Emergency Dental Registration & Treatment

Please answer the questions on this form so that we may better
assist you with your dental needs

Personal

Patient Name R - Tad - Today's Date

Soc. Sec. # Birthdate_

Address Home Phone

City. State Zip

sex v LIF  [lMnor, :[ ) single [ IMarmied [ Long TermPartner [ Divorced [ Widowed. [ ] Separated
Employer. Business Phone

Business Address Occupation

In case of emergency, who should we contact? Phone

Insurance

Person Responsible for Account o s Sl
Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City. State Zip.
Responsible Party Employed By Business Phone,

Business Address Occupation

Insurance Company

Insurance Company Address

Subscriber LD. # Group #

Assignment and Release

I hereby authorize payment directly to for all insurance benefits otherwise payable to me for

services rendered. I understand that I am financially responsible for all charges, whether or not paid by insurance, and for all services
rendered on my behalf or my dependents.

I authorize the above doctor and/or provider or supplier of services in this office to release the information required to secure the
payment of benefits. I authorize the use of this signature on all insurance submissions.

Signature of Responsible Party Date
Medical History S
: i tions to the following:
1. Are you currently under medical treatment?......... D D R e e No
2. Have you ever had any serious illness Local Anesthetics (eg. novocaine) D
gt it [] []  Penicilin or other ADGIONCS oo Ll
S o Gl @0 S et D D SulfA DRSS ..o e S S s s s e D
3. Are you currently taking any medication?............ Barbiturates (sleeping Pills) -....ooooorvoereoniooererersriesssesns =
Please describe: SEAAEVES o m e tion oo dn bl v e ey eyt D
TOMINE o iiiiansisissthimussiotassassbsansissasasodsssssssvasasas %
1 | e e e Y A Y PP P
4. DO yOu SIOKET.ovmrevrirernreesinis s D D O o L e e e S Ll D
3. Do you use alcohol, cocaine or other drugs?.......... [] [] 8. (Women Only) Are you: 0
D L__] PregnantP e et D
6. Do you wear contact IEnses?....uuinicrnsiininnnens . ] D
NRESINEY ... oot T T St
TR S e U S e s e gel=

Continued on Page 2



Medical History (cont)
Please check all that apply:

AHDS s EMphysSeia ..otz D Pacemiaker o B D
I et ey I:‘ BPIIEPSY s eocsicsiuisasiviisionsosmens I:I Peychiatfic Gare: .o v.ovipisssanenesss D
Arthritis, Rheumatism ......... D Fainting or Dizziness............. D Radiation Treatment...........coceeenuee. D
Artificial Heart Valves......... D Glascoma i rn e D Respiratory Disease.....c.cceoerieieane D
Artificial Joints.............. ety D Headichet v nnaan s [] Rheumatic Fever o spmeans D
ASthIa e anaia D Heart MUITIUE.c.oeeniaesnnnnns D SCAIEEFEVEr . i v aiiciaasazsnins D
Back Problems........ccorveeeee D Heart Problems:. o i D Shortness of Breath........ccoccoeeneene. D
Bleeding abnormally, HepatitisType co il D SINOFEIOUDIe. ..o idirmctansiiadsscins D
with extractions or surgery... ]:] BICEPES covus vt eiosvsbtlions smmmtinisias D Skin Rash..c..icooiiiiniiasests D
Blood Disease.......... e o] High Blood Pressue ........ [] Sl s e
T N e S D HEV EOSIHIVE v oo e D Swelling of Feet/Ankles............... D
Chemical Dependency....... Ll e MG T Swollen Neck Glands. ... L]
Chemotherapy......oeeesssuens D Faw Pt i e ininien D Thyrotd Problenss. ..o s [:I
Chronic Fatigue Syndrome.. [:l Kidney Disease......ccocreveeeence. D Tonsilitisi. . onnnnanrna: |:|
Circulatory Problems........... |:| Latex Sensitivity.....coovvreeevenns D Tubereulosie:. 5w LS D
Congenital Heart Lesions.... L] Liver Diseasemisdanifl, oo L] Tumor or growth on head/neck... [l
Cortisone Treatments........... D Low Blood Pressure............... D Wlcer Sinmaniiidaiiidbivng
Cough-persistent or bloody.. D Mitral Valve Prolapse............ L__] Venereal PISease . cc..uwivsresrsiiinss D
Digbetes rmrmnmn it Nervous Problems.................. D
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