
PATIENT REGISTRATION
lD: Chart tD:

First Name: Last Name: Middte Init ial :
Patient ls: [ ]  Pol icy Holder preferfed Name:

Responsible Party
Responsible Pa.ty (if someone other than the patient)

Fkst Name: Last Name: Middte lnit ial :
Address: Address 2:

City, State, Zip: pagei

Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient Q Primary Insurance Poljcy Holder Q secondary Insurance policy Holder
Patient Information

Address: Address 2:

city: state / zipr pageri

Home Phone: Work Phone: Ext: Cellular:

Sex: Q naate O Female Maritalstatus: O Married C Single Q Divorced Q separated O widowed

Birth Date Age: Soc. Sec: Drivers Lici

E-mail: 
f] lwould like to receive cofrespondences via e_mail.

Sectjon 2 Section 3
Employment status; C Fu ljme O part rime C Retired 

PoA Address:

pOA Address:
student Statusr Q rutt l ime e part t ime poA Aooress:
Medicaid lD: pref. Dentist:  Lao Box #:

Alt.  Address:
Employer lD: Pref. Pharmacy: 

Att.  Aooress:

Carrief lDi pref. Hyg.t Alt .  Addressl

Primary Insurance Information

Name of Insured: Relat ionship to Insured:O Self e Spouse e Chitd O Other
Insured Soc. Sec: Insured Bidh Datel

Employer: Ins company:

Address: Address:

Address 2: Address 2:

City,State,Zipi City,State,Zip:

Rem. Benefi tsi  .00 Rem. Deduct: .OO

Secondary Insurance Information

Name of Insured: Relat ionship to lnsured:O sef e Spouse e chitd O other

Insured Soc. Sec: Insured Birth Datei

Employer: Ins. Company:

Address: Address:

Address 2i

City,State,Zip: City,State,Zip:

Rem. Benefi tst .00 Rem. Deductt .00



Bruce Mathes,  D.D.S.

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dentai personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health pfoblems that you may
have' or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
fol lowing questions.

Have you "u", u,"nl'o',ii: #:::J#ilil n:1#1 E ;:: E l:
Have you ever had a serious head or neck injury? Q Ves O No

Are you taking any medications, pit ts, or drugs? ( l  Ves (]  t ' to
Do you take, or have you taken, Phen-Fen or Redux? Q Ves O ruo

Are you on a special diet? , l  Yes O t lo
Do you use tobacco? O ves [) trto

Do you use control led substances? Q Ves i  No
Women: Are you
Pregnant/Trying to get pregnantZ ( l  Yes O t lo

Are you al lergic to any of the fol lowing?

[] Aspir in I  Penici i l in !  Cooeine

I Otner l f  yes, please exptain:

Taking oral contraceptives? r] Ves [) No

! Acrytic I ttrtetat I tatex

l f  yes,  p lease exp la in :
l f  yes,  p lease exp la in :
l f  yes, please explain:
l f  yes, please explain.

Nurs ing? r )  Yes , ]  No

I  LocalAnesthet ics

Artif icial HeartVaive i) VesO trto

Do you have,  or  have you had,  any of  the fo l lowing?
AIDS/HIV Posi t ive Q VesO ruo
Alzheimer's Disease i) Ves O No

Cortisone Medicine Q Ves [)
Diabetes 

'-)- 
Ves I

Drug Addiction lj Ves i)
Easi ly  Winded O Yes Q
Emphysema f-; Ves Q
Epilepsy or Seizures (J ves Q
Excessive Bleeding l] Ves (]
Excessive Thirst Q Ves Q
Faint ing Spel ls /Dizziness( l  Yes Q
Frequent Cough Q Ves Q
Frequent Diarrhea Q Ves Q
Frequent Headaches Q Ves Q
Genital Herpes Q Ves Q
Glaucoma fj ves ']
Hay Fever Q vesQ
Heart Attack/Failure Q Ves Q
Heart  Murmur Q Yes Q
Heart Pace Maker Q Ves Q
Heart Trouble/Disease Q Ves (]

