D:

First Name:
Patlent is: [ Palley Helder
('] Responsible Party

ChariD:

PATIENT REGISTRATION

~__ Laet Name:
Profarred Name:

--Ragponaible Party (if somaona othar than the patignt) - = e e e e e

- First Name:
. Addrass;
! City, State, Zip:

Home Pheone,
Birth Date:

“Ratlant Information -
Address: . ...

Home Phonat

) Male

Sex;

Blrth Date;

. E-mail;

Seciion 2

Employment Status: (") Full Tima

Student Status: (7 Fuil Time

Medicaid 1

EmployerID:

Carior 1D, _

-Rrimary Insuranca Information

MName of [ngured:

Insured Soe. See:
Employer:

Address: ___ . .

Address 2;

CityState.Zip;
Rem, Benefts:

Inayred So¢. Sec:

Employer __
Address:

Address 2

City State 2ip: .
'1 Ram. Banafiis:

- Wﬂrk phuna' v m—— s s ey e

___Waork Phone:

() Female
- Age:

.00
m&‘;ééondary 1naura_r~};;l_r‘1¥;:_rl‘-§{é£ion

Name of Ingured:

D

__LpstNama;

Address 20

___ Pager:

O Responsibls Pary ia also a Policy Halder for Patient O Primary Insurance Policy Holder

Address 2.

o State /2l
- B

) single

Marital Status: O Married

So¢. Seo

Ext: ——

L Geldlar

Drivers Lie:

_____Cellular:

__ Middle Initial:

- Middle (nitial:

O sacondary Insurance Palicy Holder

() Divorced () Seperated () Widewsd

Drivers Lle:

O pantTime O Retired

() Part Time

Pref. Dentiats __

Praf, Pharmacy.....

Praf Myg.

_Insured Birth Date:

Relationship to Insured) Self

[T 1would like to raceive correspondsncss via e-mail.

Zaction 3

FAMILY DOCTOR'S NAME:

FAMILY DOCTOR %
EMERGENCY CONTACT:

EMERGENCY CONTACT®#

REFERREDEBY:

MAY WE CALL WORKT:
INSURANCE GROUP #

O spouse (O Child

e+ { Ins.Company. e
e Addrass,
_ l Address 22
U cystetezp ]
Rem, Daduct: .bo

Insurad Birth Data;

Address:

Addrees 2.

City,State, Zip:

Rem. Deduet: .00

Relationahip ta Insured:( Self

(") spouse () Child

Ins. Company:

) Other

() Other




DICAL HISTORY

PATIENT NAME Blrth Date

i Althuugh dentat personnei pnmarlly treaf [he. araa in and amund your rnouth your mouth is a part uf yuur entlre bady. Haalth problems mat you may
. have, or medication that you may be taking, could have an important interrefationship with the dentistry you will receive, Thank you for answering the
i following gquestions,

o — —— [p— T "

Are you under a physician's care now? () Yes Q No W yes, please explain:
Have you ever baan hospitalized or had a major operation? () Yes (O) No  If yes, please explain:
Have you ever had a serious head or neck mjury? () Yes () No  If yes, please expiain:
Are you taking any medications, pills, or drugs? ) Yes (O) Na  If yes, please explain:
Do you take, or hava you taken, Phen-Fen or Redux? () Yas () No
Are you on a special diel? O ves G No
Do you use tobacco? () Yes (O No
Do you use cnntrulled substances? () Yes () No
- Women: Are your -
: Pragnanh‘"frymg to get pregnant?( ) Yes F } No Taking oral contraceptives? C) Yes (O Neo Nursmg? ) Yes Q No

e s Pr— gy e Np—

i

i s s wim iy g oy — A—— s e i

Are you alla{gtc w any of the followlng?

(7] Aspiin | | Penicilin [ ] Codeine [ | Aerylic [ ] Metal [ Latex [ Local Anesthetics ;
] Other 1fyas, please explaln: |
i+ Do you have, or have you had, any of the following? s S S oo i :
! ADS/HIV Positive )y vea() Na | Conlsone Medicine () Yes () No | Hemophitia () yee (D) Ma | Renal Dialysis () ves() No |

Alzheimers Digesse () Yes() No | Disbates (O yes (O No | Hepatitis A (7 Yes () No | Rheumatic Favar O ves() No |
: Anaphylexis () Yes () Na | Drup Addletion QO vYes() No | HepatiisBorC () Yas (:) No | Rhsumatism () Yes () No
. Anemia () Yes(() No | Easily winded () Yes () No | Harpes () Yes () No | Searet Fever O veaONo !
* Anging () ves(O No | Emphysema () Yes () No | High Blood Pressura () Yes (O) No | Sningles O vyes() Mo
. Arthritis/Gout (7 ves() Mo | Epilepsyor Seizures () Yes (D) Wo | Hives or Rash () Yea(D) No | Sickle Cell Disease OvesO Mo
_ Artificial Heart Valva () Yes() No | ExcessiveBleading () Yes(O No | Hypogiycemia O Yes (O Mo | Sinus Trouble O ves O ne |
+ Atificlal Joint (3 Yesy Y No | Excessive Thirs; (O Yes () No | Iregular Heartbeat () Yes (O) No | Spina Bifida (O Yes () No ‘
i Asthma () Yes () Na | Fainting Spalla/Dizziness () Yas () Na | Kigney Prablems () Yea () No | Stomach/niestingl Diswase () Yos () No
- Bloog Disegses Co Yes() Mo | Fraquant Cough (O ves() No | Leukernia () Yer () No | Stroke O Yes () No !
| Biood Transfusian () Yes(D) No | Frequent Diarrhea () ves() Na | Liver Disease () Yes ) No | Swalling of Limbs O Yos () No -
i Areathing Problem {5 Yea() No | FroquentHeadeches - 3 Yes() No | Low Pload Preasure (O) Yes() No | Thyrold Disease () Yes () No
. Rruise Easily (71 vee () No | Genital Herpas i Yes (O No | LungDissase (O Yes () No | Tensilitls () Yes({( D No ¢

Cancar () Yes( ) No | Glaucoma (O Yes(C) No | Mitrat Valve Prolepse () Yes () No | Tubereujosis O yas (O No :

Chematharapy (") yes () No | Hay Faver Ty ves () No | Painin JawJoints () Yes (D) Na | Tumers or Grawthe (O Yes () No t
| Ghest Paing Ty ves(O) No | Meart Attack/Fallus () Yas () No | Parathyrold Disesse”(_) Yes () No | Ulcers ) ves (O No i
| Cold Sores/Fover Blisters () Yes( ) No | Heart Murmur (O Yes(D) Mo | Paychigtic Care () Yes () No | Venereal Disease O ves (O Mo |
© Congenital Heart Disorder(_) Yes () No | Heart Pace Maker (O Yes(O) No | Radiation Treatments() Yes () No | Yailow Jaundice ) Yes () No |
* Convulstons (O ves() No | Heart Trouble/Disesee () Yes(C) No | Recent Weight Loss () Yes () No

Mave you evar had any serious illness not listed above? (C) Yes () No f yes, pl?ase pxplain:

PRI e e e P i S A a4+ o ma®

Comments: .

. To the best of my knowledge, the questions on this farm have been acturately anawered, | undarstand that providing incorract information can pe
- dangeraus ta my {or patient'a) healin. it is my respansibility to inform the dental affice of any changas in madical status,

- GIGNATURE OF PATIENT, PARENT. or GUARDIAN DATE



