DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION

Date 1D#/SSK__
Paliant S -
Addreas
Ciy " Btale Zip
Sax: [JM [JF Age______ Birthdata

Osingle [JMaried ] Widowed []Separated [ Divorced
Occupation

Employar

Employer Address

Emplaver Phone )

Bpouse's Name
Birthdate S5
Occupation

Spousa’s Ernployer

Whom may we thank for referring you?

DENTAL INSURANCE

Who ia responslble for this account?,
Reigtionship 1o Patlent

insurance Co.

Group #
Is patient covered by additional Insurance? [ Yes [ No
Subscriber's Nama
Birthdats SS#
Ralationship 1o Patient

Ingurance Co,
Group ¥ : :
ASSIGNMENT AND RELEASE ;
|, the undarsigned carily that ! (or my depandent) hava nsurencs coverige

with_____ o and apsign drocty W f
or. e ___allingurange bengfits, Hany, t
ctherwisa payable 1o ma for services rendared, | understand that | am finanéglally i
!
]
i

responaible for all chargea whathar or nat paid &y Ineurance. | hereby aulhodza
1he dector 1o releese el jMormation necessary to sscurs the peymert of |
bensfits | auihorze Ihe use of this signaiure on Bl inguranca aubmigalona,

Respgnsitle Party Signature

Awalionshig Dale

PHONE NUMBERS ':
-

Homa( ) I Work ( ) wom Ext Spouse's Work( )
Baat tims and place to reach you :
iN CASE OF EMERGENCY, CONTACT (Spacily someéona who doas mot liva [ your housahold.) .
Name Relalionehip '
Home Phona ( ) Work Phone { ] i

DENTAL HISTORY

Burning sensalion

Loose 1eeth or broken

Razson far today's visit on tongus [JYes []No fillings CYes [INo !
Chew on one slde Mouth breathing Clyes [JNo
- Clof mottlth (dYes TINo  pouthpain, brushing [l ves [INo |
garette, pipe, or ;
Forrmer Dentlst digar amoking ~ves [JNo Fﬂ:{:o:;r::;tra:artmant g::: (] :: |
City/State glicking - popping iew E :99 E N9 Pedodontal treatment [ Yes []Ne !
ry mou es No :
Date of last dantal visit Fingernall biting ClYes [JNo  Sensltivity to cold []Yes OINe |
oo collaction betwesn Sanaltivity 10 heat ClYes [INo °
Date of last dental X-raya - - the testh [Tyes [JNo Sanaltivity to swests O Yes [JNo
Placs & mark on “yes" or “no” to indlcate I Foraign objacts []Yes []No Sensitivity when bliing [ Yes [INo
you have had any of ihe {oliowing: @rinding leath ClYes [JNo  Sores or growths in .
Bad breath ClYes [ONo  Gumaswallien ortender [ Yee []No your mouth CIyes TiNo
Bleeding gums [COYes [IMo Jaw pain or tiredness CYes [JNo How ahian do you flosa?__
Blixters on lips or moyth [ Yas [ No Lip or chask biling DClyves CNo How often de you brush?
-QOVEHR- NRDEGA LA N P OO D1




, HEALTH HISTORY

Fljwdnn‘n Name Date of laat vist

i‘ H*w you wver taken any of the group of druga colisctively referred Lo ae “fan-phen?” Thase Include combinationa of lonimin, Adlipsx, Fastin (bmnd
¥ of gheritarming), Pondimin {lenfluramine) and Redu {dexisnfiuaming). LlYes [ Na |

‘len & mark on “yas” or “no” to Indioats i you hays had any of the following:

IDSIHIV [ClYes [JNo Epilepay OYse ONhe Raspiratory Didease Oves ONo.
; Npmin OYes [JNo Falnting ar dizziness CYes [INo Rheumalic Fever [ClYes [INg
}Mhdﬂl, Fhaumatism Clves [ No QGlauooma Oyes ONo Soarlet Fever (1 Yes I:[No .
. Artiiclal Heart Valves O'Yes [JNo Headaches OYes [ONe Ehortnesa of Breath OYes ONo
! Kitficial Joints Ovee CINe Heart Murmur CIYes [JNo Sinus Trouble 1Yes Etﬂn,_:.
A JYea [INa Heart Problams CYes [ONe Skin Rash Tlves CONo
" B Prodiems )Yes INo Hapatitis Type DYee TINo 8pecial Diet Cves CINo
s Mng abnormally, with vea O No Herpes Dves TNo Biroke Oves CINe
idtractions of surQery High Blood Preasure CIves INo Swollen Faet or Ankies OYes CiNe
| Bbod Dissase Oves ONo  jayndice Oves [ONo  Swollen Neck Giands C¥es CINo
c‘m ClYes []Ne Jaw Fan [(vas [JNo Thyrold Problems Clves [INo
Gﬂemhaﬂ Depondency UYea []No Kidney Disease CYes CINo Tonsiiit's DYes [INe
emotharapy OYes CINo Liver Diasage OYes [INo Tuberculasis OYes CNo
culilory Prablems Cves O No Low Blood Pressure Oyes CNo Turnor of growih on head or  [JYes [ No
WW Hearl Leslons ~ [JYea [INo Mitrel Valve Prolapse ClYes [J]No nack
Céirtlsona Treatments ClYes [INo Nervous Problems OYes [ No Uleer Cives [Ne
 Jophgh, parslstent or bloody ClYes T No Paseiviaker Oves [INo Vanarsal Disasas Cves [JNo
- RMbetes | LYes INa Peyshiatric Care OYes CINo Welght Loss, unexplained S ves [1No
1ﬁw“d‘= ClYes [INo Radlation Troatment OYes [JNo

J "‘Irouws:n: contact lensee? [(jYas [ No

"g &m.:c;u pregnant? JYes [JNo Dus data Are you nureing? [T¥es [ No
ghmng hlith central plis? O Yes [ Ne
— MEDICATIONS ALLERGIES
& &ny medleetiona you are cumantly laking arg the corralating diagno- [ Asplrin {7 Local Anasthatiz
[ Bariturates (Slaeping pilis) 7 Panigiiin
i [ Godaine I Sulfa
b O lodine 1) Other ‘ .
[ Latax 'ﬁ
iﬂ PDATES (To be ililed in at future appointments) 7
Hil there baen any change in your haalth elnce your last dental appoiniment? _J¥ss [ No o
‘ ‘Fbl' what comditione?

Il 50, what?

AP SUUNMEE. U

*Al thare baam any change In your healh since your last dental apcolniment? (" Yes ] No
For what conditions?

- Are you \eking any new medcatons? ' ao, what?
- Patlent's Signature

Dals

. Doctor's Signatung Date




