BATIEMT NAME § f

AT FIEET PAIDRDLE 1A TIAL DA TE OF BT
EESF THE ASPRORGATH ANSWES COMMENTS

T, PHYSICUAAN G RALET . ~ -

ANDMESSE I ~

CITY )
2. HaVE V4 EVER Hal & GERCUE ILLMEES OF DFERATIONT YER [ ]¥]

IF B0, PLEABE EXFLAIN, WHENT O WHATT N
3. &FE 7O UMDER & PHYSICIAN'S CARE? ¥EE WD

IF 50, FOM WHAT REASOM

—

4 WK WAR YOUR LAST COMBLETE PHYSICAL DLW

5 AN YOLU TAKFG &KNY MEDSCATIONET YEE WO
4. DO YaU HAVE AHY ALLERGIEST ¥LEE WO
ARE YOHI ALLERGIC TR AMY MEDICATIONET YEE HD
ARE YOI &LLERGIC TD MEMICLLN, ANTIBIOTICE, OF SHEATHETICEF wIE [T}
T PAWE YOA BERR TR A TED POM OF AL IEED YOL HaVE HEART DIGEASE” WEE WO
OO YO HaWE & PACEMAKER OF &N ARTFICAL HEAMT VALVE BAPLANT? YE& KD
APF YO &AL OF &Y HEAHT MBI : YEE WD
HAVE YO EVER HAD FHELMATIC FEVEA? TER [Te]

B, H&WE 70U EVER HAD SURGERY, RAHATION TREATMENT QR CHERMDTHERARY
FOR & TUWADH, GROWTH 0 OTHER CORNMTION? ¥ES [ ]x]
B OO YOU AAVE WGH OR LG DD PAESSUReE T FEE WD

12, DO YOU A&VE kY INFLAMS TORY GISEASES (amTHMTIE, MelUndA TISM §TC, |7

17 DD YOU sAYE ANY AATIFICLAL JOINTS 0n PRDTHDES]?

12, DO vyouAAVE Aly ILDDD DIBOADEAS |&HERE LEUKERMIS ETC )

13, H&VE ¥YOU EVER BLEED EXCEEBIVELY &FTER BBAG CUT OA IWAIFED?

4 DO YOUHAVE STOMACH, KIOHEY OR LIVER PROBLEME T

15, ARE yOU DesBETICY

15 DO YO HAVE ASTHMAY

17, DOYOUHAVE EMLPRSY OR SFCURE DISOALERLY

14, DO YOWHAYE TUSERCULOSIS !

18, adul YO PSILGNARNT OF FURPECT wOU MIGHT BEY

20 RO YO HAYE AN DESEASE COMDITION OR PROBLERA ROT QUSTED AN0VE?
IF &3, PLEASE ExPLam

21, 16 THEAE &MY THMGO BUSE WE SHOWLD EMCYW SEOUT YHIR HEALTH THAT &
HAVE MOT COVERED OR THE POk} vIE WD

{CERTIFY THAT THE AROVE WEQRMATION IF COMPLETE AND ACCURATE

PATIEMT'S SIGHATURE ) CATE

RELATICHSHIR {IF KOT PATIENT)

MEDICEL & ERT

MEDICAL HISTORY



EXPFAESS DEMNHIDT.ODRFD

PATIENT NAME: —
LAST FIRST M.L
Purpose of inilial visit:
Are you aware of a problem? Date of Birth
How long since your last dental visit?
Whal was done ai that time? ! /
Previous dentist's name: Location:
PLEASE CIRCLE THE APPROFRIATE ANSWER COMMENTS
MO Yea  Have you made rogular wisis?
H oo aften?
MO Yen Have X-Ruays been aken in the hsl ban yeam?
MO Yes o you bave all pour teeth [cxoopl windom Leeth]”
HO Yes Il ma, have missng \oolh boea replaced?
MO Yes  Arc you bappy with the replacement?
Il nar, pleass explain,
YES Mo Woukd you likc & know aboul permanent replec=mesniz 7
YES Mo Do you clench or grind your testh?
YES Mo Dioes your jaw click or pop?
YES Mo Have you experienced pain o sorencas around your car or the
enuscles of yous face?
YES Mo Cioes food pot caught betwesn your teath on & 5= guler bass?
YES Mo Are any of your tecth seositive o hot?
YES HNo Cold? !
TES No Swoc?
YES No Prowsure?
YEE Mo Do your gums bleed ar huet?
If yea when?
NO  Yes Do you wsse deentad flocs?
MO Ya O @ daily basia?
YES Mo Have you ewer had gum ireatment ar murgery?
What rype?
What arsas?
When?
MO  Yes A you happy anth the appesmnce of your t=eth?
YES Mo Have you expeniznced any problems or complicat ons with
previous denmd ireament?
If yea, whae?
YESE Mo Have you had wny unplessast depta] experiences or is thoro
anything about demiiatry that you stroagly dialbe?
IF yea, whir?
YES Mo Da you prefer dental treatmest WITHOUT & local anesthetic
(novocaine, tylocwine, carbocsine, ete, )7
YES Mo Have you had dental trestment using nitroas ozl (laoghing gas)?
YES Mo Do you wazh o iy nitrows oxide or would you ke o use jt
aguia?
YES Mo D you have any questions or conesrma? |
| CERTIFY THAT THE ABOVE INFORMATION 15 COMPLETE AMD ACCURATE
FATIEMT SIGHATURE DENTAL ALERT

