REGISTRATION AND HISTORY

PATIENT INFORMATION

DENTAL INSURANCE

Date

SSHICPatient 1D #

Who is responsiile for this account?

Relaticnship to Patient

Palient Name Insurance Co.
Last Name
- Group ¥
Fust Name Mok ibal )
Address Is patient covered Dy additional insurance?  Yes Mo
City Subscriber's Name
State dip Birthdate 85 #
E-mail Retationship {o Patient
Sex M F Age Insurance Co.
Birthdate Group #
Marrted Widowed Single _ Minor ASSIGNMENT AND RELEASE
. . j z i
Separated Divorced Partnered for years i cartify that |, andfor my dependent(s}, have ihstrancs coverage with
i and assign directly to
Occupation FIETee OF HTSIGaTen § i A rar iy G N ¥
Patient Employer/School Dr. all insurance benefits, if
any otherwise payable 1o me for services randered. | undarstand that | am
gmpggyeyschggf Address firancially responsible for alf charges whether or not paid by insuranca. | authorize
the use of my signature on ali insurance submissions,
The above-named dentist may use my health care nformation and may disclose
Employer/Schoal Phone { ) such information {o the above-named insurance Company(ies), and their agents for
R the plapose of ablaining payment for services and determiniag insurancs benafits
Spuouse’s Name or the benefits payable for related services. This consent will end when my current
. treatment piar iz completed or one year from the date signed balow.
Birthviate
854 LITBTre O Faleet, Farst, FRuardmT of Barsonl HEpresemaes
Spouse’s Employer PSSR THIL TS OF PRTIST, Par i, SUaTamT o7 Peraon Hoprani Cat
Whom may we thank for referring you? Tota VST B Fonhent
Home ( 3 Work { 3 Ext Cell Phone { }
Bpouse’s Work {_ ) Best time and place o reach you

IN CABE OF EMERCENCY, CONTACT (Specify someone who does not five Int your household.)

Name Relationship

Home Phoneg ( ) Wark Phone ( 3

DENTAL HISTORY

Reason Tor today's visit Chew on one side of moutn Yes  No  Mouthbreathing yes Ko
Cigarette, pipe, or gigar smoking  Yes  No  Mouth pain, brushing Yes  No

Farmer Dentist Clicking or popping jaw Yes Me  Orthodontic treatment Yes N

City/State Dry mouth Yes No  Pain around ear Yes Ho

Date of tast dentat vis# Fingermail biting - Yes  No  Pericdontai treatment Yes  No

Date of last dental X-rays _ Food cofiection between the teeit  Yes No  Sensitivity to cold Yes  No

Place a mark on ‘yes” o *no” t indicate fyou T oreign objects Yes  No  Sensiivity to heat fes Mo

have had any of the following: Grinding teeth Yes No  Sensitivity to sweels V&5 No

Bad breath Yes  No J(_Sums ffwoiie? or iender :es 1;10 Sensitivity when b.iiing :Eﬁ SG

Blesding gqums Yes Na :aw pain or firedness _1es 0 Sores or growths in your mouth a5 o

Blisters on fips of mouth Yes  No Lipor cﬁeek bltizjg .‘(es No  How often do you floss?

Burning sensation on fongue Yes No Loose feeth or broken filings Yes No  How often do you brush?




HEALTH HISTORY

Physician's Name s Date of tas? visit

Have you ever taken any of the group of drugs coliectively referred to as “en-phen?” These include combinations of lonimin, Adinex, Fastis (brand
names of phentermine}, Poncimin (fenfiuramine) and Redux (dexfentiuramine).  Yes Na

Place & mark on “yes” or “'no” to indicate if you have had any of the following:

ADSHIV Yes . No  Epllepsy Yes Ne  Respiraiory Disease ..Yes  No
Anernia Yeg Na  Falnting or dizziness Yes  No  Rheumatic Fever Yes  No
Arthrifis, Rheumatism Yes  No  Glavcomsa Yes No  Soaret Fever Yes No
Afiificinl Heart Valves Yes - No  Headaches : Yes  No  Shonnass of Breath Yes  Ho
Artificial Joints : Yes - No  Heart turmur Yes No  Sinus Troubie Yes e
Asthma Yes  No  Hear Problems Yes No  SkinRash Yes  No
Back Problems Yes No  Hepalitis Type Yes No  Spacial Diet Yes Mo
Bleeding abnosmally, with ﬁ Hemes Yes No  Stroke Yes  No
extractions ar surgery Yes - No  High Bload Pressure Yes No  Swollen Feet or Ankles Yes  No
Blood Disease Yes Mo Jaundice Yes  No  Swollen Neck Glands Yes  No
Cancer Yes - Moo Jaw Pain Yes  No  Thyroid Problems Yes  No
Chemical Diependency Yes - Mo Kidney Disease Yes  No  Tonsilitis Yes Mo
Chemotherapy Yes - No Liver Disease Yes  Ne  Tuberculosis Yes No
Circulatery Problems Yes | No  Low Blood Pressure Yes  Ne  Tumoror growth on head
Conhgenital Heart Lesions Yes | No  Miral Valve Prolapse Yes- No or neck Yes  No
Cortisons Treatments Yez  No  Nervous Problems Yes No  Ulcer Yes  No
Cough, persisient or bioody Yes . Mo Pacemaker Yes Mo  Venereal Disease Yes No
Diabates Yes  No  Psychiatric Care Yes No  Waight Loss, unexplained Yes No
Emphysema Yes | No  Radistion Treatment Yes  No
Da you wear conlact lenses? Yes | No
Wamen: ;
Are you pregnant?  Yes - No Due date Are you nursing? Yes Mo
Taking birth control pills? Yes - No

Have you ever had any serous iiness notlisted above?  Yes  No [fyas, please explain:

ALLERGIES
Aspirin Lccai Anesthetic Comments;
Barbiturales {Sleeping pils) Feniciltin
Todeine Sulfe
loding Other
Latex
MEDICATIONS

List any medications you are currently taking and the correlating
duignosis: :

Pharmacy Namse

FPhone | )

Funderstand that the iaformation that | have given today s correct to the best of my knowiedge, 1 also understand that this Information wilt be held
I the strictest confidence and it Is my responsibility to inform this office of any changes in my madical status,

Rirrvahiics Dinta
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