TIME 4:11 PM

1D: Chart ID:

DATE 7/27/2010

PATIENT REGISTRATION

First Name:

Last Name: Middle Initial:

PatientIs: [ | Policy Holder
[ | Responsible Party

Preferred Name:

—Responsible Party (if someone other than the palient)

First Name:

Last Name: Middle initial:

Address:

Address 2;

City, State, Zip:

Pager:

Home Phone:
Birth Date:

Soc Sec:

Work Phone:

Ext: Cellular: _

Drivers Lic:

O© Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder (O secondary Insurance Policy Holdar

—Patient information

Address: Address 2: )
City: State / Zip: Pager.
Home Phone: Work Phone: Ext: Celiular: B
Sex: ) Mate () Female Marital Status: () Marded () Single () Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-maik; 3 [} 1 would fike to receive correspondences via e-mail.
= Section 2 Section 3
Employment Status: () Full Time () PartTime () Retired cell/beeper #:
pharmacy name: _
Student Status: () Full Time (O Part Time pharmacy #:
Medicaid 1D: . Pref. Dentist:
Employer 1D: Pref. Pharmacy:
Carrier ID: Pref. Hyg.: _
—Primary Insurance Information
Name of Insured: Relationship to Insured(") Setf () Spouse () Child () Other
Insured Soc. Sec: insured Birth Date:
Employer: ins. Company: -
Address: Addess: 3
Address 2: 3 Address 2:
City,State,Zip: City,State, Zip:
Rem. Benefits: .00 Rem. Deduct: .00
—Secondary Insurance Information
Name of Insured: Refationship to Insured{_) Seif () Spouse () Child () Other

Insured Soc. Sec:

Insured Birth Date:

Employer: Ins. Company:
Address: Address:
Address 2: ~ Address 2:
City, State,Zip: City, State, Zip:

Rem. Benefits: L0 Rem. Deduct:

.00




TIME 4:11 PM Glenn C. Alex, DMD DATE 7/27/2010

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primarily treat the area in and around your mouth, your meuth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you wilt receive. Thank you for answering the
following questions.

Are you under a physician's care now? () Yes () No If yes, please explain:
Have you ever been hospitalized or had a major operation?() Yes () No  If yes, please explain:
Have you ever had a serious head or neck injury? (O Yes () No If yes, please explain;
Afe you taking any medications, pills, or drugs? () Yes () No [fyes, please explain:
Do you take, or have you taken, Phen-Fen or Redux? (O Yes () No
Are you on a special diet? () Yes () No
Do you use tobacco? () Yes ()} No
Do you use controlled substances? () Yes () No

-Women: Are you-

Pregnant/T rylng to get pregnant?o YesO No Takmg oral contraceptives?{ ) Yes() No Nursing? () Yes() No
—Are you allerg(c to any of the following? -

[] Aspirin [ ] Peniciliin El Codeine [] Acrylic [ ] Metal [] Latex [ ] Local Anesthetics

[ ] Other If yes, please explain:
--Do you have, or have you had, any of the folfowing?

