ID: Chart ID:

irs{ Name:

D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

. Middle Initial:

Responsible Party ( if someone other than the patient )
Name: :
ddress:

State, Zip:

Home
Phone:

Work Phone:

irfh Date:

lww]

Soc Sec:

=

esponsible Party is also a Policy Holder for Patient

Last Name:

Address 2:

Ext:

D Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

[_ISecondary Insurance Policy Holder

Patient Information

>

ddress:
City:

Home

Work Phone:
Phone:

Sex:|{ _|Male [ |Female

irth Date: Age:

E-mail:

Address 2:
State / Zip:

Ext:
Marital Status:|_|Married  [_]Single

Soc Sec:

Pager:
Cellular:

[ |Divorced [ |Separated [ IWidowed

Drivers Lic:

[_11 would like to receive correspondences via e-mail.

Section 2

Employment[ ™ gy|l Time [IPart Time
Status: .

9]

udent Status: D Full Time [|Part Time
Medicaid ID:
Employer ID:

Carrier ID:

Pref. Dentist:
Pref. Pharmacy:

Pref. Hyg:

[ JRetired

Section 3

Primary Insurance Information

he of Insured:

b=

1
syred Soc. Sec:
Employer:

Address:
Address 2:
City, State, Zip:

em. Benefits:

Relationship to Insured: || Self
Insured Birth Date:
Ins. Company:
Address:
Address 2:

City, State, Zip:

Rem. Deduct:

[ Ispouse [ Ichild [ "]other

Secondary Insurance Information

Nanje of Insured:

sured Soc. Sec:
Employer:.

Address:
Address 2:

ity, State, Zip:

ol

em. Benefits:

Relationship to Insured:|_|Self
Insured Birth Date:
Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

