|D: Chart ID:

First Name:

PATIENT REGISTRATION

Last Name:

Middle Initial.

PatientIs: | | Policy Holger

Preferred Name:

| | Responsible Party

-Responsible Party (if someona other than the patient)

First Name-

Last Name:

Middle Initial:

Address:

Address 2:

City, State, Zip:

Pager:

Home FPhone:

Work Phone: Ext:

Birth Date:

Soc Sec:

O Responsible Party is also a Policy Holder for Patient

Drivers Lic:

O Primary Insurance Policy Holder

Cellular:

O Secondary Insuranco Policy Holder

Patiant Information

Insured Soc. Sec:

Insured Birth Datc:

Address: Address 2:
City: State / Zip: Pager
Home Phone: Work Phone: Ext. Callular:
Sex: (™) Male ") Female Marital Status: () Married () Single . Divorced () Separated /) Widowad
Birth Date: . Age: Soc. Sec: Drivers Lic:
E-mail: | | I would like to receive corespondences via e-mail.
Section 2 Section 3
Employment Status: () Full Time () Part Time () Retired Frevesy el
N B Emergency Contact:
: Student Stalus: (. Full Time (_J) Part Time Emergency #:
Medicaid 1D: Pref. Dentlst. Paranls Call #:
Employer 1D: Pref. Pharmacy.
Carriar 1D Pref. Hyqg.:
Primary Insurance Information
Name of Insured: Relationship to Insuredy ) Self () Spouse { ) Child { ® Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: i Address:
Address 2: i Address 2:
’r
Clty,State Zip; ' City,State,Zip:
Rem. Benefits: 00___ Rem. Deduct: nn
Secondary Insurance Information
Name of Insured: Relationship to Insured{ ) Self ) Spouse () Child {3 Other

Employer: Ins. Company:
Address: . ! Address:
Address 2: * Address 2:
City,State Zip i City, State, Zip:
Rem. Banefits: no.___Rem Deduct: DE)




PATIENT NAME

Eimwood Family Dentistry

MEDICAL HISTORY

Bintn Date

o —

following questions.
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Are you under a physician’s care now? () Yes { ) No

Have you ever been hospltalizod or had 8 major oporation?( ) Yes {:‘ No
Have you ever had & serious head or neck injury? () Yes () No

Are you taking any medicatlons, pills, or drugs? () Yes () No

Do you take. or have you taken, Phen-Fen or Redux? () Yes () No

Are you on a special dlet? () Yes () No

Do you use tobacco? () Yas (") No

Do you use controlled substances? () Yas () No

- \Women: Are you--—-— -

F'regnant!T qﬂng 10 get pregnant? {) ‘f&s{ 5 No

e SRS

Are ynu allerglc to any of the fDIIﬂWIng‘:' SN

Have yous ever had any serious iliness not listed above? () Yes () Nao If yes, please explain: .
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Comments.

5 B HEs |

e T T T

5 S E e e

Tal:mq oral cantraceptwas‘?’ - YESM_ ) No

w1 i e S S ———— .

If yes, please explain:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an impartant interrclationship with the dentistry you will receive. Thank you for answering the

If yes, please explain: __

If yes, please explain:

If yes, please explain:
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Hurf-:lng'? ) Yes () Nn

B e I S

e o oE @ oan 2 5 vmem oy

A E T . T 5 [ —

No
Na '
No -
No .
No :

No -

Aspirin [] Penicillin | | Codeine | ] Acrylic ] Metal [1 Latex | Local Anesthatics
Other If yes, please explain: ___ — -

Do you have, or have you had, any of the following? ymmide ik st - .
- AIDSIHIY Positiva ") Yest ) No | Cortisona Medicine C) Yes ) No | Hemophilia () Yes{ ) No | Renal Dialysis (Y Yes() No |
: Alzheimer's Diseasc () Yos( ) No | Diabetos () Yes() No | Hepatitic A () Yoe{ ) No | Rhoumatic Fever () Yea () '
' Anaphylaxis (1) Yes(C) No | Drug Addiction () Yes() No | Hepaliis BorC () Yes{ ) No | Rheumatism (D veu ()
" Anamia {) Yes( j No | Easily Windod () Yes () No Hemes () Yes{ ) No | Scarlet Fever (") Yes(
© Angina (") Yes( ) No | Emphysema () Yos(() No | High Blood Pressure () Yes{ ) No | Shingles t:q_-,'l Yes( )
- Arthritis/Gout () Yes{) No | EpilepsyorScizcurus () Yes( ) No | Hives or Rash () Yos(") No | Sicklo Cell Disesse ) Yes()
" Anificial Heart Valve (") Yos{ 3 No | Exvessivo Bleeding (v Yes( ) No Hypogiycemia (") Yes! ) No | Sinus Trouble { ) Yes{ } No
" Arificial Joint () Yes{ ) No | Excessive Thirsl (7 Yes() No | Irregular Hesrtbeat () Yes( ) No | Splna Bifida ) Yos{ ' No .
" ASthma (" Yas{) No | Fainling Spells/Dizziness(_) Yes( ) No Kidney Problems (") Yes(_) No | Stomach/Intestinal Disease | ) Yes{
* Blood Disease ) Yez{ ) No { Froquont Cough ) Yes{ } No Leukeinia {7t Yes( " No | Stroke ._' Yes! '1
~ Bload Transfusion () Yas() No | Frequent Diarrhas ("3 Yes () No Liver Disease () Yes{ ) No | Swalling of Limhs ) Yas( 'J No
- Breathing Problem () Yas{_) No | Frequent Hoadaches () Yes( ) No | Low Blood Pressure () Yes(_) No | Thyroid Disease ") Yea? ) No
- Bruise Easily () Yes{_) No | Genital Herpes (() Yes( ) No Lung Discaso () Yes( > Nu | Tonsiims ) Yes L____') No '
_ Cancer £ Yos{) No | Glaucoma (C) Yes(_) No | Mitral Vaive Prolapsey ) Yos(T) Nn | Tuborculosis "V Yes{ 1 No

Chemotherapy (_) Yes(_) No Hay Fever () Yc:s("' No Pain in Jaw Joints  { } Yes [" Tumors ar Growlhs (") Yes{ ) No
~ Chast Painsg :: ) Yes(_) No | Hear Attack/Failure {3 ‘r’asL s No | Purathyroid Disease {_ 3 Yes N:} Ulcers (3 ves () No .
. Cold Sores/Fever Blisters {_ ) Yes(_) No | Heart Murmur () "!"eh No Psychiatric Care "1 Yos(_ ) No | Venorual Disease () Yos( ) No :
. Conyenilal Hear Disorder(_} Yes(_) No Heart Paca Maker ('_,I' Yes| : No Radiation Treatmonts! ) Yas(_) No Yollow Jaundice () Yes(_) No |

Convulsions {) Yes( ) No Heart Trouble/Disvase | ) Yes :’_:_',1 No Rucent Weight Loss ) Yes( ) No !
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SIGNATURE OF PATIENT, PARENT. or GUARDIAN

——
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-

To the bast of my knowledge, the questions on this form have been accuralely answered. | understand that providing incorrect information ¢can be
dangerous to my (or patient's) heslth. It iz my responsibility to inform the dental office of any changes in medical status

DATE

No -
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