REGISTRATION AND TREATMENT

Patient Emgloyed By Occugation.

Business Address. Busmess Fhone

Whom may wi thank fof ralamring you? ==
Iry case of amergantcy whi shauld be folifad? Phana

Contrisst & Group A Sulpscribar 8

Is patient coversd by additonal insurance?  [lves [ImMe

Subseriber Mame Relation b0 PaSiend Birhdate
Adddness (Il dfeeant Trom pation!s) Phie

City Statg — 2R
Subscrber Empicyed By Business Phona.

Insurance Company Soc. Sec. 8
Contract # Group &, Subscriber 8

Mames of ather dependents covered under this plan

Please Complete Above Information and Next Page




DENTAL HISTORY

ReasonforToday's Visit
Former Dentist

Address e

Date of last dantal cane — Date of last dental X-rays
Check ( «+ ) if you have had probiems with any of the fallowing:

o

[] Bad breath L] Grinding teeth [ ] Sensitivity 1o hot
[] Bleeding gums L[] Loose teeth or broken fillings L1 Sensithity 1o swests
[} Chcking or popping faw L] Perodontal treatment L1 Sensitivity when biting
[ Food enllection between teeth [] Sensiivity to cold [ ] Sores or growths in your mouth
How often do you floss? - HowohMendoyoubrush?____ :
MEDICAL HISTORY
PhysiciamsMName____ = Date of Last Visit___

Have you had any serious ilinesses or operations? []Yes [INo ifyes, describe : =
Have you ever had a blood transfusion? [lYes []No If yes, give approximate dates
(Women) Are you pregnant? ] Yes []No Nursing? [Ives [IMo  Taking birth control piie? [ Yes [ Ma

Check { « ) i you have or have had any of the Tollowing:

(1aDs ] Cortisone Treatments ] Hepatitis [] Rheumatc Fever

[] Anemia [ Cough, Parsistent ] High Blood Pressure L1 &carlet Fever

"] Arthritis, Rbeumatism ] Gouwgh up Blood L] HIV Positive [] Shomness of Braath

(] Artificial Heart Valves ] Diabetos [ Jaw Pain [ skin Rash

L] Artificial Joints [] Epilepsy (] Kidney Disease [ Stroke

L] Asthma L] Fainting [ Liver Disease [] Sweliing of Feet or Ankdes

[] Back Problems [] Glaucoma ] mitral Vaive Prolapse [ Thyroid Problems

L] Blood Discase [7] Headaches [] Nervous Problems [ ] Tobacea Habit

[ Cancer [ Heart Murmaur [] Pacemaker 1 Torsimtic

[] chemical Dependency [] Hean Probiems [] Peychiatric Care [1 Tuberculosis

[] Chematherapy Describe (] Radiation Treatment L] uicer

[] circulatory Probilams L] Hemophilia ['1 Respiratory Disease [ venereal Disease
MEDICATIONS ALLERGIES

List medications you are currenthy taking:

AUTHORIZATION

- — — = = — —_ = [T

| avthorize my insurance company 10 pay 1o the dentist or dental group all inswrance benefits otherwise payable to me for sernvices
rendearad. | authorize the use of this signature on all insurance submissions.

| authorize the dentist 1o releace all informaton necessany b0 sacure the payment of benefits.
| undarstand thak | am financially responsibde for all charges whether or not pald by Insurance.

Sighatune — S Date_
Payment is due in full at e of Ireatment uhless prior arrangements have been approved.