["Ispouse [Ichild [_lother




Patient Mame: Date Created:
Although dental parsonnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication
Afe you under a physician's care now? iYes Mo If yves | I
Hive you ever been hospitalized or had a major _+Yes i No If ves | i
o[eration?
Hhve you ever had a serious head or neck injury? ~+Yes (Mo If ves [ [
Afe you taking any medications, pills, or drugs? o Yes i i Mo If ves | \
Dp you take, or have you taken, Phen-Fen or Redux? < Yes < Mo If ves I 1
Hive you ever taken Fosamax, Boniva, Actonel or rYes . No If ves [ : |
ally other medications containing bisphosphonates?
Alle you on a special diet? Yesi iNo
Db you use tobacco? Yes i Ho
\Wamen: Ara you...
Fregnant/Trying to get pregnant? ] Nursing? ijaki|1g oral contraceptives?
Arelyou allergic to any of the followsing?
Aspirin [ I Penicillin ("] Codeine
' Metal [ ILatex [Tsulfa brugs
ofher? ] If ves | '
D§ you use controlled substances? Yes 1Mo If yes | \'
Oo You have, or have you had, any of the following?
AIDS/HD/ Positive Yes Mo | Cortisone Medicine Yes Mo | Hemophilia 'Yes i MNo |Radiation Treatments *_ Yes _No
Azheimer's Disease Yes . 'No | Diabetes Yes i Ho | Hepatitis A ~Yes (Mo | Recent Weight Loss Zi Yes (i No
Anaphylaxis ' Yes . :No | Drug Addiction Yes . No | Hepatitis B or C “Yes (Mo | Renal Dialysis ¢ Yes i No
Anemia ‘'Yes Mo | Easily Winded Yes {*No  |Herpes Yes (Mo | Rheumatic Fever ~ Yes 7 No
Angina . Yes iHo | Emphysema 2 Yes ('No | High Blood Pressure (7 Yes ('No | Rheumatism Yes © No
Arthritis/Gout ‘.'Yes (iNo |Epilepsy or Seizures =~ ('Yes (' No |High Cholesterol 0 Yes CiMo | Scarlet Fever (7' es (1Mo
Artificial Heart Yalve 'Yes iMNo | Excessive Bleeding (iYes (:Mo |Hives or Rash 2 Yes CiMo | Shingles Yes (Mo
Artificial Joint Yes "' No | Excessive Thirst Yes ' Ho | Hypoglycemia “+Yes (Mo |Sickle Cell Disease Yes Mo
Asthma Yes . No | Fainting Spells/Dizziness Yes < Mo | Irregular Heartbeat 'Yes (Mo | Sinus Trouble ~Yes ' No
Blood Disease Yes < *No | Frequent Cough ©Yes (3 Mo | Kidney Problems iZ1Yes (VMo | Spina Bifida ) Yes ) Ho
Blaod Transfusion Yas Mo | Frequent Diarrhea Yes « 'Ho | Leukemia “/Yes Mo |Stomach/Intestinal Disease ' Yes @ Mo
Bfeathing Problems ./ Yes (1Mo | Frequent Headaches ' Yes ' MNo [Ljver Disease 'Yes . Ho | Stroke ) Yes i Ho
Bfuise Easily Yes (Mo | Genital Herpes Yes i) MNo |Low Blood Pressure . Yes (1Mo | Swelling of Limbs € Yes (' No
dancer Yes (Mo | Glaucoma 2 Yes (. No | Lung Disease irYes (1Mo | Thyroid Disease rYes o No
Chemotherapy ~Yes iMoo |Hay Fever 7 Yes :MNo | Mitral Valve Prolapse 7' Yes 2 Mo | Tonsillitis . Yes i No
Chest Pains - " Yes "I Mo | Heart Attack/Failure "~ Yes (7 No | Osteoporosis 2 Yes (Mo | Tuberculosis © (7 Yes i Mo
Cpld Soras/Fever Blisters *~ Yes ' Mo | Heart Murmur 'Yes Mo | Pain in Jaw Joints v Yes (Mo | Tumors or Growths 7 es " MNo
Chngenital Heart Disorder Yes ' MNo Heart Pacemaker i Yes i MNo Parathyroid Disease +Yes Mo Ulcers 1 Yas Mo
Tbnvulsions ' Yes i7iNo |Heart Trouble/Disease ¢ Yes 'No |Psychiatric Care 0 Yes ©0Mo | venereal Disease (Yes (Mo
Yellows Jaundice {3Yesi:No
H]ve you ever had any serious illness not listed ©rYes i MNo If ves ]
Congments:
i
Ta f e‘best of my knowladae, the guestions on this form have been accurately answerad. Iunderstand that providing incorrect information can be dangerous to my (or
patidnt's) health. It is my responsibility to inform the dental office of any changes in medical status.
Signgture of Patient, Parent or Guardian:
X Date:




WELCOME

We are pleased to welcome you to our practice. Please take a moment to fill out as completely as you can. If you have any
questions, we will be glad to assist you. We look forward to working with you in maintaining your dental health.

Date ID#/SSN#
Patient,
Address
©ooany STATE paid
Sex D M |:| F  Age Birthdate

‘:' Single I:I Married l:' Widowed l:] Separated D Divorced

Occupation

Employer

Employer Address

Employer Phone  ( )

Spouse’s Name
Birthdate
Dccupation

SSN #

Spouse’s Employer

’hone ( ) Work Phone ( )

Nhom may we thank for referring you?

Who is responsible for this account?
Relationship to Patient

Insurance Company

Group #

Is patient covered by additional insurance? |:| Yes D No

Subscribers Name

Birthdate
Relationship to Patient

SSN#

Additional Insurance Co Group #
I certify that I (and/or my dependent(s)), have insurance coverage
with and assign directly to Dr.
all insurance benefits, if any, otherwise payable to
me for services rendered. I understand that I am financially
responsible for all charges not paid by my insurance. I hereby
authorize the doctor to release all informaion necessary to secure the
payment of benefits. I authorize the use of this signature on all
insurance submissions.

