patientnumber________a8sc HEALTH HISTORY & REGISTRATION
N Tl R L A T T |

PATIENT'S MAME Last
Soc. Sec. # —
Who May We Thank for Referring You to our Office?.

I |

PATIENT INFORMATION

It Patient is a Minor, give Parent's or Guardian’s Name

—_SEX: M F BIRTHDATE __ — AGE_____
TODAY'S DATE =LA |

— Middle Initial

__ Reason for this Visit

RESPONSIBLE PARTY INFORMATION

DENTAL INSURAMNCE INFORMATION {Primary Carrier)

Insured's Name

MAME Last — _ First — Middia Initial MARITAL STATUS
RESIDENCE Streat — Hpbd_____ Cly. = ____ State — g ==
MAILING ADDRESS Strest — Apt. # City State R S
HOW LONG AT THIS ADDRESS — HOME PHONE — CELL PHONE
WORK PHONE _ E-MaAIL P e ==
PREVIOUS ADDRESS (il less than 3 yrs.} Strest __Gity ___State Zip How Long o
SOCIAL SECURITY # BIRTHDATE ___DRIVER'S LICENSE # ___ RELATION TO PATIENT ——
EMPLOYER — QCCUPATION __ _ NO. YEARS EMPLOYED —
RESPONSIBLE PARTY'S SPOUSE EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOLU.
NAME - —
EMPLOYER R OCCUPATION e L RELATIONSHIP -
S0C. SEC. # BIRTHOATE M verha fumao B8 ADDRESS _ - CITY, STATE X =
HOMEPH. 3 CELLPH. [ HOME FH, CELL PH,
WORK PH, E-MAIL = WORKPH, —
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It is important that | know about your Medical and Dental His
Mmmmmmummmﬂm Thank you for taking the time to completely fill out this questionnaire.

is

Insurance Co, . E-MaAIL
Insurance Co. Address == i

Insured's Employer =

Insured's Soc. Sec_ # - Gnoup # —_Local #

Insured's Name — =
e Insurance Ca 7 E-MAIL ==
= Insurance Co. Address e S
B Insured’s Employer
s Insured's Soc. Sec. # ___Group # pcal #

tory. These facts have a direct bearing on your Dental Health. This information

DENTAL HISTORY YES NO

‘MEDICAL HISTORY"

 HOW LONG SINCE you have seen a dentist? | D5'you have any CURRENT HEALTH PROBLEMS?

Last COMPLETE Dental Exam, Date: __| Are yby under a PHYSICIAN'S CARE now?

LastH.ILLMlJl.ﬂH)CHAH"S DATE; |1!5-H|Fqu,mhm|nt;| For wiha

| Are you having PROBLEMS now? _ O || What MEDIBATIONS are M_grra ot I'_u;?_ f Ei E E

| WHAT? Fen-Phen/fedux?
_E?ﬂurptqpem dantal heath POORT 0 4| a BISFFK]EPHDH.WTE I'-EDI{:ATIDN?

Do you wisar DENTURES? (Partials or Full) [m] 0

" Am you UNHAPEY with your deriures? 0 o | Me yuuP'HEG-NANT‘J
| Would you Tike to know more aboul Do you use CIGARS/CH

_PERMANENT REPLACEMENTS? 01 1 | PLEASE + YES DR NO OF TH

Are you APPREHENSIVE about dental realment? W] 0 YES NO NO ¥ES NO
Have you had any PERIODONTAL (GUM) treatments? B & m{gﬁ? 8 '_'1 & B
Do your giems :.:EED of el TENDER or IRRITATED? =] 8 ﬂ"&ﬂﬂ“ I_IJ H J H B
Are your teeth SENSITIVE 1o hot, cold, sweels, prassuret iwon [ 1] 5 et - & - |
Are you URHAPPY vih e APPEARANCE of yourteeth? [ 10| gupou waflwahes L [0 B g o
Are you aware of GRINDING or CLENCHING your teeth? O O | Asthma 8 0 ; e |
| Do you have HEADACHES, EARAGHES, or NECH PAINS? =] H| Nﬂ{ic (Bl Prose o D O 0 O
| Have you worn BRACES on yourfeeth (ORTHODONTICS) [ - | piokpraiens g a = g g
nn;mmummemmmmmw O 0 Eanwu E H [l e B E
| Would you like your smile 1o LOOK BETTER or DIFFERENT? [ | Ehemi - R w : '
' Do you REGULARLY use DENTAL FLOSS? = o_| E::ﬂﬁy“ pﬁﬂms E H . —" H H
Nr—— s 0 8 ; F:
oy . See g § § B a
How do you fee! about your feeth? Epilepsy o

T Pleass RARIK the fllwing i The order i which They woukd ARE YOU ALLERGIC 8D HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDIBTIONS?
KEEF YLl FROM having dental treatmend, Aspirin Local Anesthetic Erythromycin Latex (halloons,
z = Hltruus O Codeine Penicidlin gloves, eic.)
Arg you v nf being allergic to any other medications or substances?
FEAR, of gain # LACK of cancem # I yes, pledse
COST of reatmesd & MESSING work time # Is muﬂmﬂhﬂmﬂwﬂeml#ﬂnmhm#mm&disfmwkmmr?
= $ | FEMILY PHYSICIAN PHONE __E-MAIL _ \j
'*’PmEHT Signature (Parent of Child) S A — DENTIST Signatus
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