Health History and Registration DATE

: Birth Date
NAME Home Phone( )-
Last First Middle
Address Bus. Phone( )-
City State Zip Code ~
Sex M F Height ~ Weight  Marital Status ~~ Spouse Name
Social Security Number (Parent Name-Minor)
Employer . Occupation
Business Address Driver’s Lic. No.
Person Responsible for Account
How did you hear about our office?
REASON FOR VISIT
EMERGENCY INFORMATION
Name, address & telephone of a
relative not living with you
DENTAL INSURANCE INFORMATION
Insured’s Name' Insured’s Birth Date
Insured’s Social Security No. Group#

Insurance Co.

Insurance Co. Address
Insured’s Employer

I authorize dental information about me to be released to my insurance company or its
representatives if needed to determine benefits payable for dental services. I understand
that I am responsible for any payment not covered by the insurance company. I also

understand that under certain circumstances, payment may be required prior to the receipt
of services. (Parent signature, if minor)

Patient Signature Date

MEDICAL HISTORY

Physician’s Name _ Phone# ( )-
Address
Are you currently under the care of a physician ~ Yes ~ No
What reason?
My general healthis  Excellent ~ Good  Fair  Poor
My last medical examination was (date) _~~ (reason)

Have you had any serious illness, operation, or been hospitalized in the past 5 years?
~Yes _ No Ifso, what was the reason?

Are you taking any medicine(s) including prescription or non-prescription  Yes  No
If so, what Medicine(s) are you taking?

Have you ever taken Fen-Phen or Redux? =~ Yes  No



Medical History (continued) Have you ever had or do you have any of the following

Yes No Yes No Yes No
[ i Cardiovascular Disease Diabetes Seizures
{:::’ Damaged Heart Valve Blood Disorders Sinus Trouble
r‘ _“rw_;! Heart Murmur Radiation Therapy Asthma
. |Mitral Valve Prolapse | Joint Replacement Hay Fever
||| Artificial Heart Valve(s) Persistent Diarrhea Ulcer
|| Cardiac Pacemaker Hepatitis | |Tuberculosis
i"l,m.._,“,ffm.w, Heart Attack Jaundice Cancer
L Angina Aids/HIV Infection Epilepsy
) Rheumatic Fever Prolonged Bleeding Stroke

“__J__ﬂq High Blood Pressure Anemia | Arthritis
1 Low Blood Pressure | Abnormal Bleeding | Tumors
. 1 Thyroid Problems Eye Disorders Growths
.. Mental Health Problems Persistent cough i Fainting Spells
‘ \‘ | Sexually Transmitted | Immune system Wears Contact
L Disease Problems Lenses

i‘ “Persistent Swollen Respiratory Steroid

1\ . Glands . Problems Therapy
Are You Allergic To:
Dental Anesthetics Yes No  Sulfa Drugs Yes No
Penicillin or other Antibiotics Yes No  Barbiturates Yes No
Sedatives or sleeping pills Yes No  lodine Yes No
Aspirin Yes No  Codeine or other narcotics  Yes No
Latex Yes No  Other Allergies
Women Menstrual Problems Yes No Birth Control Pills Yes No

Are you Pregnant?  Yes No Nursing Yes No

If Pregnant, How many Months?

Do you have any disease, condition, or problem not listed above?

Have you had any serious trouble associated with any previous dental treatment?

What 1s your main concern?

I certify that T have read and understand the above. 1 will not hold my dentist, any other

wmember of his staff responsible for any errors or omissions that I may have made during
the completion of this form. Patient Signature

Dentist Signature

UPDATES
Date Comments

Date

Date

Initial




