DENTAL REGISTRATION AND HISTORY

| ! ! PATIENT INFORMATION EB DENTAL INSURANCE
Cals Whao is respons'bla for this account?
SSHICFatlant 1D & Ralationship to Patlent
Patlent Name Insurance Co.
Laat Mame
Group #
Frat Nams obodinn l& patlent sovered by additional insurance? [JYes []Mo
Addrass
Subscribers Name
E-mall
Birthdate SE4
Chy
Ralationship 1o Patient
State Zip
Insurance Co.
Bax [IM [OF Aps
Group 4
Blrthdals
ASSIGNMENT AND RELEASE
] Marrfed 1 Widowed [ Sinpla ] Minor | certify thal 1, endfor my dependent{s), have Inzurance covarage wilh
and assign direcily 1o
[ Separated [ Divorced [] Partner R o hairros tor L Iy
Patlent Employer/Schocl or____ al Insurance banafits, |
Oocupation any, olherwizs payvable to mo for gordons rendersd. | understand thal 1 e
financially ragpensibia for 8l chargea whather of not pald by inpuranca, | authorze
Employer/School Address the use of my slgnadure an all Insurance eubrrisslone.
The above-nanved dendlst may use my haalth care information and mey discloss
euch [micrmation to the abovs-named Insureres Compamies) and thelr agoois
kor tha a of obdaming mant for sarvicas and dobeemening |rsu
Employer/School Phone () Sl o7 e Nanshn pamhlﬁnr relatad services, e
Jpouse’s Name
Birthdata
— Signalire of Pabant, Parent, GErdan of Farsonal HeprasantEve
Spousa’s Employar,
Wh thank for refarring you? ——
R Y i Dals s Falationshlp to Pabent
ég ’ PHONE NUMBERS
Homa { b Work ( | Ext Call Phona { )
Spouse’s' Wark { Y Best tima and place lo reach you u;
IN CASE OF EMERGENGY, CONTACT (SpsecHy someans who doaa not ive In your housahold.)
Meme Ralationship
Homa Phone ( ) Waork Phone ¥
48 DENTAL HISTORY
Reason for today’s vislt Burning sensation on tanpus OYes Mo Mouth breathimg CYes [ No
Chew on one sfde of motth CYes [JhMo Mouth pain, brushing OYes [ No
Clgaretts, plpa, or clgar smoking OYes [JNo  Orthodontlo treaiment OYes [JHMo
Former Dertist Clicking of popping jaw [OYes [JNo Pain around ear [I¥es [No
Cilty/State Dry mouth Cves QMo Periodontal ireatment (Oves [ No
Fingemal bling MYes [INo  Sengitivity to cold ClYes [JNo
Data of
Rk oL e Food collection betwesn the teeth [JYes [ No  Sensilivity to heat (N¥ea [ No
Date of last dental X-rays Foralgn objects CYes [JNo Sanshivity to sweels [lYes [io
Placa a mark on "yee" or “no” to indicats it yoy ~ Srinding teath (OYes QMo Sensilvity when biting OYes [N
hav® had any of the following: Gurns swollan or tender CYes [No Soresor growths Inyourmouth [JYes []No
Bad braath CYes CJNo Jaw pain or tiradnass [IYes []No How aten do yoo lass?
Bleeding gums OYes CINo Lip or cheek biting CYes []Nao
Blisters on flps or mouth (Yes [OMo Looseteeth or brokenfilinge [JYes [JMNo How often do you brush?




52 ; HEALTH HISTORY

AIDEMHIV

Physiclans Name Diate of last visll

Hawve your ever taken wlﬂml.mup of drugs collectively referred o as “fan-phen?” These include combinations of lonimin, Adipex, Fastn (brand
names of phantsrmine), Pondimin (fanfluramine) end Redux (dedenflummine). Yes I Mo

Place a mark on "yes” or "no” ta Indicats F you have had any of the following:

The above information is accurate and complete to the best of my knowledge, and I will
not hold the dentist or any member of his/her staff responsible for any error or omissions
that [ have made in the completion of this foom., :

I the undersigned, authorize the Doctor and all licensed staff to take x-rays, impressions
and use other diagnostic tools/methods deemed necessary by the Doctor to make a
thorough diagnosis of my dental needs, After having been informed of my treatment
needs, treetment options; prognosis, benefits and risks, [ authorize the Doctor to perform
any and all forms of treatment, medications, and therapy , that may be indicated as it
relates to the treatment plan I have chosen. I also understand the use of anesthetic agents
embodies a certain risk.

PATIENT SIGNATURE |
(parent/guardian to sign if patient is a minor child, or other authorized paity)
DATE

OYes ONo Epllapey CO¥es [ Mo Raspiratory Disease CYes [JMo
Ansmia ElYes [wNo Fainting or dizziness CYes [JNo Rheumatic Fever Oves []No
Arthritls, Rheumatism OYes [ Mo Glaucoma OYes Mo Scariat Fover OYes CNo
Artifisial Heart Valvas OYes CNo Headachas ClYes [Ne Shortnass of Braath OYes [JNo
Artitfolal Jolnts CYes [JNe Heart Murmur OYes [JMNo Sinus Trouble DYes [ONo
Asthma ClYes [JMNo Heart Problems OYes [J Mo Skin Rash OYes {JMNo
Back Problams CYes [ No HepatilsTyps _______  [OYes [N Special Diet [Yes [ Mo
Bisading abnormally, with OYes [IMNo Herpas COYes Mo Siroka OYes [ Mo
extractions or surgery High Blood Praasure CIYes [JNo Swollen Feet or Ankies COYes ONo
Blood Diseass OYes [JNo Jaundice O'Yes [N Swollen Meck Glands COves CINo
Canoer OYes [No Jaw Pain ClYes [INo Thyrold Problams OYes Mo
Chemical Dependancy OYea [JNo Kidnay Dissass CiYes [JNo Tonsiliitis CYes (I Mo
Chematherapy CYes LINo Liver Disease [Yes [INo Tuberculosis® [IYes [JNo
Circulatory Probisma OYes DNo Low Biood Pressure DOYes OJNo  Tumororgrowhonheador [1Yes [JNo
Gongenital Heart Lesions  (1Yes CINo-  pitral Vaive Prolapes OYes CONo i,
Gorlisone Treatmeanis CYes CINo Marvous Problame OYes [INo Ulcer Clves Mo
Cough, parslatent or bloody [JYes [ Mo Pademakar [Yes [JMo Venereal Disaasa Oves Mo
Diatates DYes []No Paychiatr: Cara [Yes [INo Woaight Loss, unaxplained ~ [JYes [JMa
Emphyssma, CYes CINo Radiation Treatment OYes CONo
Do your wesr contact lanses? (1Yes [JNo
Woman:
Are you pragnant? (JYes [ No Due date_ Ara you nursing? [JYes [ Mo
Taking birth control plile? [JYes [INo
MEDICATIONS ALLERGIES
List any med|tations you ara cyranlly taking and the comelating diagno- [ Aspirin O Local Anasthetic
I8
i [ Basbhurstos (Sleeping pils) (] Penlolfin
[ Codeine [] Suifa
Pharmacy Mame L lodina O Cther
Phone { ) [ Latex
‘ : CONSENT FOR TREATMENT
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