
ASSOCIATED DENTAL GROUP OF WEYMOUTH
REGISTRATION FORM

Please oOlnplete separate fonn for eaoh individual registering.

PATIENT INFORMATION

Last Name

Street Address

First Name

City

Middle Name

Zip Code

Sex: __ Male __ Female Date of Birth: _
(If registering patient is minor or dependent child, please sign Minor/Dependent
Child Consent Section of this Registration Form.)

DENTAL INSURANCE INFORMATION - PRIMARY

Name of Dental Insurance Company: _

Subscriber Name: {ifother than above): _

Subscriber's relationship to patient: _

Subscriber ID#': Group #': _

Subscriber's Employer: _

DENTAL INSURANCE INFORMATION - SECONDARY
*If you are covered by a second dental insurance, please complete the following:

Name of Dental Insurance Company: _

Subscriber Name: {if other than above): _

Subscriber's relationship to patient: _

Subscriber ID#': Group #': _

Subscriber's Employer: _

ASSIGNMENT AND RELEASE
I, the undersigned certify that I (or my dependent) have insurance coverage
with and assign directly to Dr. Fawzy
(Associated Dental Group of Weymouth) all insurance benefits, if any, otherwise
payable to me for services rendered. I understand that I am financially
responsible for all charges whether or not paid by insurance. I hereby authorize
the doctor to release all information necessary to secure the payment of
benefits. I authorize the use of this signature on all insurance submissions.

Responsible Party Signature

Relationship to above-named Patient Date



CONTACT NUMBERS

Home: _

Cell: _

Work: -----------
e-mail:

Best time and place to reach you: _

Pharmacy: Phone:

In case of emergency, contact (Specify someone who does not live with you.)

Nan1e: Relationship: _

Horne Phone:

Former Dentist:

Work Phone:

PATIENT'S DENTAL HISTORY

City/State: Last Visit Date: _

Date of last dental x-rays: _

Place a mark on "Yes" or "No" to indicate if you have had any of the following:
Bad Breath

YN Lip or cheek bitingYN
Bleeding Gums

YN Loose teeth or broken-Blisters (Lips/Mouth) YN fillings YN- Burning Sensation Mouth breathingYN
on tongue

YN Mouth pain, brushingYN
Chew on one side of

Orthodontic treatmentYN
mouth

YN Pain around ear YN
Cigarette, pipe or

Periodontal treatmentYN
Cigar smoking

YN Sensitivity to coldYN
Clicking or popping

Sensitivity to heatYN
jaw

YN Sensitivity to sweetsYN
Dry Mouth

YN Sensitivity to bitingYN- Fingernail Biting YN Sore or growths in
Food collection between

your mouthYN
the teeth

YN Swollen or tender gumsYN- Grinding teeth YN Tobacco chewing YN
Jaw pain or tenderness

YN-How often do you floss? How often do you brush?

PATIENT'S MEDICAL HISTORY

Physician's Nan1e Date of Last Physical

Have you ever responded adversely to medical or dental treatment?
__ Yes __ No If yes, please describe:

Do you have any drug allergies or have you ever had an adverse reaction to any
medication or anesthesia? No Yes-- --
If so, what? _




