Welcome To Appleseed Dental

Thank you for choosing Appleseed Dental for
your knowledge. Once completed, pieass sig
we wiil be happy to help,

n

PATIENT iNFORMATION:

Joseph Mallouh D.D.S.
23 Mill Strest
Leominster, MA 01453
(978) 537 - 6106

your dentai needs, Piease complats this form In ink and answer evarything to the best of

and date. If you have any questions or concems, do not hesitate to ask for assistance,

TODAY'S DATE:

Name: DOB: Sex M F
First M Last

Pt. Soclal, Ssc. #: . Are you: Minor - Married — Divorced -- Widowed -- Single - Separated (Clrcle one)

Address: Clty: State: Zlp.

Home #; Work #: Coll #: Emall:

Which numbsr do you prefer we cali? (Circle one) H W C May we leave messages: With anot

her person? Yes No .
On your answering machine? Yes No

Your Employer (Parent's if minor): Occupation:

Employer's Address: Clty: State; Zip:

Are you a college student? Yes No If yes, Where? City/State:

Spouse/ Parent's Name: Workplace: Work #:

Person to contact incase of emergency: Phone #:

RESPONSIBLE PARTY:

Name: DOB: Ss#: - - Phone #:

Address: City: State: Zip:
(If different than above)

REFERRAL: Whom may we thank for referring you to our practice?

INSURANCE INFORMATION: We will submit
information. It Is your responsibllity to let us k
responsible for the follow- u
delayed more than 30 days,

PRIMARY INSURANCE
Name of Insurance:

your claim to the Insurance company provided we have the necessary and complete
now of any changes or updates with your Insurance status. Ultimately, we will not'be

p of delayed Insurance payments or for the negotlation of any settlements of disputed claims. If the claim Is
the patient Is responsible for the payment In ful,

SECONDARY INSURANCE
Name of Insurance:

Address (Claims): Address (Clalms):

City: State: Zp: Clty: State: Zip:

Phone: (__) Phone: {__)

Subscriber's Name: Subscriber's Name:

Subscriber's ID#: Subscriber's 1D#:

SS#: bOB: SS#; DOB;

Home Address If different from pt: Home Address if different from pt;

City: State: Zip: Clty: State: Zip: _
Employer: Employer;
Relationship to Patlent: Relationship to Patient;

Group number:

! understand and agree that (regardiess of my insurance status);
rendered. | have read ell Information on this shest and have compl
my knowledge. | will notify you of any changes in my insurance sfat

| 'am ultimately responsible for the belance due on my account for all services
eted the above answers, | certify this Information Is true and correct to the best of
us or the above Information,

X.
Signature (Parent if Minor):

Date:




Time 247 PM

Appleseed Dental

Eaglasoft Madical History{Copy)(Copy)

Patient Namat

Birth Data:

Date 2/14/2022

Date Creatad:

Although dental pergonnel prmary treat the srea in and around your mouth, your mouth i & part of your entire body, Health problems that you may have, or medication that you may be
Thank you for snswering the following queations,

taking, could have an mportant interrelationship with the dentistry you wil receive,

Areyoy under a physiclan's care now? 7y Yes IN0 ]
Have you sver been hospitalized orhad smajor operation? (™ yes {iNo IFyes - ) o B
Haveyou ever had a serlous head or neck infury? £1Yes N0 1fyes
Areyou taking any medications, pills, or druge? Cives O Myest o T
Doy you take, or have you taken, Phen-Fen or Redux? yYes (TiNo Ifyas
Have you ever taken Fosamax, Boniva, Actonet or any other  (™yyes (1Mo tyes - o P
medications contakning bisphosphonstes? : '
Bo youuse tobacco? O ¥es (N0
Do you use controlied substancas? ) Yes (o If yes
Cwememaeyow. T e -
i _PregnantfTryingtoget pregnant? [~ Nursing? {_Taking oral contraceptives?
dreyoudlergetoanvofthefolowing? L e e i . .
. _hspirin {"Penicilin [ Codelne " Acrylic
i Metel [Slatex [~ Sulfa Drugs [ Lecal Anssthetio
. S, L; .“m . e -
Do you have, or have you had, any of ﬁe follnwlﬁg? o )
AIDS/HIY Positive tTiYag ¢TiNe |RadiationTreatments s \Wen  iNo  |Alzhsimer's Diseasa vaYer {J3No  |Diabetes {1 Yes (sNo
Hepatltis A EC ) ¥ea (T1No |RecentiWeightloss avag aNo  [DrugAddiction CaYes (N0 |Anxety Cives 3 No
Anemla r1Yes ( iMNo |Easily Winded i")Yes ":No |RheumaticFever {Taves 3No  |Autism Tives 7 sNo
Emphysema i"tYes {Tybo  |HighBlaod Preasure {ives oNp | Arthiltis/Gout i“sYes ©)No  jEpllepsy or Seizures 7I'¥es “aNo
High Choleaterel UhYer (MIMNo  [Actificial ReartValve (") ¥es 1 +No |ExcessiveBlzeding iYes iyNe  |Artiflcal Joint {CtYag - aNo
ADD/ADHD ¢¥Y¥es [[3No |Asthms Caves (No |Fainting Spells/DizZness . iYes (3No |KragularHeartbast vaYas () No
Sinug Trouble C3¥es CiNo | Blood Disesse ) Yes (I  jPrequent Cough waYes (JiNo | Kidney Problems i"1Yes ¢7iNo
Asperger's Syndrmme (iYes (YMo  jBloed Transfuslon €71 Yes nf:,n:'qo Leukamis CiYes C3No  |Stomach/Intestinal Disexss (i Yes i, 3Ng
. Breathing Problems WYen {No  {FrequentHeadaches {T1Yee ¢abe jLiverDigeass +Yes [INe |Stroke {)¥es s No
Low 8lood Pressue yves (N0 | Cancer t3Yes |_iNo |LungDisease i™Yes ¢ hNo |Thyrold Disesse i ¥ed < iNo
.Chemotherapy TiYes ¢ iNo | MitralValve Prolapse CoYes TiNo | Tonsillis ‘Yes i )No | ChestPalng i"1Yes %No
| Heart Attack/Fallure Cyten CiNo | Cateaporcsia {"iYes LiNo |ColdSoresfFeverBlisben  ThYes () No  [Paininlawdoints (ifes WNe
“Tumors or Growths Uhes ¢'iNo |CongenitalHesrtDioomder (“iYes iNo |HeartTrouble/Dissase {"a¥es {)Na |PaychiaticCare {1 Yas (Mo
Hauavuuev;r had any url:;l; ilness notiisted shave‘; B “g y:, 5;:- “mlif y;; e e S e S e e

" Comments:

ifyes

ira i el e e Rl B 2 - R P

. To the best of my inawladge, ths quastions on s form have been accurately answar
* regpongiblity to nform the dantal offica of any changes in madical statix,

- Sigrature of Patlent, Parent or Guardian:

X

- fme e

sd, 1understand that providing Incorract Inform

ation can be dangarnus to my {or patient's) health, Itis my




