PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FiRST M. PRIMARY CARRIER
PREFERS TO BE CALLED BY INSURANGCE COMPANY
AD ROUP NO.
IFTHIS BRESS &
APPOINTMENT CITY " SYATE ZIP EMPLOYER NAME
1SFOR YOU
START HERE PHONE Wil k INSURED'S NAME N
CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHOATE AGE MALE FEMALE INSURED'S LD. NO.
MARRIED SINGLE DIVORCED WIDOWED INSURED'S SOCIAL SECURITY NO,

SOCIAL SECURITY NO. SECONDARY CARRIER

DATE INSURANCE COMPANY

LAST NAME FIRST M. GROUP NO. 3

FTHIS ADDRESS EMPLOYER NAME

APPOINEVENT I5; "y STATE zZP INSURED'S NAME

FOR YOUR CHILD

START HERE HOME PHONE NO. DATE OF BIRTH RELATIONSHIP TO PATIENT)|
BIRTHDATE AGE MALE FEMALE INSURED'S I.B. NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.

SOCIAL SECURITY NG,

IF YOUA CHILD'S LAST NAME ANDYOR ADDRAESS ARE NOT THE SAME AS YOURS, FiLL IN THE TOP BOX ALSO

ACCOUNT INFORMATION 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TO PATIENT SOCIAL SECURITY NO.
ADDRESS GETTING TOC KNOW YOU 3

1S ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
cITY STATE ZIp AT OUR OFFICE?

NAME: RELATIONSHIP:
PHONE NO.

YOU WERE REFERRED TO US BY
YOou

YOUR FORMER ADDRESS
NAME
OCCUPATION CITY STATE 2P
EMPLOYER'S NAME L PERSON TQO CONTACT FOR EMERGENCY
ADDRESS CiTY PHONE NUMBER
PHONE NO. FAX NO. ADDRESS

L] a i

YOUR SPOUSE CITY STATE zZP
NAME

CLOSEST RELATIVE NOT LIVING WITH YOU ,
OCCUPATION .

) PHONE NUMBER :

EMPLOYER'S NAME .

ADDAESS
ADDRESS cITY
PHONE NO. Y CITY STATE ZIP

© Pride Publishing Ltd. FORM 001-0301 1.800.925.2600

Pleuase turn over and sign



Fatient Name MEDICAL HISTORY

| ient Account No. .Medical Alert
_
1. Physician’s Name Phone { )
Have you had any medical care within the Past tWO YEAIS? ...t rnstmsss s st e Yes No
Describe
2. Have you taken any medication or drugs during the past tWO YEAIST ...t Yes No

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regufar dosages of aspifin? ...l Yo No
If yes, please st name and dosage

4. Have you ever taken prescription medications for waight 1085 {diet PillS)? ... eeeecr e Yes No
If yes, did you take any of the following: (circle if yes) Fen-Phen Pondimen Redux Other
If yes ta any of the above, did you have a medical exam for Reart ISSUBST ... Yes No
5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar Grugs? ... eeeevssisscssseresres Yes No
6. Have you been a patient in the hospital during the past five YEAIS? ........cevmererencnrmm s e ettt Yes No

7. Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.

Heart (Surgery, Disease, Attack)... Yes No Ulcers 2 . v Yes  No Hepatits A B C (circle)... Yes No

Chest Pain .. v 185 NO Diabetes ....ceiiininisssmmnenne. Y85 NO Venereal Disease ........coecereeees Yes No
Congenital Heart Dlsease ........... Yes No Thyroid Problems .........cccere......  Y€S  NO ALD.S/H.LV. Positive........cn.... Yes No
Heart Murmur .. v Y88 NO (C1ETTTV0)) . S (- B Cold Sores/Fever Blisters .......... Yes No
High/Low Biood Pre&sure Yas No Contact enses ....eeovviceserene. Y88 NO Blood Transfusion .......... No
Mitral Valve Prolapse ................ Yes  No Emphysema .......ccooecvovvcvreevene. 185 NO Hemophilia .............. No
Artificial Heart Valve/Pacemaker ........ Yes No Chronic Cough .. Y88 NO Sickle Cell Disease No
Rheumatic Fever ......ocoovevenne. No Tuberculosis . .. Yes No Bruise Easily _......cccoecerrerreenrcnanes No
Arthritis/Rheumatism ....... No Asthma .. v Yes  No Liver Disease/Yellow Jaundice .. Yes No
Cortisone Medicine ... No Hay FeverlAllergy/Hwes .............. Yes No Neurological Disorders ... Yes No
Swollen Ankles ........... No Latex Senstivty ..o 78S NO Epilepsy or Selzures ................. Yes No
Stroke .. " No Sinus Trouble «.ovvveecervecrvsiesreeen. Y85 NO Fairting or Dizzy Spells ............ Yes No
Diet (SpectaVH&;tncted) Yes No Radiation Therapy .....c...oeeres: Yes No Nervous/ANXious ...vueeesesseseseees Yes No
Artificial Joints thip, knee, etc.) ... Yes No Chemotherapy ......cvevrvemscenens: Yes No Pgychiatric/Psychological Care.. Yes No
Kidney Trouble ........cc...evveimremccennee Yes No L1117 5 JOTOORROU (- S | .+
8. Are you aware of having an allergic {or adverse) reaction to any substance or medication? .... " . Ciarrerse e et Yes No
8. Have you lost or gained more than 10 pounds in the past year? 4 T —— Yes No

10. Do you have or have you had any disease, condition, or problem NOEHSIEOT ... erevesecrmmrc st s Yes No
I yes, please list: .

11. Women: Are you pregnant or think you could be pregnant?  Yes Months -~ No Nursing? Yes No

12. DO you Use birth CONtOl PRESCIIPHONST ... ... oottt s ees e s et oo Yes No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of
any change in my health or medication.

Patient/Guardian Signature Date %

Dentist Signature
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