PATIENT REGISTRATION AND MEDICAL HISTORY

Date [FLEASE PRINT} Home Phone | o .
Patigrt
Lask Harms First Mamea Widcds Inifal o Fralarad Namrs

Streel Address . Ciky State Zip -
E-rrail - Call Phana { 1
Sex [ [JF Age__ Birthdate [ Married [ widowed Clsingle ] Minar

] Separated [ Brivarcad ] 2artnerad fer YEArE
Employer Schael Oecupation
Employer/Schon] Address — EmplewersSchool Phone | ¥
SpausesParent Narme . o SpoussasParent Birthdate
Spouse/Parent Employed by Occupation -
Business Address Busimess Phone | )
Whe iz responsible far this accaunt? Relationship to Patient
Jocial Securdy # SpousaFarent's Sacial Security 2 o
Marme ol Dental Insurarnce Company Groug Murmber
In case of emeargency, who should be natified? Fhaone | b
Whom may we Thank for referring you? -

MEDICAL HISTORY

Pry=ician's Marme

Date of Lact Fhycical

Haye you ever had any of the following? (check boses that apply):
O Allergies [ Epilepsy
AR [] Heada:hes
ZArtlicial Hear! Valves or Joimts, Screws, et
T Back Prablems

] Bleeding &bnormally

[ Blacd Disease

O Cancer

0 Chamical Dependency

[] Chranic Diarrhea

[ Girculatary Frobams

O Cangeratal Heart Lesions

[ Diabstes

O Hemephilia

[0 Hernia Repair

I HIVARIDE

Qi you hiswe ey drug allergees ar have you ever had an adwmesa reaction to any medcaton or anesthesia? [ ¥es

If g0, what?

[ Heart Murmiar
[ Heart Probiams

O Hegatitia, Jaundics or Liver Dis=ass
|1 High Biead Pressura
O Law Blacsd Pressure

O Mitral Yalve Prolapse
0 Nareaus Problarms

] Pacemaker

[l Psychiatric Care

[ Radiation Treatrment
[ Recent Waight Loss
[ Respiratary Disease
| 1 Rhewnatic Fever

[ Seus Prablems

[ Special Dwat

[ Strake

[71 Swellen Meck Glands
M Ucer

T Venerea| Disease

1 Mo

Hare you aver respandad adversely bo medical or dental tfreatment? [J

b wou taking any medication at this tirme?

Yes [ Mo

It sz what? .

Harez you aver taken any of the greap of drugs collectively referred to as *den-phen?® These include combinations ol lanimin, Adipes, Fastin
(brard names of phenterming), Pandirmin (fenflurarmine) and RBedux (dexfanfivramine.y [I¥es [ Mo

Ara you under the care of 8 physscian? [JYes [ Ma

It patient 1= a child, what is his/her weight?

Far what conditions ?

[Waormen) Do o suspect that you are prl:gn:lnt."" Tes [ Mo
Ay ['IIJr'“E-i['I,E? 1Yag [ No

Iz Ehare anything elee we should know about your medical history®

(e data

Tah-ng Eirth central pills? ] Ye= 7 No

[Vers CRSEH5) -0 W
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CERTIFICATION

Ta the Lest ol my hnoadedge, the ilermation provided on this farm is complete and correct, | understand that it is my respensibility to
infiarrm e doetos if oy menar child avar kas 3 change in haalth

MINOR/CHILD CONSENT

I arm the parent guarduan, of personal raprasentativa of ) : . I
Please Pnint Hamie of MineeSChld

and there are no court arders now i effect that prabibit me from signing 1his cansent. | do hereby request and authorize the dental staft
o perlorm necessary Sental services for the child named above, including but not limited to e-rays, and administration of anesthedics,
which are deemad adaisable by the dector, whether or nat | am present when the treatment is rendessd.

INSURANCE ASSIGNMENT AND RELEASE

| certitg that my depandantis) is covarad by insurancs with _

Marme ol Insurarce Companyties)

amd musipgn directly ba G . allinsurance banefits, i any,
otharwizse payable to me tor services randered,. | understand that 1 am financially respensible far all charges whether or not paid by
imsurance, | suthorize the wse aof my ssgnature on all inserance submissions,

The stweree-named doclar may use iy minorschild's health care mformation and may disclese such information to the above-named
mswrance Compardias) and thair agents far the purpese of abtameng payment for services and determining insurance benefits or the
benefits payable for related seraces. This consent will end when the currend treatmend plan s completed or ane year fram the date
sigried below,

FINANCIAL AGREEMENT

| a:hn-:wle-:lge mat |:lﬂ:pT'l'|EI'|t 15 disa &t the time of treatmeant, unless other -MF-EII'ﬂEI'TIEI'It'E are made. | agree that pa’cnls. ELardians ar
persanal representatives are responsible for all fees and services rendered for treatment of a minordchild. | accept full financial
respoasibility for all chasges lor seraces ar ilems provided ta me or the patient. | vnderstand that filing a clasm with fmy insurance
comparny does net relieve me 1aom Iy FEs NS |I|C:|I far the payment &f all charges

Sigratun: of Parert. Guardan o Pevsonal Feproseniaties N o ' Gale

Please prnt name of Paren, Guandan of Porsonal Aopreseriative Bolalionship o Pabom

MEDICAL HISTORY UPDATE

Has there been ary change in the palient's heallh since the last dendal appointment? [ Yes [ Mo
For what condibons? . ~ : . : R

Iz the patient laking any new rmedicafions? IF e, whiasl? -
Diata - ' Pafiani E;Jgnim
Dbz Dﬂnl.ul'E-gnalurn

MEDICAL HISTORY UPDATE

Has there been ary change in the patient’'s health since the st dental appointmant? [ Yes [ RNe
Foor whal carmdtlions?

I=. the pabert faking amy new madications?
Diata Patiani Signatea

Caba Dlaniedl Sagnalum



