PATIENT REGISTRATION

Who is responsible for this account?

Date - i

Patient Name Date of Birth Male {1 Female [

Last First Middle Initial
Address | _ ._ City State/Zip
Home Phone Work Phone | Cell Phone __EB-Mail
Préferred Name 4______Patient’s Social Security # .. _ Age
Spouse/Parents Name Spouse/Parents Employed By .
DENTAL INSURANCE INFORMATION: PRIMARY:

- Employee Name . Date of Birth Social Security # _
Employed by ID/Member # ____ _Growp#
Insurance Co. Name Address _ _City _
State/Zip ____ Phone# __

SECONDARY DENTAL INSURANCE INFORMATION:

Emp]uyeé Name _ Date of Birth Social Secunty

Employed by _ ID/Member #_- ___Group #

Insurance Co. Name Address _ City -
State/Zip .- Phone #

Method of payment: Cash/Check (3 Credit Card (1 Insuranc

CONSENT:

I consent to diagnostic procedures and treatment by th& dentist nmssﬁry for proper dental care.

- 1 consent to the dentist’s use and disclosure of my records (or my child’s) to carry out our treatment, to obtain payment, and for those activities and health care

operations that are related to treatment or payment.

1 consent to the disclosure of my records {or my child’s) to the following persons who are involved in my care (or my child’s) or payment for that care.
My consent to the disclosure of my records shall be effective until I revoke it in writing.

I authonze payment directly to the dentist or dental group of insurance benefits otherwise payable to me. I understand that my dental insurance carrier or payor
of my dental benefits may pay less than the actual bill for services, and that I am financially responsible for payment in full of all accounts. By signing this
statement, I revoke all previous agreements to the contrary and agree to be responsible for payment of services not paid, by my dental care payor.

I attest to the accuracy of the information on this page.

PATIENT’S OR GUARDIAN’S SIGNATURE:

Date



Kicndike Dental Care

MEDICAL HISTORY

PATIENT NAME ______Bith Date

Aithough dental personnel primarily treat the area in and around your mouth, your mouth Is a part of your entire body. Health problems 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
following questions. |

Are you under a physician's care now? (O Yes (O No [f yes, please explain:

Have you ever been hospitalized or had a major operation?() Yes () No [f yes, please explain;
Have you ever had a serious head or neck injury? () Yes () No If yes, please expiain:;

Are you taking any medications, pilis, or drugs? ) Yes () No If yas, please explain:

Do you take, or have you taken, Phen-Fen or Redux? () Yes (O No

Are you on a special diet? () Yes (O No

Do you use tobacco? O Yes O No

Do you use controlled substances? () Yes () No

F—anen: Are you~ — -
[] Pregnant/Trying to get pregnant? [ | Nursing?
] Taking oral contraceptives?

r—Are you allergic to any of the following?

Aspiin  [_] Peniciilin Codel [ A |

eine Acrylic Metal Latex (] Local Anesthetics
Other if yes, please explain: L
—Do you have, or have you had, any of the following? - —
[} AIDSMHIV Positive Chest Pains Frequent Headaches [ ] Irreguiar Heartbeat ] Scarlet Fever
' [} Alzheimer's Disease Cold Sores/Fever Blisters [ | Genital Herpes [C] Kidney Problems ("] Shingtes |
Anaphylaxis Congenital Heart Disorder  |_| Glaucoma (] Leukemia L] Sickle Ce!l Dissase ‘l
! [T Anemia 3 convuisions Hay Fever (] Liver Disease Sinus Troubie
[7] Angina [] Cortisone Medicine [] Heart Attack/Fallure { "] Low Blood Pressure Spina Bifida
Arthritis/Gout ] Diabetes Heart Murmur "] Lung Disease (] stomactvintestinal Disease
i [ Aificial Heart Valve | Drug Addiction ] Heart Pace Maker ] Mitral Vaive Prolapse Stroke
Artificial Joint [_] Easily Winded [[] Heart Trouble/Disease | Pain in Jaw Joints [] Swelling of Limbs
[T Asthma {"] Emphysema [} Hemophilia ] Parathyroid Disease [] Thyroid Disease
! [_] Biood Dissase (] Epitepsy or Seizures (] Hepatitis A ] Psychiatric Care Tonsillilis
] Blood Transtusion [[] Excessive Bleading ] Hepatitis B or C [[] Radiation Treatments (] Tuberculosia f
] Breathing Problem { ] Excessive Thirst Herpes (] Recent Welght Loss "] Tumors or Growths
] Bruise Easily [ ] Fainting Spelis/Dizziness High Blood Pressure | Renal Dialysis [ ] Ulcers
(] Cancer [(] Frequent Cough Hives or Rash ] Rheumatic Fever ] Venereal Diseasa
{_] Chemotherapy [} Frequent Diarrhea Hypoglycemia {_] Rheumatism [ ] Yellow Jaundice
i Have you ever had any serious illness not listed above? () Yes () No If yes, please explain: _
i

g - S e - F

Comments;

