PatientNumber A BC HEALTH HISTORY & REGISTRATION

PATIENT INFORMATION

PATIENT'S NAME Last [ First _ Middle Initial SEX: M F BIRTHDATE _ AGE
Soc. Sec. # If Patient is a Minor, give Parent’s or Guardian's Name _ — - JOPAYSDATE-—_ - o o
Who May We Thank for Referring You to our Office? = Reasan for this Visit

.
RESPONSIBLE PARTY INFORMATION

NAME Last First Middle Initial MARITAL STATUS

RESIDENCE Street _ Apt# Gty 0 State Zip

MAILING ADDRESS Strest — - —— Apt. # Gty State Zip

HOW LONG AT THIS ADDRESS HOME PHONE — — CELL PHONE =
WORK PHONE — . E-MAIL

PREVIOUS ADDRESS (if less than 3 yrs.) Street City State Zip How Long

SOCIAL SECURITY # L BIRTHDATE — DRIVER'S LICENSE # = RELATION TO PATIENT —

EMPLOYER 2 — OCCUPATION NO. YEARS EMPLOYED

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

[NAME — LAGT e FIRET ~MIDDLE
EMPLOYER _ OCCUPATION { ) [ENAME : RELATIONSHIP
S0C. SEC. # BIRTHOATE " SRR [ ADDRESS CITY.STATE
HOME PH. CELL PH. i HOME PH. : __ CELLPH,

WORK PH.

WORK PH.

E-MAIL

DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage.
Insured's Name
Insurance Co. E-MAIL

Insurance Co. Address

.Insured's Name ;
Insurance o, E-MAIL

Insurance Co. Address

Insured’s Employer — .
Insured's Soc. Sec. # Group # _ Local #

Insured's Employer
Insured’s Soc. Sec. #

_ Group#__ Local #

it is important that | know about your Medical and Dental History. These 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.

“DENTAL HISTORY* YES NO _ *MEDICAL HISTORY* YES NO
HOW LONG SINCE you have seen a dentist? Do you have any CURRENT HEALTH PROBLEMS? : 1 [
| Last COMPLETE Dental Exam, Date: - ) | Are you under a PHYSICIAN'S CARE now? [ S
Last FULL MOUTH X-RAYS, DATE:(16 Small Films or Panoramic) For what? = !
| Are you having PROBLEMS now? O [1 | What MEDICATIONS are you currently taking? &
WHAT?
Is your present dental health POOR? Ek L1 | Have you ever taken Fen-Phen/Redux? = Ll
Do you wear DENTURES? (Partials or Full) i 1| Are you PREGNANT? | O
Are you UNHAPPY with your dentures? Ej ! | Do you use cigarsicigarettes, pipe or chewing tobacco? (circle) T R
Would you like to knaw more about _ PLEASE v YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:
PERMANENT REPLACEMENTS? = S = i
Are you APPREHENSIVE about dental treatment? el O i YES = e 6 []
y e 8 vaments = AIDSIHIV Pos. C [J  Fainting O [ Psyehiabc care g o
Have you had any PERIODONTAL (GUM] treatments? El O | Anaphylaxis B E Food allergies 1 [ Rapidweight gainfoss Sies
Do your gums BLEED, or feel TENDER or IRRITATED? O ] mrq?' o = E Eflaudcm;::s £ % Egg:@tn "ﬁ?;“e;,“? S
Are your teeth BENSITIVE to hot, cold, sweets, pressure? jeicie) O Mi’;&g i;};abe&mvﬁ\?ejs BiE Hggrlagmrm'ur B Rhaumﬂ‘t]gsmg; fever B e
Are you UNHAPPY with the APPEARANGE of your teeth? O [ | Atificial joints (1 [  Heartproblems pesesey [ [J  Shingles i
Are you aware of GRINDING or CLENCHING your feeth? O o e 2 e e s Bz
Do you have HEADACHES, EARACHES, o NECKPAINS? [0 1 | gy imre =5 = GORRUREemssid = B simia [ o E
Have you worn BRACES on your teeth (ORTHODONTICS) [ 1 | Blood disease B Hepatitis B % gtr%;m it e ]
= ik ) — | Cancer i ] High blood pressure L] Lrgical img L L
Do you haug DJSCOLOIHED teeth that bother you? L ] Chemical dependancy 1 0 Jaw pain [ O Swelingoffeetorankes O O
Would you like your smile to LOOK BETTER or DIFFERENT?  [] . Chemotheropy O [ Kidneydiseaseor maliuncion ]~ []  Thyroid disease or mafunction [ |
| Do you REGULARLY use DENTAL FLOSS? | [] | Circulatory prablems mEaE Liver disease O] [ Tobacco habit = =
—————— = ' Cortisone treatments ] H Material aliergies 2 g }ngzd"ft? : = E
[N f Previous Dentist: Gaugh fpersister L et o el et < i — :
T 2 ——————————1 Coughup blood O [ Miralvalve prolapse 1 3 UenCalis 205
City: State: Diabétes 0 [ Kervousproblems [ 1 Venereal cisease is s
_— Epilepsy 1 [ Pacemakarheart surgery 3
Hiow doryeu feel hout yous et _ | ARE YOU ALLERGIC T0 OR HAVE YOU REACTED ADVERSELY T0 ANY OF THE FOLLOWING MEDICATIONS?
Please RANK the following in the order in which they would | Aspirin Local Ansthetic Erythromycin Latex (balloons,
KEEP YOU FROM having dental reatment, Nitraus Oxide . Code_ln!: . _Pe:nrulrln glaves, ete.)
T e Are you aware of being allergic to any other medications or substances?
i o it yes, please fst: _
Eatiol b ¢ L Is there any other Medical or Dental information that you feel { should know about?
‘\ COST of treatment_# MISSING work time # | FAMILY PHYSICIAN — ———PHOME i i =
PATIENT Signature {(Parent of Child) Date: ——— DENTIST Signature
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