AIDSHIV Positive () Yes(O) No | cCortisone Medicine () Yes(O No | Hemophitia (O Yes() No | Renal Dialysis ) Yes () No
Alzheimer's Disease () Yes(O) No | Diabetes (O Yes(O No | Hepatitis A () Yes(O) No | Rheumatic Fever & ves(O No
Anaphylaxis (O Yes(O) No | Drug Addiction (D Yes() No | Hepalitis BorC (D Yes () No | Rheumatism (3 Yes () No
Anemia (O Yes() No | Easily Winded (O Yes(O No | Herpes () Yes(O) No | Scarlet Fever () Yes) No
Angina (O Yes(O No | Emphysema () Yes(O) No | High Blood Pressure () Yes(") No | Shingles (O ves(O No
Arthritis/Gout (O ves(D) No | Epilepsyor Selzures () Yes(O) No | Hives or Rash () Yes () No | Sickle Cell Disease O Yes ) No
Artificlal Heart Valve (O Yes(O No | Excessive Bleeding (O Yes(O) No | Hypoglycemia () Yes(O) No | Sinus Trouble () Yes (D) No
Artificial Joint {0 ves(D) No | Excessive Thirst (O Yes(O No | lrregular Heartoeat () Yes () No | $pina Bifida O Yes No
Asthma (O Yes(O No | Fainting Spells/Dizziness()) Yes() No | KidneyProblems (O Yes(O) No | Stomach/intestinal Disease () Yes (D) No
Blood Disease (O Yes(O) No | Frequent Cough () Yes (O No | Leukemia {O Yes(O No | stroke (O Yes (3 No
Blood Transfusion (O ves() No | Frequent Diarthea (O Yes(O No | Liver Disease {O Yes(O No | Swelling of Limbs O Yes(O No
Breathing Problem () Yes{O No | FrequentHeadaches () Yes() No | LowBlood Pressure {) Yes () No | Thyroid Disease () Yes () No
Bruise Easily (O Yes() No | Genital Herpes (O Yes(D No | Lung Disease () Yes(O) No | Tonsiliitis O Yes (O No
Cancer (O Yes()) No | Glaucoma (O Yes(O No | Mitrat Valve Protapsa () Yes(() No | Tuberculosis O Yes (O No
Chemotherapy () Yes{) No | Hay Fever (O Yes{) No | PaininJawJoints () Yes(O) No | Tumors or Growihs (O Yes(C No
Chest Pains () Yes() No | HeartAltackiFailure (O Yes{) No | Parathyroid Disease () Yes() No | Ulcers O Yes (O No
Cold Sores/Fever Biisters () Yes{) No | Heart Murmur (O Yes{) No | PsychiatricCare () Yes{) No | Venersal Disease O Yes(C No
Congenital Heart Disorder() Yes{_) No | Heart Pace Maker (3 Yes{) No | Radiation Treatments(} Yes() No | Yeliow Jaundice O Yes (G No
Convulsions {) Yes(O No | Heart Trouble/Disease () Yes{) No | RecentWeightLoss () Yes{) No
Have you ever had any serious iliness not listed above? () Yes (O No If yes, please explain:

Comments:

Ta the best of my knowledge, the questions on this form have been accurately answered, 1understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Dental History

Please check any of the following that apply to

you:

O

0

UL O

0O 4d

Sensitivity (hot, cold, sweet)
¢  Where?

UR LR UL LL
Headaches, ear aches, neck or
jaw joint pain
Mouth ulcers or cold sores
Teeth or fillings breaking
Grinding or clenching teeth
Bleeding, swollen or irritated
gums
Loose, tipped or shifting teeth
Bad breath

Do you have or have you had any of the

following?

50 T W o o

Dentures

Partial dentures
Braces

Gum treatments

Please share the following dates:

Your lastcleaning: __ / [/

Your last oral cancer screening:

—t

Your last complete set of X-

rays: __ [/ [/

Name of Previous Dentist:

City:

State:

Phone Number:

What is the most important thing to you about
our future smile and dental heaith?

If you could whiten your teeth for a cost
anyone could afford, would you do it?

O Yes
0 No

Do you smoke or use chewing tobacco? If so:
How much? How long?

If 1 could change my smile, | would:

(1 Make my teeth whiter

(I  Make my teeth straighter

£1 Close spaces

[0 Replace metal fillings with

tooth colored restorations

Repair chipped teeth

Replace missing teeth

[1 Replace cld crowns that don't
match

O Have asmile makeover

O O

On a scale of 1-10, with 10 being the highest
rating:

How important is your dental health to you?
1234567889 10

Where would you rate your current dental
health? 1 23 456 7 8 9 10

Why did you leave your previous dentist?

What is the most important thing to you about
your dental visit foday?




