First Name:; ;

Paticnt Is:[_Policy Holder [ ] Responsible Party Prefered Name: i,
Responsible Party ( if someonc ofher than the patient ) 3

First Nams:

Address: & H )
City, State, Zip: 4 .
Home Work Fhone: Ext: Cellular:
Drivers Lic:

Birth Date: Soc Sec:

[ Responsible Party is also a Policy Holder for Patient [IPrimary Insurance Policy Holder

Patient Information
Address 2:

Addresy:
Pager:

State / Zip: .

City:
Huane Work Phone: Ext: Cellular:

] 1] ———— S .
Secl Male [ JFemale Marital Status:[_|Married [ [Single [ |Divorced [ |Sepamted [ |Widowed
Soc See; Drvivers Lic:

Birth Date: _ Age: :
E-mail: [ 11 would like to reccive comespondences via c-mail.

Employment[™ ey Time [IPart Time [CJretired Referred By
Status: Previcus Dentist ’ .
Emeérgency Contact

Emergency Contact # =

Student Status: [ Full Time [ JPart Time
Medicaid ID: Pref. Dentist:

e e B T g T

Eroployer ID Pref. Pharmacy:

Carrier I Pref Hyp:

— Secondary Insurance Information
Mame of Insured;
Insured Soc. Sec:

Employer.
Address; Address: b

Address 2+

City, Seate, Zip:
Rem. Benefits: Fem Deduoct;

P ———

o  Relationship o Insured:[JSelf  [ISpouse [JChild  [TJOter
Insured Birth Date:

Address 2:
City, State, Zip:




Patient Mame:
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meﬁeraphysﬁuﬂ'swamﬂ? . E‘l’!ﬁ&l‘lﬂ Eves, . |
Have you ever been hospitalized or had a major GYes @SN Fves| % |
OperRton?
Mave you ever had a serious head or neck mnjury? £ Yas £ Ho Fyesi b
Are you taking any medicaions, pil, of dugs? EYesBRo  Fyes | e
Do you take, or have you taken, Phen-Fen or Rediod € Yes & %o IF ves | |
Have you ever token Fosaman, Bonba, Actoned or £ Yes @ o B ves | Tia |
any other medications containing bisphosphonates? :
Ara you on a specal diet? i Yes @00 !
Dnyuuusembam? &£ Yes Erfo i
R O A R e s s e i
Ewmmwprw i nursing? ¥ Taking oml contracaptives? : E
 mevudegctomyofthefobowng? I
15 Aspirin ¥ penicillin - Ecodeine Fl acryiic
7 atol £ tatox £ suifa brugs # Local Anesthetics i
ol
Other7 s Fyesf o0 4 esra] |
Do you use controfisd substanoas? & vas §to B yes | i BiiiE IR
Do youhare, b yoatad ey ol e kot )
L ABSHPY Positive ©Yes @M | Cortisone Medicine @ Yes & N0 | Hemophilia © Yes @No | Radiation Treatments £ Yes © Ho i
Alzhetmer's Disease 6 Yes ©No | Diabetes & Yes £ No | Hepatitis A € Yes P Mo |Recent Weight Loss B Yes &0 |
| Anaphylads & Yes SN0 | Drug Addirtion £ Yo PHe | HepatisBaor C € Yes @ No | Renol Dialysis | i Yes £ N0
. Anamia & ves £ W0 | Eastly Winded £ ¥es & No | Herpes & Yes £ Mo | Rheumatic Fevar 5 Yes £ ko
: Angina & Yos @ Ho | Emphwsema @ Yes & Ho | wigh Blood Pressure & Yes @ Mo | Rheumatism 5 Yaa ©1 o
- Arthritis/Gout & Yes N0 |Epllepsy or Seizures  © Yes ENo | vigh Cholesterol £ Yes &N | Scarlet Fever D Yos © o
(Artficial Heart Vahe @ Yes § 80 | poessive Bleeding  © Yes & No | iives or Rash © Yes B Mo | Shingles D¥es o |
i Artificial Joink & Yos #3 N0 | Excassbve Thirst &) Yes @ No | Hypoglyceria @ Yes § N0 | Sickle Call Disease Bes B |
Asthma @ Yes ®No | Fating Spely/Dizminess @ Yes SN0 | Trequinr Heartbeat 5 Yes @ No | Sinus Trouble @ Yes BN0 |
Blood Disease & Yes © Mo | Frequent Cough & Yes ® Vo |Kidney Problems D Yes ©MNo | spina Sffida © Yes B o [
! Blood Transfusion & Yes ©N0 | Frequent Didrrhea ) Yes @00 | Leukemin @ Yos @ N0 | Stomachfintesing Disesoe. £ Yes @ N0
!Bregthing Problems ~ © Yes 810 |Frequent Headaches @ Yes 8o | tver Disesse £ Yes @0 | Siroke EYsOHNo |
: Brutse Easliy # Yas @ Mo | Contml Horpes & Vas @ No | tow Blood Pressure 107 Yes §iNe | Sweling of bimbs #Yes @lo |
' Canoer @ Yes o | claucoma @ Yes & Mo | pung Disease @ Yas & Mo | Thyrold Disease Byes §wo
, Chematherapy & Yes & N0 | Hay Fever @ You @ N0 | Wit Vohe Prolapee D Yes @ Mo | Tonsillits D Yes Pho
‘ Chest Fains ® Yes B0 |Heart Attack/Fallure  © Y85 £%0 | Osteoporosis @ Yes & No | Tubercudosis & Yes Gito |
 Cold Sores/Fever Blsters & Yes ©Ho | Heart Mumur @ Yes @ Mo | Poinin Jaw Joists D Yes TNo | Tumorsor Growths & Yes @i E
* Cangeriial Heart Disorder €3 Y8 € M0 | Heart Pocamaker & Yas @ N0 | Parnthyrox Disesse £ Yes @ Mo | Ukoers & Yes & No E
s Comwitlsions £ Yos ByHo | Heant Trouble/Disease @& Yos $ifie | Faydhiatric Care & Yes & No | Venereol Disease Yoz S0
Yelkow Jaundics & Yes o
mmmmwmmmm ﬂ‘msﬁm Fyes ! i E
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patient's} heakh. It & my responddiRy to nifomm the dental office of any changes I medical siatus.

: Signature of Patient, Parent of GLEIHEN: s rem e e e e
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