HEALTH HISTORY AND PATIENT REGISTRATION FORM

ACCOUNT NUMBER

Date.

Name

Address:

City State Zip

Own( ) Rent( ) HowlLong _—_ Previous Address if less than 3 yrs.

Home Phone: Business Phone

Birthdate: Cell Phone

E-mail

Please circle one: single, married, widowed, separated, divorced

Place of Employment: Position/Title

Social Security #

IF MARRIED:

Spouse's Name Birthdate __ Social Security #
Place of Employment Spouse Employment Phone
Closest Relative not living with you Phone
REFERRED BY: Doctor (name) Patient

Staff Advertisement (location) Sign Yellow Pages

DENTAL INSURANCE INFORMATION

Insured Name

Insurance Company

Insurance Co. Address

Insured’s Employer

Group or Policy #

Insurance Co. Phone

MEDICAL HISTORY

For the following questions, circle yes or no, whichever applies. Your answers are for
our records only, and will be considered confidential.

These facts have a direct bearing on your dental health.

Sex ... Height ......... Weight ........... Age ... 5. {- (o] R ——
DATE DATE
Y Sy S I S —
1. Are you in good general Health? ... ... Yes No Yes No
2. Has there been any change in your general health within the year? ...................... Yes No Yes No
3. My last physical examination was on (approx. date)
4. Are you under a phySiCian's Care€? ... Yes No Yes No
If yes, for what condition?
5 The name and address of your physician is
6. Have you had any serious illness or operation? ... Yes No Yes No
If so, please list.
7. Have you been hospitalized or had a serious illness within the past five years? ..... Yes No Yes No

If yes, reason




Medical History (cont.)

Cardiovascular system

CV1. Do you have or have you ever had any of the following ...... Please circle one .....
A. Heart trouble, heart attack, stroke, coronary insufficiency, damaged heart
valves, congenital heart diSease? ...
CV2. Rheumatic heart disease, Heart murmur? ...
CV3. Chest pain after @XertioN? ...
CV4. Shortness of breath after mild €XerciSe? ...
CV5. DO your @nKIES SWEII? ... e
CV6. Do you use extra pillows 10 SIEEP? ...
CV7. Do you have a cardiaC pacemMaker? ..o
CV8. Do you have any blood pressure problems? ...
| 1[0 [——— Low ..........

Central Nervous syétem

CN1. Do you have or have you ever had
A EDHBPSY? w.cnvvene e emesmsens ossmne sives S5 08 s 54880 48 £24843 8w omaaos S 0ssub ey wn ey o S S St 00 S 48 SRS
B. FAIBNG SPOUST s o swmsnss rosmgumns v svsvmvs sossmmesons nasamen s sansvss s oo oo 5§ SIS SRS ot yosomos
O, SBIZUTEET  1vuu s socomssn s sosmion sm swmmnsn s s s o 56576568 5653 HE 66 36 4550 4 i sssaoes s wowmsini
D. EMotional DiStUTDANCES? .....oviieiiiiieiieiesetaieran s esiin e mesrabis e s s ssbba s serenna e sraia s senae s
CN2. Do you follow any treatment for a nervous disease? ...,

Respiratory system

RE1. Do you have a persistent cough or COId? ...
RE2. Do you have or have you ever had Tuberculosis ? ..o
RE3. Is there any history of Tuberculosis in your family? ...
RE4. Do you have any sinusitis, Sinus trouble? ...
RE5. Do you have Emphysema, Chronic Bronchitis, Asthma? ...

Digestive system

Gl1. Do you have any StoMAaCh UICEIS? ..........cooiiiiiiiiiiiiiii
Gl2. Do you have or have you @Ver Nad ...
HEPAHES? ...oovvereeeeuierameeeeerisssis s s e ssbas s bt e b st b e e e s s s s
JAUNGICE ? oo e e
LIVEE DESBASE .. eeeeee et
GI3. Have you ever vomited bIoOd? ...
Gl4. Do you have any diarrh@a? ...........ccciiiiiiiiiiiniiiiiii i

Endocrine system

EN1. Do you have DIabetes? ...........ccccciiimmmimimmimmmieeion i e s s s v ssssses
EN2. Does anyone in your family have diabetes? ...
EN3. Do you urinate more than 6 times @ day? ...
EN4. Are you thirsty very often or do you have a dry mouth? ...
EN5. Do you have Hypothyroidism or Hyperthyroidism? ...
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DATE DATE
Y Uy R P SR —
Yes No | Yes No
Yes No [ Yes No
Yes No |[Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No |Yes No
Yes No | Yes No
Yes No |Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No | Yes No
Yes No [ Yes No
Yes No | Yes No
Yes No | Yes No




