2 DENTAL EGISTRATION AND 'ISTORY

l PATIENT INFORMATION DENTAL INSURANCE

Date Who is responsibie for this account?
SS/HIC/Patient ID # Relationship to Patient
Patient Name Insurance Co.
Last Name
Group #
First N Middle Initial ; o )
TR e Is patient covered by additional insurance? []Yes []No
Address
Subscriber's Name
E-mail
Birthdate SS#
City ¥
Relationship to Patient
State Zip
Insurance Co.
Sex (JM [JF Age
Group #
Birthdate
ASSIGNMENT AND RELEASE
[] Married [] Widowed [ Single 1 Minor I certify that |, and/or my dependent(s), have insurance coverage with
i and assign directly to
[] Separated [] Divorced [[] Partnered for years N Ebiiings Cofpaniiis)
Fatient EmployenSchool Dr. all insurance benefits, if
Occupation any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. | authorize

Employer/School Address the use of my signature on all insurance submissions.

The above-named dentist may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
Employer/School Phone ( ) benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Spouse’s Name

Birthdate

Signature of Patient, Parent, Guardian or Personal Representative
SS#

Spouse’s Employer Please print name of Patient, Parent, Guardian or Personal Representative

Whom may we thank for referring you?

PHONE NUMBERS '

Date Relationship to Patient

Home ( ) Work ( ) Ext Cell Phone ( )
Spouse's Work ( ) Best time and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.)

Name Relationship

Home Phone ( ) Work Phone ( )

DENTAL HISTORY

Reason for today’s visit Burning sensation on tongue [JYes [JNo Mouth breathing [JYes [JNo
Chew on one side of mouth [OYes [ONo Mouth pain, brushing OYes [ No
Cigarette, pipe, or cigar smoking []Yes []No Orthodontic treatment [OYes [JNo
Former Dentist " Clicking or popping jaw [JYes []No Pain around ear [ClYes [No
City/State Dry mouth [JYes [ No Periodontal treatment [JYes [ No
PR L I U Fingernail blitlng [JYes []No Sens!tfthy to cold [dYes [JNo
Food collection between the teeth [JYes [[INo Sensitivity to heat [OYes [No
Date of last dental X-rays Foreign objects [IYes []No Sensitivity to sweets CYes [1No
Place a mark on “yes” or “no” to indicate if you ~ Grinding teeth [JYes [1No Sensitivity when biting COYes [No
have had any of the following: Gums swollen or tender [JYes [1No Sores or growths in your mouth []Yes [ No
Bad breath [JYes [JNo Jaw pain or tiredness [iYes [FINo" oy b daan e you floss?
Bleeding gums [CYes [JNo Lip or cheek biting [JYes []No
Blisters on lips or mouth [IYes [ No Loose testh or broken fillings [JYes [JNo How often do you brush?
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Patient's Name Nickname Date of Birth
LAST FIRST INITIAL
Parent's/Guardian's Name Relationship to Patient
Address
PO OR MAILING ADDRESS cITY STATE ZIP CODE
Phone Sex MQ FU
Home Work

Have you (the parent/guardian) or the patient had any of the following diseases or ProbIEMS? .......cociiiiiinns s U Yes W No
1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration,  3.Cough that produces blood?

If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Has the child had any history of, or conditions related to, any of the following:

4 Anemia J Cancer U Epilepsy U HIV +/AIDS 1 Mononucleosis Q Thyroid

Q) Arthritis 1 Cerebral Palsy 0 Fainting U Immunizations 0 Mumps 1 Tobacco/Drug Use

U Asthma W Chicken Pox U Growth Problems 4 Kidney U Pregnancy (teens) U Tuberculosis

) Bladder Q Chronic Sinusitis U Hearing O Latex allergy 1 Rheumatic fever U Venereal Disease

U Bleeding disorders U Diabetes ) Heart U Liver U Seizures U Other,

1 Bones/Joints 1 Ear Aches QO Hepatitis 1 Measles (1 Sickle cell

Please list the name and phone number of the child’s physician:

Name of Physician Phone

il ap B .
Child's History Yes No
1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this time? ..., 1.0 0O

If yes, please list:

2. lIs the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain: 2. Q
3. Is the child allergic to anything else, such as certain foods? If yes, please explain: 3. u
4, How would you describe the child’s eating habits?

5. Has the child ever had a serious illness? If yes, when: Please describe: L

6. Has the child ever Been hOSPIENZOUT ittt ssiemiveisiissssrsisssssissiisiaioias ivesnaiskussasbbianssassassssas K00nesEeames SEE0 1IN s TN e saeni Ve eoatt anenatesitanss 6.

7. Does the child have a history of any other illnesses? If yes, please list: o 7.

8. Has the child ever received a general anesthetiC? .........ccccvvviiiiiiiiiinii s

9. Does the child have any INNErtEd PrOBIBMIST......iwi it eE s e A RE e eas e s e AR Lo s a e A g st 9.
10. Does the child have any Speech diffiCUIIEST .......iiiiiiiiii i s e s e st 1O
11. Has the child ever had a DI trANSIUSIONT ....ccee i ettt re s s s seree s s e e e ee s e seaeeees e aE e s s B Rt atrrnarssraetenenataasnassseenasssnssits o W

12. Is the child physically, mentally, or emotionally impaired?....
13. Does the child experience excessive bleeding when cut? ...
14, s the child currently being treated for any illNESSES? ...t
15. | this the child’s first visit to a dentist? If not the first visit, what was the date of the last dentist visit? Date: . 15.
16. Has the child had any problem with dental treatment in the past? ..o
17. Has the child ever had dental radiographs (x-rays) exposed? ..........
18. Has the child ever suffered any injuries to the mouth, head or teeth?

OO0CC COoOCCOCOCCOCCOOCOCCO OO
O OOCO CobCOoOopCcooCcOoOoCcoO

19. Has the child had any problems with the eruption or shedding of teeth? ... ,i*rg.
20. Has the child had any orthodontic treatment? ... R L R Dt T et S 20.
21. What type of water does your child drink? O City water 1 Well water 1 Bottled water Q Filtered water

22. Does the child take fluoride supplements? ..............ccccccoiiiiiii e 22.
23. Is fluoride toothpaste used? 23.
24, How many times are the child’s teeth brushed per day? When are the teeth brushed? 24,
25. Does the child suck his/her thumb, fingers or PACIfIEr?..........ooviviiiiiniiiiuiii e i oo Al s RN 25.
26. At what age did the child stop bottle feeding? Age Breast feeding? Age

27. Does child participate in active recreational @CHVIIEST ........oiiiiiuiiiiiii i TS 27 1Q

NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that | may have made in the completion of this form.

Parent’s/Guardian's Signature Date

For completion by dentist
Comments

For Office Use Only: ' Medical Alert 1 Premedication O Allergies O Anesthesia  Reviewed by
Date
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