ROBERT E. DAY, DDS, FAGD

PATIENT REGISTRATION
AND
MEDICAL / DENTAL HISTORY

Committed To Excellence... Because We Care”
Tel: 207-236-8891 - www.DrRobertDay.com

So that we may provide you with the best possible care, please complete both sides of this medical/dental history form.
(PLEASE PRINT)

Date Whom may we thank for referring you?
Patient Name {Preferred Name )
Home Phone Work Phone Celi/Pager Email
Address
City State Zip Social Security # Driver's Lic #
Sex: OMale [3 Female Age Bithday _/ /  OSingle Married [IWidowed [Separated  [IDivorced
Employed By Person Responsible For Account
Occupatio
Hpation Name: Relation:
Business Address
Billing Address:
City State Zip Tel, 9
Spouse Name Birthday ;o
Employed By Hm#( ) DL#
Business Address Employer:
City State Zip Tel. Wi# () Ext: ag#
Social Security #
Dental Insurance Primary Cartier Dental Insurance Secondary Carrier
Insured’s Name Soclal Security # Insured’s Name Social Security #
Insurance Company Telephone Insurgnce Company Telephone
Address Addrass
City State Zip City State Zip
Group NMumber I Number Birthdate Group Number ID Number Binthdate
Insured’s Employer Insured’s Employer

DENTAL HISTORY

Circle “Yes™ or “No” to each item.

Do you: Are any of your teeth sensitive to: Have you ever experienced:
Clench or grind your teeth while awake Hotorcold? ... .. ............ Yes No Clicking or popping of the jaw? . .. . . Yes No
orasleep?. ... ... Yas No Sweet? .. ... Yes No Pain? (joint, ear, side offace)....... Yes MNo
Bite your lips or chesks regularly?. .. Yes No Biting orchewing? ............... Yes No Difficuity in opening or closing the mouth?. Yes No
Hoid foreign cbjects with your tseth? Yes No Have you noticed any mouth odors or Headches, neckaches or shoulder
{pencils, pipe, pins, nails, fingernails) badtastes?....................... Yes No ACREST . Yes No
Mouth breathe while awake or asieep Yes No Do you frequently get cold sores, blisters Sore muscles ‘(neck, shoglders)? ... Yes No
Have tired jaws, especially in the or any other oral lesions? . . ... .. ... .. Yes No  Are you happy V\_nth your smile? .. ... ., Yes No
MOMING? v Yes No Dovourgumsbleedorhur?. .. ... .. Yes No Areyou pleased with the color of your teeth?. Yes No
Smoke/chew tobacca?. . ... ... ... Yes No Have your parenis experienced gum Would y_ou tike 10 keep ail of your teeth all
How much? disease or oot loss?. . . ............ Yes No ofyourlife?............... IEEREEE Yes No

’ Have you noticed any loose teeth or a Do you feel nerveus about having dental

Have you ever had: changeinyourbite?. ... ............ Yes No treatment?. ....................... Yes No
Orthodontic treatment? ........... Yes NO  ng you have difficulty in chewing on either If yes, what is your biggest concem?
Oralsurgery? ................... Yos NO  gide of the mouth? .. .. ............. Yas No
Periodontal freatment?. . ... .. ... .. Yes NO  poes food tend to become caught in
A bite plate or mouth guard? ... .... Yes NO petween yourteeth? ... .. .. ... ... Yes No Haveyou ever had an upseiting dental
A serious injury to the mouth or head? Yes No i yes, where? experience?. . ... . L Yes Nc
if yes piease describe, including cause. If yes, please describe

i ?
Date of last dental cleaning/exam? FORM 041735 H/OZ/11 ITEM 8101



MEDICAL HISTORY

Aithough dental personnel primarily treat the area in and arcund your mouth, your mouih is a part of your entire body. Health problems that you may
have, or medication thal 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? O Yes () No i yes, please explain:

Physician Name Phone

Have you ever been hospitalized or had a major operaticn? () Yes () No If yes, please explain:

Have you ever had a serious head or neck injury? O Yes O No f yes, please explain:

Are you taking any medications, pills, or drugs? ) Yes O No  If yes, please explain:
Po you take, or have you taken, Phen-Fen or Redux? () Yes () No

Do you take, or have you taken, Boniva, Actonel or any
other medications containing Bisphesphonates? O Yes C) No
Are you on a special diet? () Yes () No

De you use tobacco? O Yes O No
Do you use controlied substances? O Yes O No

— Women: Are you
Pregnant/Trying o get pregnant? (_} Yes () No Taking oral contraceptives? () Yes () No  Nursing? () Yes () No

- Are you allergic to any of the following?
L] Aspirin [ Peniciliin [ ] Codeine ] Aerylic Metal Latex ] Local Anesthetics Sulfa Drugs
. ry L ¢

I:] Other i yas, please explain:

~ Do you have, or have you had, any of the following?

