PATIENT REGISTRATION

First Name: Last Name: Middle Initial:
Patientis: OResponsible Party O Policy Holder

Responsible Party: (if someone other than the batfent)

First Name: Last Name: Middle Initial:
Address: Apt:

City, State, Zip:

Home Phone: Work Phone: ' Cell Phone:

Birth date: Social Security #: ’

O Responsible Party is Policy Holder for Patient O Primary Policy Holder O Secondary Policy Holder

Patient Information:
Address: Apt:
City, State, Zip: _ .
Home Phone: Work Phone: Cell Phone:

Sex: OFemale O Male Marital Status: O Married O Single O Divorced O Separated O Widowed
Birth dgte: : Social Security #:

E-mail:

Thank you for trusting us with your healthcare. Whom may we thank for referring you?
We promise to do our best to provide you with the finest care available. '
if you have any questions please do not hesitate to call us.

Primary Insurance Information:

Name of Insured: Relationship to Insured: O Self O Spouse Q) Child ) Other
Employer ID: : Carrier ID:

Insured Social Security #: Insured Birth date:

Employer: | Insurance Company:

Address: Address:

Address 2: Address 2:

City, State, Zip: | City, State, Zip:

| certify that |, and/or my dependent(s), have insurance coverage with andassigndirectiytoDr.____ ali

insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether or
not paid by insurance. | authorize the use of my signature on all insurance submissions.

‘The above-named dentist may use my health care information and may disclose such information to the above-named Insurance Company and
their agents for the purpose of obtaining payments for services and determining insurance benefits or the benefits payable for related services.
This consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative Date



EDICAL HISTORY

Although dental personnel primarily treat the area in and around yournmuth.ymmouﬂnlsapanofyour'epﬁr_e body. Heélﬂlpmb!emsghatyoumay
have, or medication that you may be taking, could have an important interelationship with the dentistry you wiil recelve. Thank you for answering the
following questions. ,

Are you under a physician's care now? O Yes O No Ifyes, please explain:
Have you ever been hospitalized or had a major operation? O Yes O No Ifyes, please explain:
Have you ever had a serious head or neck injury? O Yes O No [fyes, please explain:

Are you taking any medications, pills, or drugs? O Yes O No Ifyes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? O Yes O No
Are you on a special dist? O Yes O No
Do you use tobacco? O Yes O No
Do you use controfled substances? O Yes O No
- Women: AT@ you— == s ne . -

ngnammyingtogetbregnant’-lo Yes(O No  Taking oral“e‘ontraoepﬁv.es?o YesO_ No Nursing? O_Y”OA'.‘,"‘__ e
T8 YOU GRIGIC 10 BNy OFthe FONOWIAGP— - o - ocvm e oo o ooreoer e T T T LTI
:OAspiin ] Peniciin =~ [] Codelne [ ] Acrylic [ ] Metal [ Latex ] Local Anesthetics

; (] Other Ifyes, please explain:

'DO‘you have, or have you had, any of the following T T T T oes e e T '—A" TITTTITIRT s ey e

Have you ever had any serious illness not listed above?( Yes O No If yes, please explain:

Comments:

O YesO No

- AIDS/HIV Positive QO YesQO No | Cortisone Medicine Hemophitia O Yes(Q No | Renal Dialysis O YesQO No
" AzheimersDissase (O Yes(D No | Diabetes O Yes(O No | HepatitsA . O Yes(O No | Rheumatic Fever Q Yes( No
Anaphylaxis QO Yes(O No | Drug Addiction QYesQNo | HepatiisBorc O Yes(O No | Rheumatism " OYesQO No
Anemia O Yes( No | Easily Winded Q Yes(O No | Herpes Q Yes(QO No | ScaretFever O YesQO No
Angina QO Yes(O No | Emphysema Q Yes( No_| HighBlood Pressure O Yes) No | Shingles O YesQ No
Arhuits/Gout C YesQ No | EpilepsyorSeizures O Yes() No | Hives or Rash O Yes(O No | Sickte Cell Disease O YesQ No
. Artfidal HeartVave (O Yes().No | ExcessiveBleeding (O YesQ No | Hypoglycemia QO YesO No | Sinus Trouble QO YesQ No
" Attificial Joint QYesO No | Excessive Thirst Q YesQ No |- tregular Heartheat O Yes(O No | Spina Bifida QYesQ No
Asthma ° Q Yes() No | Fainting Spetis/Dizziness O Yes (O No | . Kidney Problems Q YesQ) No | Stomachintestinal Disease O YesO No
" Blood Disease QO Yes(Q No | Frequent Cough O YesQO No | Leukemia O YesO No | Stroke O YesQO No
. Blood Transfusion O YesQO No | Frequent Diarthea O YesO No | LiverDisease O Yes(Q) No : | Swelling of Limbs O YesO No .
‘Breathing Problem QO YesQ No | FrequentHeadaches (O Yes() No | Low Blood Pressure QO Yes(O No | Thyroid Diseass QO YesQO No
- Bruise Easfly QO YesQ No | Genital Herpes QYesQONo | LungDisease - O YesO No | Tonsimis- O YesQONo
. Cancer OVYesQO No | Glaucoma O YesQ No | Mitral Vaive Prolapse O YesO No | Tuberculosis QO YesO No
: Chemotherapy O Yes(O No | HayFever QO VYesQNo | Panindawdoints O YesO No | Tumors or Growths O YesQO No
" Chest Pains Q YesQ) No | HeatAtacFaiure (O YesQ No | Parathyrold Disease () Yes() No | Uicers O Yes(Q No
Cold Sores/Fever Blisters O Yes(O No | Heart Munmur QYesQNo | psyciaticCare O YesO No | Venereal Disease O YesQ No
Congenital Heart Disorder(O Yes(O No | Heart Pace Maker Q YesQ No | Radiation TreatmentsO YesO No Yellow Jaundice QOYesQO No
Convuisions O YesQO No | Heart TroudleDisease O Yes( No | RecentWeight Loss Q YesQ No

To the best of my knowledge,
dangerous to my (or patient’s)

the questions on this form have been accurately answered. | understand that providing Incomrect information can be
health. itis my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

DATE