Responsible Party Signature

Relationship Date

Physician’s Name

Have you ever had any serious illnesses or operations?

[ ]Yes [ ]no

Have you ever had a blood transfusion?

(Women) Are you pregnant? D Yes D No

:l Anemia

|| Arthritis, Rheumatism
:l Artificial Heart Valves
| Artificial Joints

] Asthma

[
{
[
[
[
[:I Back Problems
|
|
[

Nursing?

l:] Chemotherapy Headaches

[ Girculatory Problems

l:] Cough, Persistent
[:I Cough up Blood
|:| Diabetes

|:| Epilepsy

D Fainting

D Glaucoma

MEDICATIONS
List medications you are currently taking

[__] Hemophilia

D Hepatitis

j Blood Disease
:' Cancer
:l Chemical Dependency

[ ] Hiv/AIDS
D Jaw Pain

Have you ever needed to be pre-medicated with Anti-biotics prior to any dental treatment?
I:, Yes l:l No

Check ( X)) if you have had problems with any of the following:

I:] Heart Murmur
D Cortisone Treatments I:l Heart Problems

I:I High Blood Pressure [___I Rheumatic Fever

I:] Kidney Disease

Date of last visit

l:, Yes [___| No

If Yes, describe

If Yes, give approximate date(s)

Have you ever taken any of the group of drugs collectively referred to as “fen-phen”? Thise include combinations of Ionimin,
Adipex, Fastin (brand names of phentermine), Pondimin (fenfluramine) and Rendux (dexfenfluramine).

D Yes D No
D Yes D No
D Yes D No

|:] Stroke

D Mitral Valve Prolapse |:] Swelling of Feet & Ankles
[ Pacemaker [_] Thyroid Problems

D Radiation Treatment ]:' Tobacco Habit

D Respitory Disease [:l Tonsilitis

D Tuberculosis

I:l Scarlet Fever D Ulcer

[:l Shortness of Breath I:I Venereal Disease

[ ] skin Rash [ ] other

ALLERGIES

Taking Birth Control?

Liver Disease

HLTVIH TVLN3Id ZIHDONVYS



Reason for today’s visit Date of last dental care
Former Dentist Address Date of last dental X-Rays

Check ( X ) if you have had problems with any of the following:

:l Bad Breath D Dry mouth [:, Loose teeth or broken fillings [:| Sensitivity to heat
:] Bleeding gums l:] Food collection between teeth I—_—] Mouth breathing I:] Sensitivity to sweets
|| Blisters on lips or mouth [ ] Foreign objects [ ] Mouth pain, brushing [] sensitivity when biting
:I Burning sensation on tongue I:] Grinding teeth [:] Orthodontic treatment I___] Sores/growths in your mouth
:’ Chew on one side of mouth D Gums swollen or tender f___l Pain around ear [:l Other
:l Cigarette, pipe or cigar smoking l__—_l Jaw pain or tiredness ]___I Periodontal treatment. [:I
:] Clicking or popping jaw l:] Lip or cheek biting |:| Sensitivity to cold l__—'
How often do you floss? How often do you brush?

[N CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship
Home Phone () Work Phone ()

* To be filled in at future appointments *

Has there been any change in you'r health since your last dental appointment? D Yes l:l No
For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature : Date
Doctor’s Signature Date

|Has there been any change in your health since your last dental appointment? [:] Yes D No
For what conditions?

Are you taking any new medications? ' If so, what?
Patient’s Signature Date
Doctor’s Signature Date

Has there been any change in your health since your last dental appointment? D Yes D No
For what conditions?

Are you taking any new medications? If so, what?
Patient’s Signature Date
Doctor’s Signature Date

{as there been any change in your health since your last dental appointment? D Yes I:I No
ror what conditions?

\re you taking any new medications? If so, what?

atient’s Signature ] Date

Doctor’s Signature Date