AIDS/HIV Positive OYes ONo | Cortisone Medicing OYes ONo | Hemogphilia OYes ONo [Recent Weight Loss OYes ONo
Alzheimer's Disease OYes ONe | Diabetes OYes ONo | Hepatitis A OYes O No | Renal Dialysis OYes ONo
Anaphylaxis OYes ONo | Drug Addiction OrYes O'No | Hepatitis B or C OYes ONo | Rheumatic Fever COYes ONo
Anemia OYes ONo | Easily Winded CYes ONe | Herpes OYes ONO | Rheumatism OYes ONo
Angina OYes ONo | Emphysema OYes ONo | HighBlood Pressurs OYes ONO | gcarlet Faver OYes ONo
Arhritis/Gout OYes ONo | Epilepsy or Seizures OYes ONg | High Cholestrol OYes GNo | ghingtes CYes ONo
Artificial Heart Valve OYes ONo | Excessive Bleeding OYes (3No | Hives or Rash ©OYes ONo | gisuie Cel Disease OYes ONo
Artficial Joint OYes ONo | Excessive Thirst OYes ONp | Hypogiycemia OYes ONO | ginue Trouble OYes ONo
Asthma OYes ONo | Fainting Spells/Dizziness OYes ONo Egg:‘a;fof’l‘g;za‘ g‘;zz 8&3’ Spina Bifida OYes ONo
Blood Disease OYes O No | Frequent Cough OYes ONo Lpuka\inia OYes O No Stomach/intestinal Disease OYes ONo
Blood Transfusion OYes ONo | Frequent Biarrhea OYes ONo Li;/m Dissase O'Yes ONo Stroke OYes ONo
Breathing Probiem OYes ONo | Frequent Headaches CYes ONo Low Blood Pressure OYes O Na Swelling qf Limbs OYes ONo
Bruise Easily OYes (G No | Genital Herpes CYes ONo Lung Disease OYes ONo Thyfgig_ Disease OYes ONo
Cancer OYes ONo | Glaucoma OYes ONe | miral valve Prolapse OYes ONa | Tonsilfitis OYes ONo
Chemaotherapy OYes ONo | Hay Fever CYss ONo | ogieoporosis OYes ONo | Tuberculosis CYes ONo
Chest Pains OYes ONo | Heart Atlack/Failure OYes ONo | pain in Jaw Joints OYes O No | Tumors or Growths OVYes ONo
Cold Sores/Fever Blisters OYes ONo | Heart Murrmur OYes CNo | parathyroid Disease CiYes O No | Ulcers OYes ONo
Congenital Heart Disorder OYes O No | Heart Pacemaker CYes ONo | Psychiatric Care OYes O No {Venereal Disease CYes ONo
Convulsions OYes ONo | Heart Trouble/Disease  OYes ONo | Radiation Treatments  OYes O No 1 Yellow Jaundice OYes ONo

Have you had any joint replacements? () Yes O No if yes, please explain:

Have you ever been advised to be pre-medicated pricr to any dental procedure? [Jves [INo
Have you ever had any serious illness not listed above? O Yes O No if yes, please explain:

Do you wear contact lenses? O Yes O No
Have you ever responded adversely to medical or dental freatment? [:] Yes E No

If Patient is a child what is his/ber weight?

Is there anything else we should know about your medical history

Commenis:

AUTHORIZATION AND RELEASE

| certify that | have read and understand the above information fo the best of my knowledge. The above guestions have been accurately answered. |
understand that providing incorrect information can be dangercus {c my heaith. | authorize the dentist 1o release any information including the
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors
and/or health practitioners. | auvthorize and request my insurance company 1o pay directly to the dentist or dental group insurance benefits otherwise
payable to me. | understand that my dental insurance carrier may pay less than the actual bill for services. | agree io be responsible for payment of
all services rendered on my behaif or my dependents.

X

Signature of patient (or parent if minor)

Doctor's Comments
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