asc HEALTH HISTORY & REGISTRATION

| PATIENT INFORMATION
\PATIENT'S NAME Last First o Middle Initial SEX: M F  BIRTHDATE AGE

Soc Sec If Patient is 2 Minor, give Parent's or Guardian's Mame e [ v v 0 ) R ¥
Who May We Thank for Referring “ou to our Oifice? — Pecsonborthes Vst L%

RESPONSIBLE PARTY INFORMATION

NAME Last o First =ry Middle Initial _ MARITAL STATUS

RESIDENCE Street S — __Apt#_______ City State Zip iy, B
MAILING ADDRESS Street — =R Apt # Gl e n State Zip o

HOW LONG AT THIS ADDRESS ————————— HOME PHOMNE - CELL PHONE —— =

WORK PHONE E-MAIL e

PREVIOUS ADDRESS (if less than 3 yrs.) Strest — City . Stale Zip How Lang
| SOCIAL SECURITY # BIRTHDATE DRIVER'S LICENSE # RELATION TO PATIENT |
|EMPLOVER v OCCUPATION MO.YEARSEMPLOYED |

RESPONSIBLE PARTY'S SPOUSE EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

MNAME

EMPLOYER il nmm?iuu ey () ENAE RELATIONSHIP

S0C. SEC. ¢ BIRTHOATE " e | AuoRESs CITY, STATE

HOME PH, CELL PH. HOME PH. CELL PH.

WORK PH. E-MAIL Lt

DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage.

insured’s Name . = Insured's Mame

Ksarancs Co. o1 E-MAIL Insurance Co, E-MAIL

lnsiitance Co. Addvess ) Insurance Go, Addrass = 3 e
Insured's Emiplayer - Insured’s Employer —

G s T Group # Local Insured’s Soc. Sec. # Group # Local #

it is important that | know about your Medical and Dental Hiﬂu%mu 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.

2 *DENTAL HISTORY*  YES NO | “MEDICAL HISTORY* YES NO |
_HOW LONG SINCE you have seen a dentst? _| Do you have any CURRENT HEALTH PROBLEMS? B .
Last COMPLETE Dental Exam, Date. | Are you under 8 PHYSICIANS CARE now? : S v s
| Last FULL MOUTH X-RAYS, DATE:(16 Smal Fims or Panoamic) For what? e . =]
| Are you having PROBLEMS now? O O | what MEDICATIONS are you currently taking? : g
WHATZ _ = ;
15 your presant dental health POOR? gL it O O
| Do you wear DENTURES? (Partials or Ful = = ¥ i
Are you W"‘\ your dentures? — L] — _D ali i e ] = 1) | (] :
NN 0 O Rk SEA 35 YOU HAVE HAD, DR PRESENTLY HAVE:
 PEAMANENT REPLACEMENTS? C B FR Jen| 80
Ars you BRPESHENGIVE sbout denial irsatmant? O O | mosmvPos 00 0 B Pechaliic crt O g
Have you had any PERIODONTAL (GUM) treatments? O T1 | Anaphylads B E mp | Ragid weght ganioss O O
| Do your gums BLEED, or fesl TENDER or IRRITATED? O O |Awma fiutoma e =
["Are your teeth SENSITIVE 10 hot, cold, sweets, pressure? e ] ] m""""m E E w'“m_ [ O O
| Are you UNHAPPY with the APPEARANCE of your festh? m C1 | Arbficial joinis E E Heart probhrms cums sete; E E m L
| Are you aware of GRINDING or CLENCHING your teeth? O Ll ﬁ 3 Sher ﬁmdm E H
Do you T HEADACHES, ARAGHES r NECKPRNSY 11 01| ulpeoms ™ 3 0t 0 [ e g O
| Have you worn BRACES on your teetn (ORTHODONTICS) B Bl stase E E Hepatitis E o
Do you have DISCOLORED teeth that bother you? C T H&dm = H ollstorakss ] -
| Would you Bke your smile to LOOK BETTER or DIFFERENT?  [1 L1 | Chemotheropy O E ey disszse o mahuction H E disaase o mahincton ) H
Do you REGULARLY use DENTAL FLOSS? T O | Ciedstoryprotlems T 01 Dheriismass habt u|
Bt - Cortisone breatments (] (]  Maderial slegies O O Tonsits O B
e o Prvcs Dot ot 0 O e i g
| City: Stata: [iabetes Ol [0 Hervous problams B E Veneredl disaace 1 E
== Eplessy O O ruxeclecheatsugey O O ,
O e o e ARE Y0U ALLERGIC T0 O HAVE YOU REAGTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS? |
Pisase RANK, the Sollawing in the order in which they woud Aspitin Local Anesthetic ErySwomycin Latex {baioons, |
KEEP YLl FRIOM having dental treatrest | ou Oxice Codeina Penicilin gloves. et}
mamﬂﬂhﬂdmmWﬂHMMHm |
If yes, please list
(Miofosn  / LAGK of concarm ¢ Is there any ofher Medical or Dental informalion that you feel | should know about?
CORT of ectant. ASENG work e # FAMILY PHYSICIAN N S PN T A R T
PATIENT Signature (Parent of Child) — — Date: DENTIST Signature
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