Hemoph i l i a  Q  VesO no
Hepatitis A [, Ves ('r t ' lo
Hepatitis B or C '] Yes O no
Herpes Q ves [) ruo
High Blood Pressure Q Ves O t lo
Hives or Rash Q Ves (-) ruo
Hypoglycemia Q Ves [) tto
lrregular Heartbeat Q Ves C) lrlo
Kidney Problems Q Ves [) ruo
Leukemia Q ves C) t to
Liver Disease Q Ves O t to

Low Blood Pressure Q Ves O No
Lung Disease Q Ves O ruo
Mitral Valve Prolapse Q Ves O tlo
Pain in Jaw Joints ,[) Ves O no
Parathyroid Disease Q VesO t to
Psychiatric Care (_rl Ves ( ) No
Radiation TreatmentsQ Yes Q tto
Recent Weight toss Q Yes Q trto

Renal Dialysis -,- Ves [) no
Rheumat ic Fever :  Ves [ .  t to
Rheumat i sm I  VesO no
Scarlet Fever [, Ves C; ruo
Shingles ( ]  ves C ruo
Sickle Cell Disease O Ves (-- tlo
Sinus Troubl"  f )  ves [_,  t to
Spina Bi f ida Q ves O ruo
Stomach/lntestinal Disease [.t Ves (', ruo
St roke  QvesC ruo
Swel l ing of  L imbs (  )  ves C ruo
Thyroid Disease --  Yes No
Tonsill it is (_) ves (. ruo
Tuberculosis t  . ,  ves (-  No
Tumors or Growths l-) ves r.,, No
Ulcers f  ,  ves (_ No
Venereal  Disease (- \  Yes (_, ]  t to
Yel low Jaundice Q Ves O ruo

Anaphylaxis
Anemia
Ang ina
Arthritis/Gout

Artif icial Joint
Asthma
Blood Drsease
Blood Transfusion

Bruise Easi ly
Cancer
Chemotherapy
Chest  Pains

Q vesO no
Q vesO t to
Q vesO t'to
Q vesO t to

Q vesO t to
Q vesO ruo
Q vesO no
Q vesO ruo

Q vesO t'to
r] vesO tto
Q vesO tto
Q vesO ruo

N o

No

N o

N o

N o

N o

N o

N o

N o

N o

N o

N o

N o

No

N o

N o

N o

N o

No

Breathing Problem Q VesO ruo

Cold Sores/Fever Bl is ters Q VesO No
Congeni ta l  Heart  DisorderQ YesO ruo
Convulsions

Have you ever

Comments :

,]  vesO tto

had any ser ious i l lness not  l is ted above?Q Ves O t to l f  yes,  p lease exp la in :

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patient's) health. lt is my responsibility to inform the dentalollice of any changes in medicalstatus.

SIGNATURE OF PATIENT,  PARENT.  or  GUARDTAN DATE



Autho rization and Release

Adults ase 18 and older

I authorize the dentist to release any information including the diagnosis and the records
of any treatment or examination rendered to me during the period of such dental care to
third party payers and/or health practitioners. IfI have insurance, I authorize and request
my insurance company to pay directly to the dentist insurance benefits otherwise payable
to me. I understand that my dental insurance carrier may pay less than the actual bill for
services. I agree with or without insurance to be responsible for payment of all services
rendered on my behalf. Ifthis account should become delinquent, the patient authorizes
Bruce Mathes, D.D.S. to charge the patient's account with any past due finance charges,
delinquent or legal fees which may be applicable.

Signature of patient Datc

Minors under age 18

I authorize the dental staff to perform the necessary dental services my child may need. I
also authorize the Dentist to release any information including the diagnosis and the
records of treatment or examination rendered to my child during the period of such care
to third party payers and/or other health practitioners. IfI have insurance, I authorize and
request my insurance company to pay directly to the Dentist insurance benefits otherwise
payable to me. I understand that my insurance carrier may pay less than the actual bill for
services. I agree with or without insurance to be responsible for payment of all services
rendered on my child's behalf. If this account should become delinquent, tJre patient
authorizes Bruce Mathes, D.D.S. to charge the patient's account with any past due
finance charges, delinquent or legal fees which may be applicable.

Signature of parcnt Date
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