Adult Registration & Health History Questionaire

DATE __ =
PATIENT'S MAME DATE OF BIRTH R
NAME (HUSBAND OR WIFE) _ —
HOME ADDRESS p—— ——
CITY STATE ZIP ==
HOME PHONE WHAT IS YOUR OCCUPATION?
ARE YOU ASSOCIATED WITH A DENTAL INSURANCE PLAN? _ NAME OF INSURANCE COMPANY

POLICY #

_ _ UNION (LOCAL#) UNION HEAD _ _
DO YOU HAVE ANY ADDITIONAL DENTAL INSURANCE? _ INSURANCE CO. — -
SUBSCRIBER'S NAME — POLICY #
NAME AND ADDRESS OF PERSON RESPONSIBLE FOR PAYMENT oy -
FOR WHAT COMPANY DO YOU WORK? — = - s
BUSINESS PHONE — ExT.
IF MARRIED, OCCUPATION OF YOUR HUSBAND (OR WIFE) o
FOR WHAT COMPANY DOES HE (SHE) WORK? . _
PHONE _ EXT.
NUMBER OF CHILDREN IN FAMILY AGES _
SOCIAL SECURITY NO. = ___ DRIVER'SLIC. #

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?
CELL EMAIL THANK YOU

DENTAL HISTORY

Reason for Today's Visit

Former Dentist

Address

Date of last dental care Date of last dental X-rays

What treatment was performed al thal visit

What concerns you most about your mouth?

Have you had any teeth extracted?

Woere you lold why your missing teeth should be replaced?

Check (v) if you have had problems with any of the following

[] Bad breath [] Grinding teeth [] Sensitivity to hot

[] Bleeding gums [] Loose teeth or broken fillings [] Sensitivity to sweets

[] Clicking or popping jaw ' [] Periodontal treatment "] Sensitivity when biting

[[] Food collection between teeth (7] Sensitivity to cold [] Sores or growths in your mouth

How often do you floss? How often do you brush? ___




MEDICAL HISTORY

Physician's Name Date of Last Visil

Have you had any serious illnesses or operations? If yes, describe

Have you ever had a blood transfusion? [1Yes [] No If yes, give approximate dates
{(Women) Are you pregnant? []Yes []No Mursing? [1Yes [INo Taking birth control pills? [JYes []No
Check (v) if you have or have had any of the following:

[ AIDS [] Cortisone Treatments ] Hepatitis ] Rheumatic Fever
1 Anemia [] Cough, Persistent (] High Blood Pressure [] Scarlet Fever
[ Arthritis, Rheumatism ] Cough up Blood ] HIV Positive [] Shortness of Breath
[J Anificial Heart Valves [J Diabetes [ Jaw Pain ] Skin Rash
[ Artificial Joints [] Epilepsy [J Kidney Disease [] Stroke
L1 Asthma [] Excessive Bleeding [] Liver Disease [] Swelling of Feet or Ankles
[] Back Problems [ Fainting 1 Mitral Valve Prolapse 1 Thyroid Problems
[ Blood Disease [J Glaucoma [J Nervous Problems [] Tobacco Habit
[] Cancer [] Headaches [ Pacemaker [ Tonsillitis
[1 Chemical Dependency [J Heart Murmur [CJ Psychiatric Care [ Tuberculosis
] Chemotherapy [] Heart Problems [} Radiation Treatment [ Uicer
[ circulatory Problems Describe L] Aespiratory Disease [] Venereal Disease
[] Hemophilia
MEDICATIONS ALLERGIES
List medications you are currently taking: [ Aspirin [] Penicillin
] Barbiturates (Sleeping pills) [ Sulfa
[ Codeine L] other

Pharmacy Name

Phone [] Local Anesthetic

The above information is accurate and complete to the best of my knowledge. | will not hold my dentist or any member of his/her staff
responsible for any errors or omissions that | may have made in the completion of this form.

Date Signature

All cancellations must be given 24 hours notice unless of extrame emergency. If the appointment is not cancelled within that 24
hours, we will consider it a BROKEN APPOINTMENT and will therefore be charged $25 per 30 minutes of the schedule time.

{DATE MEDICAL UPDATE MEDICATIONS DATE MEDICAL UPDATE MEDICATIONS

FOsfgel 106104 ITEM 0101 COLWELL SvSTEMS 1 ROOEXT 1140