Medical History (cont.) DATE DATE
Y SR S [ S —
Hematopoietic system
HB1. Do you have Anemia, Sickle cell disease, Blood disorder? ... Yes No | Yes No
HB2. Is there any family history of blood disorders? ... Yes No | Yes No
HB3. At YU @ NEMOPRIIET .co ue nasn oo wo s e s s 5 50550 5858 55560 56 56,5555 16 HE555 25 HS0E R SRIBEER T Tommes sas Yes No [ Yes No
HB4. Have you had abnormal bleeding after any surgery, extraction, or trauma? ... ... Yes No |Yes No
HB5. Have you ever had a blood transfusion? ... Yes No | Yes No
Allergies
AL1. Are you allergic to or have you acted adversely 10 ......coooooiiiiiiiiiii,
A, LBCAl ANESIRBLIEE? ....connomennnsimn sovnmonon smsusmoms ssss om s sinm e dssiinns oo 5560 56 5550 55 SHTRNEE & SUEFAES 5998 Yes No | Yes No
B. Antibiotics; PermiCillin, SUAOrUGET? o aumss oo s seomssses 59500 gosssss i o g eswee s v Yes No |Yes No
C. Barbiturates, sedatives, or sleeping pillS? .......cooooiiiiiii Yes No [ Yes No
D, AASPININT oo v esnes s s e o s s s oot i trsriot it i 535t 555508 Wi 58 25 i 55 Yes No |Yes No
E. JOGHMBR ... oo sio o st simsimn vimsmsi s s i s i e S558 505 5, S 00 BIEST 40 S0 5% ST PR Yes No | Yes No
F. iCodéine OF OthEr HATCOLICE? xos s cmms i snrenas vomenom nosmss 55 S5mansh 18 SSHES G288 5b Scwaioe s s vs sowss Yes No | Yes No
G. Other? Yes No | Yes No
AL2. Do you have Asthma or Hay Fever? ... Yes No |Yes No
AL3. Do you have or have you ever had Hives or Skin rash? ... Yes No |Yes No
Genitourinary system
UR1. Do you have Or have YOU eVEr NAE .o s umse: s somsnss savsmases o ssnesss swase s s o sasssas ssvvsowss
A, Kidney TroUDIE? ..o Yes No | Yes No
B. Syphilis, GONOIMNEAT ..o Yes No | Yes No
C. Immune System Compromising DiSeases? ...........c.ccoooiiiiiiiiiiiiiiiiiii Yes No |Yes No
Bone-Joints
BT, DO VOU FAVE! ... vemmme e cmmm simees s sisipsioss siomiisini o s s 5705 00 B SRS 06 G0 85 S50 1 508 5 2 O v s
A AT S o e Yes No |[Yes No
B. Inflammalony RNBUMIBISIMIT  wuwwe s somns vovmss s samdun ssssosa sm s sassmostsssmsrs s s s san Yes No [Yes No
C. BONE INfECHION ? o Yes No |Yes No
D O3 (=] 0]0] (o 1] L 7 g T e i Yes No |[Yes No
Neoplasms
TR Do you have oF have YOU ©VEr NG ... s e o sesssss s s i s sasmes i v seveve vo
A: TUmor 0f MaligNANGY? i ssumssess s vwramss sy e g s o i s s oo Yes No [ Yes No
B. Chemotherapy, or Radiation Therapy? ... Yes No | Yes No
Do you have any disease, condition or problem not listed above that you think we should
know about? Yes No | Yes No
Are you regularly exposed to x-rays or any other ionizing radiation or toxic substances? ........ Yes No | Yes No
Do you have Glaucoma? If yes, wide or close angle .........cccoooooiiiiiiii Yes No |[Yes No
Are you wearing, or do you wear, contact IeNSeS? ..........ooiiiiiiiiiiii Yes No |[Yes No
Do you drink alcohol? If yes, how much and how often ... Yes No [Yes No
Do you smoke or use tobacco? If yes, how much and how often .................................. Yes No |Yes No
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Medical History (cont.) DAT/E /, DAT/E ,
S Y - - W/ -
Medications
ME1. Are you taking any of the following medications? If yes, please list below .............
A. Antibiotics, or sulfa drugsS? ... Yes No |Yes No
B. Anticoagulants? (blood thinners) ... Yes No | Yes No
C. Medicine for high blood pressure? ... e et e s et e Yes No |[Yes No
D. TranQUIlZEIS? ..o Yes No |Yes No
B lOdiNe? Yes No |Yes No
F. Codeine or other NarCOtiCS? ... ... .. ... Yes No |Yes No
G. Other? Yes No |Yes No
Women
1. Are you pregnant? Or Nursing? |If yes, please circle which ....................... Yes No |Yes No
2. Do you have any problems associated with your menstrual period? ................. Yes No |Yes No
3. Are you taking oral contraceptives or hormonal therapy? ......................c.u... Yes No |Yes No
Dental History
1. What is your chief dental complaint? ...t
2. Are you experiencing any discomfort or pain at this time? ............ ..o ... Yes No |Yes No
3. Are you satisfied with the appearance of your teeth? ............ 51 5 5 596 B8 W 1§ oL B Yes No | Yes No
4. Are you able to eat and chew foods satisfactorily? ................. ... ... ... ... Yes No |Yes No
5. Do you have headaches, earaches, or neck pain? .............cccviiieinnninnnn .. Yes No | Yes No
6. Do you frequently experience sinus problems? ...ttt Yes No | Yes No
7. Have you had any serious trouble associated with any previous dental treatment? .... Yes No [ Yes No
If yes, please explain e

Responsibility and Consent Statement

I hereby authorize and request the performance of dental services for myself or for

| also give my consent to any advisable and necessary dental procedures. medications or anesthetics to be
administered by the attending dentist or by his supervised staff for diagnostic purposes or dental treatment.

These records may include study models, photographs, x-rays. and blood studies

I understand and acknowledge that | am financially responsible for the services orovided for myself or the above
named, regardless of insurance coverage.

Treatment plans involving extended credit circumstances are subject to a credit check. | also understand that the
treatment estimate presented to me is only an estimate. Occassionally, the need may arise to modify treatment. In
such a case, | will be informed of the need for additional treatment, and its fee.

To the best of my knowledge the information provided in this form is accurate

Signature of Patient

Signature of Doctor

Date
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