Patient Number e o A BTG HEALTH HISTORY & REGISTRATION

PATIENT INFORMATION

PATIENT'S NAME Last =Eirgt— e : Middle Initial SEX: M F  BIRTHDATE AGE
Soc. Sec. # e If Patient is a Minor, give Parent’s or Guardian's Name TODAY'S DATE
Who May We Thank for Referring You to our Office? ___ Reason for this Visit

RESPONSIBLE PARTY INFORMATION

NAME Last - ! L PR o [ Pl _ Middle Initial MARITAL STATUS 5 &
RESIDENCE Street e e e Apt. # City State_ Zip.

MAILING ADDRESS Street ———— —Apt# Gty State Zip =
HOW LONG AT THIS ADDRESS ———— HOME PHONE — GELL PHONE . .
WORKPHONE : E-MAIL = .

PREVIOUS ADDRESS (if less than 3 yrs.) Street ity - — State Zip— Howlong

SOCIAL SECURITY # ~ BIRTHDATE — DRIVER'S LICENSE # RELATION TO PATIENT

EMPLOYER — - — OCCURATION: . NO. YEARS EMPLOYED

RESPONSIBLE PARTY'S SPOUSE 'EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

NAME LABT TR T RINOT. MIDOLE

EMPLOYER _____ OCCUPATION ( ) NAME RELATIONSHIP
SprSERTER R e N RTHINTE . EARS EPLOYED B ADDRESS CITY, STATE
HOME PH. CELLPH.___ HOME PH. CELGPH o et
WORK PH. i E-MAIL e o (EWORKGER Sl e

DENTAL INSURAMNCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage.

Insured’s Name

Insured's Name Lo e e

Insurance Co. L SPSE] E-MAIL Insurance Co. E-MAIL

Insurance Co. Address Insurance Co. Address

Insured’s Employer . S
Insured’s Soc. Sec. # Group # Local#

Insured's Employer ST S =
Insured's Soc. Sec. # GrDup # Local # _

It is important that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

_ ~ *DENTAL HISTORY* YES NO | ] *MEDICAL HISTORY* YES NO
HOW LONG SINCE you have seen a dentist? ) | Do you have any CURRENT HEALTH PROBLEMS? | k-
Last COMPLETE Dental Exam, Date: ! Are you under a PHYSICIAN'S CARE now? ] ]
Last FULL MOUTH X-RAYS, DATE:(16 Small Films or Panoramic) | For what? :

Are you having PROBLEMS now? o L1 Ll | what MEDICATIONS are you currently taking? |
WHAT'? M R S N SR P — - N

Is your present dental health POOR? ] ]| Have you ever taken Fen-Phen/Redux? Ci B
' Do you wear DENTURES? (Partials or Full) L D | Are you PREGNANT? ) [l [l

| Are you UNHAPPY with your dentures? [l O | Do you use cigars/cigarettes, plpe ar chewmg tobaoco’? (circle) A I O i
‘-P'\h;':ﬁ mzhkﬁ ;'OE*S‘E‘:C?&;\?;SI & -, | PLEASE/ YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:

AE APPREHENSIVE about dental treatment? ln ] YES NO YES NO YES NO

re you. about denta rea men I | ADSHIV Pos. O O Fating [0 [0 Pyhiatic are e
"Have you had any PERIODONTAL (GUM) treatments? b L) | Anaphylaxis L1 [l Food allergies [0 [ Rapid weight gainfloss [
| Do your gums BLEED, or feel TENDER or [RRITATED? [ [H m?lmtla . [G El ﬁlaudcorga S E E;dlaim tre;t{nw:gei E L]
Are your teeth SENSITIVE to hot, cold, sweets, pressure? el || | Artif{‘lcilasl riz";;i"ﬁ;f‘:zs Gl Hggﬂarnmflinur e Rheﬂmatigscallet Tt T

‘Are you UNHAPPY with the APPEARANCE of your teeth? (| [1 | Artificial joints O H Heart problems (pesesiscey 1 [ glggl%as e E [l
Are you aware of GRINDING or CLENCHING your teeth? ] [] | Asthma B e i 53 L)

| e _ " i Skin rash &
Do you have HEADACHES, EARACHES, or NECK PAINS? T O g;gﬁ';rggf;;;;m 9 0 H ﬁg{;‘;gh"'a il ol E H Spina Bifca 0 [
Have you worn BRACES on your teeth (ORTHODONTICS) c [1 | Blood disease IE E ﬁe;rr]agtis [_I—J] H gtruke s E L)

2 =7 | Cancer L[] iah blood pressure [ : Urgical implan L]
Do you haw_e QI.SCOLOIHED teeth that botheryou? | r Chemical dependency (] [J pain [0 [ Swelling of faet or ankles Ele
Would you like your smile o LOOK BETTER or DIFFERENT? L1 L1 | ghemotheropy [ Kidney disease o maffunction [~ []  Thyraid disease or malfunction [ [
Do you REGULARLY use DENTAL FLOSS? ] Circulatory problems ] ] Liver disease (] ae ). TUhaP?Q habit [l ]
| Cortisone treatments o E Material allergies [ B ] 11:ugsulllt||s ; F H
Mame of Previous Dentist: Cough (persistent) | i (late, woal, metal chemicals) Unerculosts : .
10us Lot : Cough up blood ] 1 Mitral valve prolapse [0 [J UkerColiis 1) i
ity: : Diabetes L] L1 Nervous problems 1 [ Venereal disease iz A
| City: State. !
o —1 Epilepsy [0 [l Pacemakerheartsugery [ [
oy dloyou feel aboutyouy eeth 7 | ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS?
Please RANK the following in the arder in which they would Aspirin Local Anesthetic Erythromycin Latex (balloons,
KEEP YOU FROM having dental treatment, Nitrous Oxide . Codeln‘e ; Pelnlmllm glaves, ete.)
Are you aware of being allergic to any other medications or substances?
. . | 1Tyes, please list: SRR
g G A | Is there any other Medical or Denial information that you feel | should know about?
COSTof eatment #  MISSNGworktme # | FAMILY PHYSICIAN PHONE -E-MAIL ———
PATIENT Signature (Parent of Child) S Date: -~ DENTIST Signature
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