;. — L o

To the best of my knowledge, the queastions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's} heaith. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN | DATE




ERENNE)

PATIENT NUMBER

welcome e R

Last First Initial Nicknamo Data of Bisth
Parent’s Guardian’s Name ' . . _ e

DENTAL HISTORY - CIRCLE THE APPROPRIATE ANSWER | I COMNIENTS
1. Is this your child’s first visitto a dentist? .................. .. ..., i eeenaniees YES NO |

2. If not, how long since the last visit to the dentist?. |

3. Were any x-rays or radiographs taken when your child prewous!y visited the dentist? ...YES NO

4. Does your child eat betweenmeals? ............. ..oty S YES NO

5. Does your child eat sweets, such as candy, soda pop, chewmg gum? ...... e YES NO

6. When does your child brush his/her teeth?

3 Upon arising O After eating any food (O Right after meals 3 Befnre going fo be_d |

7. How does your child receive Fluoride? | |
O Community water  level ____ ppm 0 Well water level ____ ppm
3 Fluoride drops or tablets (3 Fluoride rinse or gel o -
8. Have any cavities been notedinthepast? .................. S e YES NO
9. Does your child suck his/her thumb or fingers? ...........oovvvvivenievnen.......YES NO
10. Were any teeth (baby or permanent) removed by OXUACioN? . . ..o et YES NO
Was it suggested that the space be maintained ....................... e YES NO
Was anapplianceplaced ......... .. oo ...YES NO
- 11. Have there been any injuries to teeth, such as falls, blows, chips, etc? ............ L. YES NO
It so describe _ - -
12. Has your child had any problem with dental treatment in the past? .................. YES NO
13. Has anyone in the family, including parents, had orthodontics? ............... ......YES NO
14, Has your child ever received a local anesthetic? . ................. S e YES NO
15. Has your child ever had occlusal sealants? ........oovvvvvinrrnernnnns. e pye ...YES NO
16. Does your child think there is anything wmng with hisherteeth? .. ................. .YES NO:
MEDICAL HISTORY | S .
1. Does your child have a health problem?- . ........ et s .YES NO_' |
2. ls your child under care of physician? ........................ we e e YES NO
If yes, since when and why‘? - - . —
. Phona.
3. Name of physician _ |
4. Is'your child receiving any medication? .................. .0 s e - .YES NO
What? - _

5. Is your child allergic to penicillin, anilbmtlcs o other drugs? ....... e e YES NO
6. Is your child allergic to or sensitive to any mefals or latex? .............. weveveees.YES NO
7. Does your child have other allergies? ....... A YES NO
8. Has your child had any serious illness? ............... .. .ciiiiiiiias. [ ...YES NO

When What
9. Has your child ever had SUTGEIY? .. ..o v v e ettt eee e ieeeennnns P ..YES NO
10. Does your child have a heat murmur? .............. P e YES NO
11. Is surgety contemplated? ....................... eviieeriieanerieeiaeeaen. . YES NO
12. Does your child experience severe or prolongated bleeding? ......... e YES NO
13. Does your child have AIDS or has he/she tested HIV positive? ..................... YES NO
14. Has your child tested positive for hepatitis? . .................ocveoeoo o220 YES NO
15. |s your child subject to nervous disorders? ............oceiiinl.t. veinenaeaa . YES NO
3 Fainting? [ Seizures? 3 Dizziness? 3 BehavmraULearmng problems? -
16. Does your child have frequent headaches? . ........ ... ... il ......YES NO

17. Has your child had history of: {Circle appropriate responses) diabetes, heart trouble, asthma,
kidney infection, theumatic fever, epilepsy, cerebral palsy, liver problems, congenital birth defects,
mental retardation, eyesight problems, cancer, infections, speech impairments, hearing loss.

| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCUHATE o o
PATIENTS / GUARDIAN'S SIGNATURE - _ __DATE.

DENTIST'S SIGNATURE _ pAE_ -

Sl CHILD DENTAL MEDICAL HISTORY -

Form No. TI31CDM
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