pationt number_________A8¢ HEALTH HISTORY & REGISTRATION

PATIENT INFORMATION
- __ Middle Initial SEX: M F  BIRTHDATE _ AGE

TODAY'S DATE

|PATIENT’S NAME Last R . (11
Soc. Sec.# If Patient is a Minor, give Parent's or Guardian's Name

Who May We Thank for Referring You to our Office?

Reason for this Visit _

RESPONSIBLE PARTY INFORMATION

IEMME Last P e ____First ___ E S Middle Imtial MARITAL STATUS -
RESIDENCE Street — Apt.# Gty ~ Sfate_ = =]
[MAILING ADDRESS Street — S ApLé _ City_ ___ Stae _ Zip -
|HUW LONG AT THIS ADDRESS . — — — HOME PHONE - —— — CELL PHONE e - |
|WORKPHONE - - E-MALL e e EEnTessansa—|
PREVIOUS ADDRESS (if less than 3 yrs.) Street = e -Gy — . . State _Zip ——  _Howlong
'SOCIAL SECURITY # e g S BIRTHDATE = — DRIVER'S LICENSE # _RELATION TO PATIENT —
|'EMPLOYEH S — S — — OCCUPATION _ - e e o NO. YEARSEMPLOYED
RESPONSIBLE PARTY'S SPOUSE EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU. |
i) TAST FiAST T TR L R
EMPLOYER______ OCCUPATION () [BNAME RELATIONSHIP |
SOC. SEC. # BIRTHDATE " TR M ADDRESS CITY, STATE |
HOME PH. CELL PH. HOME PH. CELL PH, :
WORK PH. E-MAIL WORK PH. ,l
| DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage. |

Insured's Name _

Insured’s Name

Insiirnce €6 B E-MAIL insuranceCo. — E-MAIL _

lInsuranceCu.ﬁnddress Insurance Co. Address - N o

|Insured’s Employer Insured’s Employer — = e =

Insured's Soc. Sec. # _ _ Growp#___ Local# Insured’s Soc. Sec. #_ — Group#____ _Local# |

It is important that | know about your Medical and Dental His!ar’g. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

_ DENTALHISTORY*  YES NO | ~ ~ ~ ~  *MEDICALHISTORY* YES NO
["HOW LONG SINCE you have seen a dentist? o . Do you have any CURRENT HEALTH PROBLEMS? 5 R I
| Last COMPLETE Dental Exam, Date: | Are you under a PHYSICIAN'S CARE now? R & B
_Last FULL MOUTH X-RAYS, DATE:(16 Small Fims or Pancrame) | For what? e —— = - -
| Are you having PROBLEMS now? L1 L) | what MEDICATIONS are you currently taking? ——— R
pwwe - - - - . = - .
| Is your present dental health POOR? = )| Have you ever taken Fen-Phen/Redux? SN IIet—— = N =
_ Do you wear DENTURES? (Partials or Full) T N {_Are_y_ou PREGNANT? S B O O
| Arayou UNHAPPY with yourdentures? U _Do you use cigars/cigarettes, pipe or chewing tobacco? (circle) ][]

Would you like o know more about . PLEASE v YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE: |
PERMANENTREPLACEMENTS? (1 O] | i o B
_Are you APPREHENSIVE about dental treatment? 01 I | jinepipee O [0 Fainting (] [ Psychiaticcare o ol
| Have you had any PERIODONTAL (GUM) treatments? t U | Anaphylaris O O  Foodallergies 00 [J Rapdweight gainoss 0o 0

Do your gums BLEED, or feel TENDER o IRRITATED? _ [1 (] |Awma Lol phm o o hakrieed HE
["Are your teeth SENSITIVE to hot, cold, sweets, pressure? ee) || O A:ﬁiréigl ﬂ:;‘;'\;;;s 0 O H:rt lr';mfrsmur 01 [ Rheumatciscarktfever O O
| Are you UNHAPPY with the APPEARANCE of your teeth? O L1 | Arificial joints 00 [0 Heart problems pasassctey [J [ Shingles 0 0]
(A e o BREMGo uemGEn ow ety TT T LSR8 S e S el SRR e
| Do you have HEADACHES, EARACHES, or NECKPAINS? "1 7 | gy probjams O O Hees 'O O Siabid o g
| Have you worn BRACES on your leeth (ORTHODONTICS) ! [ | Blood disease 0O 0O  Hepatitis O 0O Stoke B E} |
| Doyou have DISCOLORED teeth thatbotveryou? (1 T |Gt 0 L Hehboodreseure H B e e B B
| Would you like your smile to LOOK BETTER cr DIFFERENT? | = ] Chemotheropy L3 O] Koy diseaseormafuncion [ [ id disease or malfuncon (1 [ |
| Do you REGULARLY use DENTAL FLOSS? [] O [ Einr:tulatmy; prl:bl&fr;s p ] m rt‘iailsea.se . E g ;mmmm % E _
N - ortisonz treatments 0 erial allergies [ |

Name of Previous Dentist: | Cough (persistert) L] O3 (et wooh mets, chemicat) Tuberculosis g 0
P e — — —— 1 Cough up blood O O Miralvaive protapse O O UkerColis El* i

City: State: Diabetes 03 [0 Nevous problems [1 [ Venerealdisease o S H
e e T R — | Epilepsy mf g, Pacemakerheart surgery | St |
o dayoufoelaboutyourmoel? ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS? |
| Piease RANK the following in the order in which they would :«;tbirin ik léot;al_ Angsthetic ;m_m;]r:ycin Laﬁ?x :ba.lletgc;s_ |

KEEP YOU FAOM having dental treatment [abisgnlician sy enicill el
I e Are you aware of being allergic to any other medications or substances? ‘
o L e e el
IL‘MM B¢ Kdoowwn ¢ —| Is there any other Medical or Dental information that you feel | should know about? [
iE’_ST.P‘_"F.a‘_.“l{F‘ ¢ MsSNGworktme # FAMILY PHYSICIAN = N = = PHONE = _E-MAE =

PATIENT Signature (Parent of Child) - — Date; . - - _ DENTIST Signature -
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