10 Chart 1D

First Mame;
Patient 15: Policy Holder

Fesponsible Party

Fezponzinle Party {if sameang othar than the patient)

First Mame:
Addrass:

City, State, Zip:
Home Phone:

Birth Date:

) Responsible Party is alse a Policy Holder for Fatient

Patient Information
Address:

City:

Home Phone:
Sex: Male
Birth Date:

E-mail:

Section Z

Employment Status: !
Student Status: Full Time

Medicaid 10

Emplayer 10

Carrigr 10

Primary Insurance Information

Mame of Insured:

Insured Soc. Sec:
Ermployer:
Adddress:
Address 2
City State Zip
Rem. Benefits:
Secondary Insurance Information
Mame of Insured:
Insured Soc. Sec:
Emplover.
Addrass:

Address 2

City. State Zip:

Fem. Benefits:

Female

Full Time

.oa

40

Wark Phone:

Soc Sec:

PATIENT REGISTRATION

Last Mame:

Preferred Name:

Last Name:
Address 2
Fager:
Cellular:

Drivers Lic:

o Primary Insurance Policy Holder

Middle Initial:

Middle Initial:

O Secondary Insurance FPalicy Holder

Address 2:
State ! Lip: Panger:
Work Phane: Ext: Cellular:
Marital Status: Married . Single ¢ Divorced © : Separafed | \Widowed
Age: Soc. Sec: Drivers Lic:
| 'would like to receive correspondences via e-mail.
Section 3
i PaRTimg O kit Parent Nama:
1 Spouse Mame:
! Part Time : Name of Referral:
Predf. Dentist; :
Pref. Phamacy: . |
Pref. Hyg.:
Relationzhip to Insured: : Self ! Spouse . Child Other
Insured Birth Date:
| Ins. Company:
Addd ez
: Address 2:
City, State, Lip:
Rerm. Deduct: 00
Relationship to Insured: . Self " Spouse  Child Cither
Insured Birth Date:
| Ins. Company:
| Address:
' Address 2:
City State Zip:
Rem. Deduct: .00



A PERFECT SMILE DENTAL ARTS

MEDICAL HISTORY
FOR:

Birth Date:

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problemns that you may
hawve, or madication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

following questions.

Are you under a physician's care now? Yes . : Mo |If yes, please explain:
Have you ever been hospitalized or had a major oparation?:  Yes . No  If yes, please explain;
Have you ever had a serious head or neck injury? © Yes | | Mo If yes, please explain:
Are you taking any medications, pills, ar drugs? Yes | Mo |fyes, please explain:
Do wou take, or have you taken, Phen-Fen or Redux? Yes Mo
Are you on a special diet? Yes . ' Mo
Da you use tobacco? Yes . | Mo
Do you use controlled substances? @ | Yes . Mo

Women: Are you

Pregnant/Trying to get pregnant? . Yes' © No Taking oral contraceptives? . Yes | | No Nursing? Yes( | Mo

‘Are you allergic to any of the following? - iiiiiiiii i i i i oo
Aspirin | Penicillin Codeine [ Acnylic | Metal Latex | Local Anesthetics
Other  If yas, please explain:

Doyoudiave. ef e you had: s ot the mllawing Y ————r e T T T T T T T T T T ;
AIDSHIV Positive i N Cortisona Medicine Yes: ' No Hemophilia Yes Mo Renal Diatysis Yes: ! No |
Alznaimers Disease Yes: | No [Mabetes Yesi ' No Hiepatitis A Yes o Mo | Rheumatic Fever P Yes o No
Anaptylasis fas:  No Crrug Addiction I 1 Yast ' Ho Hepatitis B or & Yes! | No Rheumatiam tYWes: | No
Anemiz Yesi | No Easity Winded 1.2 Yes: 1 No Herpas Yes! | Mo | Scarlel Fever i 1¥Yes{ 1 No
Angina Yesi ' No | Emphysema " ¥as{ " No | HighBlood Pressure . Yes: | Mo | Shingles 1¥esi T MNa
ArthritsiGout Yes. o No | Epslepsy or Seizures i) Yesi Mo Hives or Rash Yes Mo | Sickie Coll Discase I Yesi | Mo
Artificial Heart Valve Yies N Excassive Bleeding “i¥as| ' No Hypoglycemia Yes: | Mo Sinus Trouble Yes: | No
Artificial Joent Yes, o No Excassive Thirst Yes: ' No Irregular Heartbeat Yes ' N Spina Bifida Yes( | Na
Aathma Yes No Fainting Spells/Dizziness:  YWas: - Mo Kidney Problems i Mo Stemachiintestnal Disease . Yesi | Mo
Biood Digemss Yes o No Frzgquent Caugh Yas: o No Leukamia ik Mo Strokea (1 Yasi ) Mo
Biand Transtusian ¥Yes: o No Fraquent Diarhea ¥Yes: o No Liver Disease Yes.  Ne Swelling of Limbs 1 Yesi 1 No
Braathing Problam b N Fraguant Headaches Yos Mo Low Blood Pressure Vs Mo Thyroid Dis=ase PRS0 No
Bruise Eagty Yes. o No [ Genital Hepes Yes! ' No Lung Disease Yes.  No Tansillitis Yes:
Canoea Yes 0 No Glaucoma Yas!  No Mitral Valwe Prolapse . Yes © No Tubkerculosis Yes: 1 No
Chernatherapy Yes! ! No Hay Favir Yas! : No Pain in Jaw Jainis s Mo Turnors or Growthes P Yasl 1 No
Ches: Pains Yes: '+ No Hear Attack/Failure Yes! ! No Parathyroid Disease < Yes . Np Ulzers Yes Wi
Cold Sores!Favar Blistars Tesi i hNo Hexard Murrrur Yas: | No Psychiatric Care Yes . o Mo Vienereal Disease Yas!i o No
Congenital Heart Disorder.  Yes: - No Heart Pace Maker Yes!  No Fadiabon Treatments: @ Yes Mo Yelow Jaundice Tes! » No
Convulsans b= N Heaart TroubledDiseasa Tas! . No Recent Wizight Loss © | Wes. © Mo

Hawve yau ever had any serious iliness not listed above? CYes | Mo Ifyes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangeraus to my (or patent's) healtth, It is my responsibility to inform the dental office of any changes in medical status.

SIGHATURE OF PATIENT, PARENT, or GUARDIAMN

DATE
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