IpAo g Ngeg ™

Name

Patient
Number

Date

SSHISIN

Birthidate

Address

Home Phone
States
Prow

21
G

Emuail

City

I Minor

1t Student, Name of School/College

Check Appropriate Box:

J: Murrnied [I Separiterd

I single
Ciy

Patient or Parent/Guardians Employer

| Divoreed

Business Address

Cell Phone

|._..: Widowed

State/ = ) i
Prov Tt Time [ Pan Time

Wark Phone

State/
Prov.

Zip/

-

Ayleal 16y =

Spouse or Parent/Guardian’s Name

City

Cmplover

Whom May We Thauk [or Referring You?

Work Phone

Person w Contact in Case of Emergency

Res ,’J.O nsi.(:v [.e. Pcn"l:a

Name of Person Responsible for this Account

Address

Email

Drivers License #

Birthdate

i
-
-

=
b=
o=
=

Employer

Work Phone

Is this Person Cutrently a Patient in our Oftice?

CJ Yes :| No

Relanonship
to Patient

Haome Phane

Cell Phone

Financial Institunon

S54/SIN

For your convenience. we ofler the following methads of payment. ['lease check the option you prefer. Payment in full at cach appointment.

[j Cash || Personal Check

Nate of nsured

Credit Card

[Ivisa [ MasterCard

l nsurance ] H,{:O rmaﬁon

Birthdate SSHSIN

Name ol Employer

Union or Local #

Employer Address

City

| 1wish 1o discuss the offices payment policy.

Relatonship
to Patent

Date Cmploved

Work Phone
State/ Zip/
Prov. P

Insurance Company

Group £

Ins. Co. Address

City

Policw/ID#s
State/ ZIP/
Prov. P

How Much is Your Deductible?

How Much Have You Used?

Max. Annual Benelfnt

SBXT J B Ill‘fl‘du J Ill I}é_l q BLS

Do You Have Any Additional Insurance?

|_| Yes [_J No Il Yes. Complete the Following

Name of Insured

Birthdate SS#/SIN

Name of Employer

Union o1 Local #

City

Relatonship
to Patient

Date Fmploved

Work Phone
State/
Prov.

Zip/
BG

Employer Address

Insurance Company

Gronp =

Ins. Co. Address

Policy/1D#
State/ Zip/
Prov. P

How Much is Your Deductible?

LT RITEN I

m Be Fit For Life m Eat Healthy m Schedule Regular Exams m Be Fit For Life

City
Iow Much Have You Used?

Over Please

Max. Annual Benefit

m BeFit For Life m Eat Healthy m Be Fit For Life m Schedule Regular Exams m Be Fit For Life

Be Fit For Life m Eat @ulthy m Schedule Regular@kams m Be Fit For Life m
T[uxn!c You for Se;[ec‘l:ing Our Dental Team

To help us meet all your healthcare needs, please fill out this form completely in ink.
Il you have any questions or need assistance, please ask us and we will be happy to help.

'Pa.{:ie n{: | n{:o r‘m.aﬁo " {C.m{ tdenticl)




Patient Medical History

Date of Last Exam

Physician Olfice Phone
Yes.  No
1. Are you under medical treaument pnow? I A
2. Have you ever been hospitalized for any surgical ;
opemtion of serious iliness within the last 3 years? L1 i

I yes, please explain

3. Are you taking any medication(s} including o
nen-prescription medicine? L |

Il yes, what medication(s} are you taking?

4. Have you ever taken Fen-PhenMRedus?

10

Are you wearing comtact lenses?

OF

L1 Ave you allergic to o have you had any reachions to the following?

Local Ancsthetics (c.g. Movocain]
Pentcillin or any other Antibiotics
Sulfa Drugs

Barbiturites

Sedatives

lodine

Aspirin

Ay Metals (eg, nickel, mercury, e}
Latex Rubber

Criher

SN ENEE RSN

5. Have you ever wken Fosamax, Boniva, Actonel or any 12, Do yous hiave a persistens cough or throar clearing not
cancer medications containing bisphosphonases?. associited with a known iliness (Iasting mare than 3 weeks)? 0 [
. Have you taken Viagra, Revatioe, Clalis or Levitra . _ 13; Wmen Only:
i the last 24 howrs? I T i i m
= = Are you pregnant or think you may be pregnane? L I
7. Do you use tobacco? B Are you pursing? O O
8. De vou use conrolled substances? 0O O Are you takimg oml conraceptives? ] O
9. Do wert have o have you had any of the {ollowing?
e, M Yes  Np Yezs Nop
High Blood Pressure o O Heart Disease . Cheat Pains ol
Heart Atiack 0 o Cardiac Pacemaker O O Easily Winded 1
Rheumanc Fever [ Heart Murmr S Stroke -
Swollen Ankics N B Angina 3 | Hay Fever/Allergies =1
Fainting/Scizures [ A Frequently Tired 3 | Tubcrculosis =1 HE
Asthma ] _' Ancma | Radiation Therapy : :
Low Blood Pressure o Al Emphysema By B Glascoma ] O
Epilepsy/Convulsions a o Cancer 0 0 Recent Weight Loss O
Leukemba C £ Arthritis [ Liver Discase LI
DHabelies a O Juint Replacement or mplan O Heart Trouhle ] O
Kitney Pisenses a o HepatinisJaundice 0 [ Respiratory Problems i
AIDS or HIV Infeciion 8 Sexully Trupsmined Disewse M Mitral ¥alve Prolapse B
Thyroid Problem B E Swmsch Troubles/Ulcers [ Chiher [
Name of Previows Dentlst Date of Last Exam
Previous Dentists Location Drate of Last Cleaning _
Yes Mo Yes No
1. D your gums bieed while brushing or flossing? 0 O 8. Do yvou have frequent headaches? ] I
2. Are your teerh sensitive w hot or cold liquidsfoods? 0 O 9, Do you clench or grind your tecth? B
3. Are your teeth sensitive to sweel or sour Hgquidsfoods? - 0O 10. Do you bite your lips or cheeks frequently? 1 O
4. Do you feel pain to any of your teeth? 0 0O 11. Have you ever had any difficult extractions in the past? b O
5. Do yvou have any sares or lumps in or near your mouth? | 12. Have you ever had any prolonged bleeding
6. