
PATIENT REGISTRATION AND MEDICAL HISTORY
(PLEASE PBINT)

Patient
Last Narne First Name

City-

Preferred Name

Zip-

Ho'ne Phone ( )- Alt. Phone ( )-_- Email address:

trr Age 
- 

Binhdate 
---

Ll S ng e fJ trrtarriect [l widowec] [l s"paraled E Divorced

OicJpdlron

Sex: EM

Employed by

Emp oyed by

Ernployer Address

Spouse/'Parent Name

Work Phone ( )

Spouse/Parent B rthdate

Ocar net'nn

WorkPhone(-)

Relationship to

Employer Address

Who s respons b e for this account?

Soc al Securlty # Spouse/Parent Social SecuritY

Name of Dental lnsurance ComPanY C'o .p \L--rbpr

ln case of emergency, who should be notified? Phone ( )

Whom may we thank for referring You?

MEDICAL HISTOBY

Physician's Name

Have you ever ha.l any ci the iolowing? lcheck boxes that apply)

E Heari Problems
! High Blood Pressure
D Low Blood Pressure
E circulatory Problems
! Nervous Problems
E Radiation Treatment

E Artificial Heart Valves or Joints

E Recent Weight Loss
E Back Problen'rs

E oiabetes
E Respiratory Disease

ll Special D et
l l Swolen Neck Glands
f] Bheumaiic Fever

E Slnus Problerns
n Htv t etos or

Other lrnmunosuppressive D sorders

ll Thyroid D sease
fl stroke
fucer
I VenereaL Disease
n Cremica Dependency
fl Hemophilia

Do you have any il.ug aliergies oi have you ever had an adverse react on to any med cation? ll so, please describe

|iave you ever Ltseal a brsphosphonaie medlcaton? Common bTar]d names are Fosarnax. Actonel, Alelvia, Didrone. Bonlva EYes lNo

Have you ever responded adversely io medical or dental treatment?

Are you taking any medication at this tin're?- Il so,

Have you ever taken any of the group of drugs collectively referred 10 as "len-nhen"?

names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). E Ves

These nclude combnatons of lonimn. Adpex, Fastln (brand

fl tto

Are you under the care of a physician?

lf patient is a child, what is his/her weighl?

E ves E ruo Forwhai conditions?

Date of Last Physica

! epitepsy
E Headaches
E Hepaiitis, Jaundice or Llver Disease

E cancer
! Psychiatric care
E chronic Diarrhea
E Allergies to Anesthetics
E Allergies to [,4edicine or Drugs

n General Allergies
n Blood Disease
n nrtnritis

(Wornen) Do you suspect that you are pregnant? E ves E t"lo Are you nurs ng? n Yes r l t,,lo

ls there anything e!se we should know about your medical hislory?

The above information is accurate and c;plete to the best of my knowledge and is only lor Llse in my treatment, billing and processing of insurance lor

benefits lor which I am enti ecl. I wili not hoid my dentist or any member of his/her stafl responsible for any errors or omissions ihat I may have made in

the completion of ihis lorm.



ASSIGNMENT AND RELEASE

l, the underslgned, have insurance with
Nane of lnsurance Canpanv(Es)

and ass gn d rect y to Dr a benef ts. if any otherw se payab e to me for services
rendered. I understand that I am tnancally responsible ior al charges whether or not paid by nsurafce. I hereby authorize the doctor to reease al
informaiion necessary to secure the payment of benefits. authorize the use of this signature orr a my rnsurance submissiofs urhether manua or
eleclronic.

Date

MINOB/CHILD CONSENT

l, being the parent or guardian of

Signature

do hereby request

and author ze lhe dental staff 10 periorm fecessary dental serv ces ior my ch d inc uding bL-rt not rn led to X-rays. and adm nrstraiion of anesthet cs
which aIe deemed adv sable by the doclor. whether or not I am present at the actual appo nlment when the treatmerlt s rendered

S i g n atu r e of I n s u r e d/G Ll ard i an

FINANCIAL AGREEMENT

I acknowledge thal payment s due at the time of treatment. !nless other arrangemefls are made agree lhal parents/guard ans are Tespons b e lor
all fees and serv ces rendered lor treatment of a mrnor/ch d. accept fu I f nanclal responsibrlity for a I charges not covered by insurance.

Signatu re al I ns u rcdiGGt'dtan

MEDICAL HISTORY UPDATE

Has ihere been any chafge n your health s nce your astdenta appointmenl? f Ves -tlo

For what conditions?

Are you iaking any new medications? 

- 

lf so, what

Date

MEDICAL HISTORY UPDATE

Dentist Slgnature

Has there been any change in your health stnce yollr last dental appo ntment? E yes E No

For what condltions?

Are you taking any new medicat ons? lf so. !,!hal

Dentst Stgnaturc

Nan)e af M)no|Ch)ld

Date

Date

Date

Date

Date