RELATIONSHIP [If not patient]

DATE:

DENTAL HISTORY




EXPREES\REGIST™ EPD
- .
PATIENT S DATE OF SOCIAL
NAME BIRTH__ f ¢ SECURITY # - -
IF CHILD,
PARENT'S NAME BY WHAT NAME DO ¥YOU
MINOR SINGLE MARRIED WISH TO BE ADDRESSED?

SEPARATED ___ DIVORCED ___ WIDOWED ___
HOME
ADDRESS

cITY STATE __ ZIP

SPOUSE'S NAME

HOME
TELEPHONE
PATIENT/PARENT
EMPLOYER
PRESENT
POSITION

BUSINESS
TELEFHONE

HOW
LONG

BUSINESS

SPOUSE
EMPLOYER
SPOUSE
SOCIAL SECURITY #
SOMEONE TO NOTIFY IN CASE OF
NOT LIVING WITH YOU

EMERGENCY

cITyY STATE ZIP

| WHOC |15 RESPOMNSIELE
FOR THIS ACCOUNT?
WHOM MAY WE THANK

| FOR THIS HEFERAL?

DENTAL INSURANCE - PRIMARY COVERAGE

EMPLOYEE NAME |
EMPLOYEE DATE OF BIRTH

EMPLOYER

# OF YEARS EMPLOYED
INSURANCE COMPANY
NAME

ADDAESS

TELEPHOME
PROGRAM OR POLICY #
UNION LOCAL OR GROUP #

| SOCIAL SECURITY #
[

—

- A

DENTAL INSURAMNCE - SECONDARY COVERAGE

A

EMPLOYEE NAME
EMPLOYEE DATE OF BIRTH
EMFLOYER

# OF YEARS EMPLCYED
INSURANCE COMPANY
HAME

ADDRESS

TELEPHOMNE ( )
PROGRAM COR POLICY #
UNION LOCAL OR GROUP #
SOCIAL SECURITY #

-

|
i
|

| autharize Richard E. Rabinsen Q.05 10 perform dagnostic pretadures and treatment as may o2 necessary tor peopsr dental care
| authodiza ralease of any informadion concerning moy (or ry chikd's) haalth care, advice and traatmeni to another daniist.
| authodiza raleasa of any informalion concarning iy (O my child's) haalth care, advice and freatmeani provided for the purpose of

evaluating and administaring claims for insurance banafits.

| hereby authorize paymant of insurance banefits directly 1o Richard E. Robinssn D.0.5. 1oF benelils due ma,

| understand that | am ultimately responsible for all expenses related to the dental trectmaent.

PATIENT SIGMATURE

MEDICAL | DENTAL
ALERT

RELATIONSHIP (If not patient)

S ——

—=

DATE:

REGISTRATION



ERESESE \BIGHATUR.ERD

PATIENTS NAME:

Last First Middle Inital

I hereby authorize payment directly to RICHARD E. ROBINSON, D.D.5. for
the dental benefits otherwise payable 1o me.

SIGNATURE of insured person:

Dhate:

RICHARD E. ROBINSON, D.D.S. is authonized to provide any insurance company(s), claim
administrator(s) and or consulting health care professionals, information concerning health care,
advice, treatment or supplies provided. This informaton will be used for the purpose of evaluaung
and administering claim benefits.

This auvthorization is valid for the term of the policy or contract, in force on this date only, or for two
years whichever 18 shorter,

I acknowledge I have the right to a copy of this authorization upon request and agree that the
photographic reproduction or copy of this authonzation is as valid as the ongnal,

PATIENT OR AUTHORIZED PERSON'S SIGNATURE DATE

SIGNATURE ON FILE





