DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION
Cate__ DS 00
Patert _
Address

City Sipie Fa
Sex:[JM [JF Age Birthdate

[Isingle [_|Marmed [ Widowed [ ] Separated [ ] Dvorced
Oocupalion

DENTAL INSURANCE

Who s responsible Tor this account?___ —
Aelationship o Pabent

Insurance Co.

Group #
Is patient covered by additional insurance? [ Yes [ Mo
Subscriber's Name

BEirthdala 558

Redationship to Patbent

Insurance Co.

Employer
G 2
Employer Address o
ASSIGHNMENT AND RELEASE
Employer Phone | ] I, the undersigred certdy that | (of my depandant] nues INMEBRON COBNEON
Spoutn’s Mamd mith____ and EERagN duectly ia
_ O M inguramce hanafiy, if ey,
Binthdate SSK prP R DR 10 T N SRS e | Undararand T | am Traeheialy
reapcoaly for BE Changes whalher or not paid by insursncs. | emaby authonze
Decupation thé dochie 15 rbeies al cdaemabion | ary I pates the papraed ol
EI'EEH'IFI breiie, | aafonins he wie o this Egnaters on af Peurscce submissons.
Whar may we thank for refendng you? Pasncemisin Party Signasues
T —— Daw
PHONE NUMEBERS
Home| 1 Waork | }] Ext Spouse’s Work | i

Best time and place 1o reach you

iN CASE OF EMERGENCY, CONTALCT (Specify someone who does not live in your housshold.)
Relationship

Mams

Home Phone (_____ ) —

Work Fnone | |

4 DENTAL HISTORY

Buming sensation
on 11D
Chew on one side
of mouth
Cigaratia, piog, or
------ chgar smoking

Reason 1o today's visi,

Fosmer Dentist

City/State

By mecuth

Date of lasi dental wisil Fingarnail bitag

Food collecton batwean

Date of last dental X-rays_____ he leath

Place & mark on “y@4g™ of "ng™ 10 indicale o Foreign objects

you have Bad any of th tollowing: Gringing teeth

Bad breath Cves [INo  Gums swoben or tendor
Bleading gums Cdves [OMe  Jaw pain or tiredness

Blisters on lips or mouth [ Yes [JMo  Lip or cheek biting

Clicking or popgang jaw

Lo leath of brokean

L1¥es [IHo filngs Yes []Mo
) . Mouth broathing [J¥es []MNo
Yes [INo  woush pain, brushing E Yo E Mo
Crthodaniic treatment s Ma
[]Yes [INo
Pam arcund ear [¥es []Mo
E E E x Penodontal treatment  []Yes [ Mo
[ Yes []No Sensitivity to cold E :: E Mo
Senaitivity to heat Mo
COves [ONo  Sensiivity to swesis CJ¥es [ Mo
[Jves [JHo Sensitvity when biting [ Yes [ Mo
[]Yes []Mo Soses or growihs in
[]Yes []MNa your mouth Oves [No
CJYes [JNo  How ofien do you lioss?
[J¥es [INo  How often do you brush?

=QVER-=-

WA - v e s D0 Db



Physican's Name

@j HEALTH HISTORY

Date of las! visit

Have you ver taken any of the group of drugs collectively refermed 10 as Yen-phen? These include combinations of lonimén, Adipax,
Fastin [brand names of phenterming). Pondimin (lenfluramine) and Redux (dexfenfuraming). [] Yes [ Mo

Place a mark on “yas™ or "no” 10 indicate if you have had amy of the following:

Phone | i

AIDSMHIV [O¥es [TN¢  Emphysema [¥es [JMo  Radiation Treatment [ ¥es [ Mo
Anemia [O¥es [ Mo Epdepay [ves [Mo Respiratory Dsease [(Jves Mo
Arthritis, Rheumnatism [ ¥es [ No Fainting or dizziness [N¥es [|Mo Rheumabc Fever Cves Mo
Artiticial Heart Valves  [JYes [ No Glawcoma [Oves [IMNo Scarle! Fever Cves Mo
Artificial Joints [d%es [Neo Headaches O¥es [IMo Shortness of Broath Ives [IMo
Asthma ClYes [INe  Heart Murmur (Ives Mo  Sinus Trouble IYes Mo
Back Praniems Clves [IMe  Heart Preblems [Jves Mo Skin Rash [ ves [ Mo
Blpscting abnonmally, with Hapatitis Typs _ L]ves []Mo Special Diet [I¥es []Mo
xractions of surgery [ Yes [ Neo Harpios Cves Mo Stroko [I¥es 1Mo
Biood Dissase Cyes [ Ne High Blood Pressure [Jves [ Mo Swollen Feet or Ankles [ Yes [ Mo
Cancer [Cves [INo Jaundice [O¥es [IMo Swollen Meck Glands [ Yes [MNo
Chemical Dependency [ Yes [ Ne Jaw Pain [[]¥es [ Mo Thyroid Problems [J¥es [ Mo
Chamaotherapy [Jves [ Mo Kigney Desease [Jves [IMNa Torsilits ) Yes [ Mo
Circulatory Problems [Ovas [INs Liver Disease [(I¥es [IHo Tubarculosis [I¥es [IMNo
Congenital Heart Lesions [ Yes [ Neo Low Blood Prossure [Jves []Mo Turmor or growth on
Cortisone Treaiments [ Yes [ No Mitral Valve Prolapse [[J¥es [Ho head or neck ] ¥es [ | Mo
Cough, persistent ar Mervous Problems [J¥es [[INo Wicar (I ¥es Mo
bloody [(O¥es [INo Pacemaker [¥es [IKo Venareal Disease (] es [ Mo
Diabetes [ves [IMNe  Psychiainc Care [lves [INo  Weight Loss,
Do you wear contact lenses? [ Yes [ Mo plained [1¥es [IWo
Women:
Are you pregrant? [(Jves (Mo Dus date Are you nursing? [ Yes [ Ne
Taking birth control pils? [ Yes [ Mo
MEDICATIONS ALLERGIES
List any medicalions you ane currently taking and the comelating _
dagriosis: (] Aspirin [ Local Anesthetic
[ Barbiturates {Sleaping pils) [ ] Penicilin
[ Coseine (] Sulfa
[ todine [ Other
Pharmacy Mame 7 Latex




