveenan., O O BLOOD
Persistent cough...... Rirarasesar 0o Bruise @asily .......ccocoovovvveeenrirenernens 4 A |
Sputum production (phlegm) ............. 1 O Anemia.......cooun. O O
Cough up bloody sputum................... O O Blood transfusion..... |
Difficulty breathing while lying down.. [ [ OTHER
ENDOCRINE Radiation therapy...........ccceiverireeann. O O
B OB s s s sss e 0o O Chemotherapy ... 1 g
Family history of diabetes.................. O Od Tumors or growths... 0 O
Thyroid condition/goiter ..................... | % E‘
(@13 1= U O O O 0O
ltlem 4046

Please compiete reverse side




9. Are you ALLERGIC or have you ever experienced any reaction to the following?

YES NO

Local anesthetics (e.g. novocaine) ... 1 []
Barbiturates/sedatives/sleeping pills 1 [

Penicillinfother antibiotics ............... 0
10.  Are you taking any of the following?
YES NO
‘Antibiotics/sulfa drugs .................. O
Blood thinners ..........ccoecvvevveeven... O O
Blood pressure medication ............ O O
Thyroid medicing .........cccvevevre.... L1 O
CortiSone/steroits ..o 0 O
Antihistamines/allergy drugs/
cold remedies ..........coevverenn. [

Aspirin or codeine .........c..coeuinis
SHHAEIUGS wnsmmnsenmemmms
Other allergies

Tranquilizers ......cccccoiviievniinnnns
Insulin/other diabetes drugs ........
Recreational drugs ..........cc.cuveni.
Digitalis/other heart medications ..
Nitroglycerin......oovveviiviiniienanns
ABRITIN sosmmssaramsmm
Other medication

YES NO
e [ |
s [

YES NO
Lo
wen 1 1E]
S i
L0 g
e O
s Ll

If yes to any of the above, list name of medication and desage below:

i
2.
3.
4
11. s there any disease, condition or problem not listed above that you think we should know about, or is there any activity your
doctor says you cannot do? If so, explain
12. Physician's Name Phone
13. Have you ever had any serious trouble associated with previous dental treatment?
14. Does dental treatment make you nervous? No Slightly Moderately Extremely
16 Date of last dental visit
16. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?
If so, when?

17. Do you have or have you ever had any of the following?
MOUTH TEETH

YES NO YES NO
Bleeding, sore gums ..................... O o Loose teeth .....vvvevveeeierieeeceiieiianns ]
Unpleasant taste/bad breath ............ O O Sensitive 10 Not ....ooovveeviiiriiiieciinnn, O O
Burning tongueflips ...o.cvvevieniaiin. Ll O Sensitive o cold  .....ooeeieeiiiee I
Frequent blisters, lips/mouth ............ O Sensitive t0 SWEBLS .....cooveviiieininnns 0 O
Swelling/lumps in mouth ............... 0 O SensHve o BIING —oiseimssmiaisii 1 [
Ortho treatments (braces) ............... O O Food IMPEttion . emmnaissain ) -
Biting cheeks/lips .....oovevveeeoneennn.. 0 O Clenching/grinding ..........cc..cooeen... 1
Clicking/popping jaw .........occooevven... 0 O Shifting of teeth ........cccoeeovriiinieennn, 5]
Difficulty opening or closing jaw ...... Ll O Change inbite .....oooveveveinriieenne il
ORAL HYGIENE
Do you use the following? YES NO
Brush .oovveeeeer e S g How often do you brush
Damtal 1088 wvnvmmminn s sy . ) }
Fluoride FiNSE ...vvvvvvrsicviereiee e 0 0O Brushis:  SoftL]  Mediumll  Hard[J

Other

To the best of my knowledge, all of the preceding answers are true and correct.

If | ever have any change in my health or change in my medication, | will inform the dentist at the nexi appointment.
Signature of Patient

Parent, or Guardian

Date




