PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

ACCOUNT INFORMATION
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
DATE
: RELATIONSHIP TO PATIENT SOCIAL SECURITY NO.
LAST NAME FIRST ML
ADDRESS
PREFERS TQ BE CALLED BY
I& THIS oiTY STATE o
APPOINTMENY ADDRESS
IS FOR YOU
PHONE NO.
START HERE oIty STATE F2 ©
PHONE FAX
CELL ERAL
[BIRTROATE AGE MALE FEMALE OCCUPATION
MARRIED SINGLE DIVORCED WIDOWED EMPLOYER'S NAME
SOCIAL SECURITY NC. ADDRESS porey
DATE
PHONE NO. FAX NO.
LAST NAME FIRST ML
ADDRESS T
NAME
" THIS cY STATE zZP
APPOINTMENT IS
GCCUPATION
FORYOU CHILD
FOR YU Cif HOME PHONE NO.
BIRTHDATE —| AGE MALE FEMALE EMPLOYER'S NAME
SCHaOL GRADE ADDRESS cIY
SOCIAL SECURITY NO. : PHONE NO. FAX NO.
IF YOUR CHILD'S LAST NAME/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL [N THE TOP BOX ALSO
DENTAL INSURANCE
i e e S CONSENT FOR TREATMENT

INSURANCE COMPANY

1. | hereby authorlze doctor or designated staff to take x-rays. study modsls, photegraphs,

and other diagnostic cids desmed appropriate by doctor to make a thorough diagnosis
GROUP NO. of (name of patieat) 's dental needs.
EMPLOYER NAME
_ 2. Upon such diagnosls, | authorize doctor to perform afl recommended treatment
INSUREDS%ME mutually agreed upon by me and to employ such assistance as required to provide
DATE OF BIRTH RELATIONSHIP TO PATIENT proper care,

INSURED'S 1.0. NO.
3.1 agree fo the use of anesthetics. sedatives and other medication as necessary. | fully

[ : 1AL SEC ) . ) _—
NSURED'S SOCIAL SECURITY NO understand that using anesthefic agents embodies certain risks. 1 understand that |

e R R R e i 2 can ask for a complete recital or any possible complications.
| (SECONDARYCARRIER 10 .

INSURANGE COMPANY .
4,1 agree to be responsible for payment of all services rendersd on my behaolf or my

GRGUP NO. ' dependents. 1 understand that payment is due at the time of service unless other

arangements have been made. In the event payments are not recelved by agreed
upon dates, | understand that a 1-1/2% late chorge (18% APR) may be added to my

EMPLOYER NAME

INSURED'S NAME account. If required, ! also understand a check of my credit history may be made.

DATE OF BiRTH RELATIONSHIF TQ PATIENT

Patient’s Signature Date Witness

INSURED'S 1.D. NO.

INSURED'S SOCIAL SECURITY NO. Parent/Responsible Party’s Signature Relationship to Patient




Pationt Name | MEDICAL HISTORY

Patient Account No. Medical Alert

1. Have you heen under the care of a medical doctor during the Past IWO0 YEATS? oot sss e seests s s s ssssspensrnssssassens 65 No

If yes, for what?

Physician’s Name L Phone

Address City State Zip

Have you taken any medication or drugs during the past two years? ... ...Yes No

Are you taking any medication, drugs or pills now, including regular dosages of aspmn? reremrer st cr st e e reseanes s enenrarnenseencesis T ES No

4, Are you aware of having an allergic (or adverse) reaction to any medication or substance? Crraee s sns st et seen s saressss st s seasssnecaser 188 No
If yes, please list:

5. Have you been a patient in the hospital doring the Past fiVE YEAIS? ..o et ssiseceressresssssresanesessesmersssssssssssassssassescssicsoneress | 68 No

Indicate which of the following you have had, or have at present, Circle “yes” or “no" 1o each item.

A

@

6.
Heart (Surgery, Disease, Attack) .......... Yes No UIGETS ovrverrreririvrisinnnen. YES N Hepatitis A (infectious) B (serum) ........ Yes No
Chest Pain .. cemeeeemsirinnererernmeneeen TES N0 Diabetes.....coverrvirecnnn. Y88 NoO Venereal DiSBase ......ccoeivmmmserenren Y85~ NO
Congemtal Heart Dlsease ...................... Yes No Thyroid Problems ........Yes  No ALDS vt YES No
Heart MUIUP oceeccocecnvisesenennene 185 NO Glaucoma......covwiereeneeen. YES - NO HLV. POSHIVE 1. oo srenns Y8 No
High Blood Pressure ...ueeieenverseees Na Contact lenses ................Yes  No Cold Sore/Faver Blisters.....ceieviversnrn Y85 No
Mitral Valve Prolapse.....c..coeviineoncnes No Emphysema ..Yes No - Blood Transfusion ......... . (- No
Artificial Heart Valve ... eiesmins . No Chronic Cough...............Yes  No Hemophillad v snmenesssniens 188 No
Heart Patemaker .......ccovmercmrcecmrrnnmarnne No TUbEICUIOSIS creerveere e ¥ES WO Sickle Cell DiSEASE ...ueeiveereerneremeersearerers YES No
Rheumatic FEVER ... viniirienririenns No Asthma ...ocoveirenirenen. Yes NO Bruise Easily ........couvrrecnrrrimersssenescnenes Yes No
Asthritis/Rheumatism.....oooemrveceennen Y68 NO Hay Fever....ovcvnen Y65 NO Liver Disease ..........ousereereee Yes No
Cortisong Medicing .......cvcvveemrevuenereenn. Yes No Latex Sensitivity.............Yes  No Yellow JRURDICE ...oueveeeeecicercrernnninns Yes No
Swollen ANKIES ...vorrverereerceeirrisneren Y88 NO Allergies or Hives............ Yes No Neurological DiSorders ..o minecenn.. Y5 No
E3] (0] (T reresnesnsesaneaanes Yos HNo Sinus Trouble.................Yes  No Epilepsy or S8izures .........cormereerrecen. YES No
Diet (Special/Restricted) ..........coowrme. Yes No Radiation Therapy ........Yes Na Fainting or Dizzy Spells ....ocoveveeernea . YES No
Artificial Joints (hip, knee, etg.)...........Yes  No Chemotherapy ................Yes  No Nervous/Anxious .. reeeraseseneeencceene 163 No
Kidney Trouble... reeveenirmemeennenen 188 NO TURIOES e Y85 NO Psychlatnc/Psychologlcal Care..............YeS No

7. Do you use more than two pl!lows to sleep? ... LeeresuesiasbreReassare PR RS SRS e e SRR 12 Rt ear s semRs T nre et emeat s esranes s s s snnnnserntransarresecnsrerens | ED No

8. Have you lost or gained more than 10 pounds in the past year? Ceveeret e sa T s es et st enmras e eee et sper s sban e raane st sansienn TES No

8. Do you have or have you had any disease, condition, or problem NOLHSIEA? -oerer e sesrsmisais e e e renarrrsarseessmsrssssasansssaos s FES No
If yes, please list:
10. Women.  Areyou: Pregnamt?  Yes,_ _Months No Nursing? Yes Mo Taking birth control pills?  Yes Mo
{ understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered afl 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 refease such information fo you. | will notify the doctor of
change in my health or medication.

Patient/Guardian Signature : Date




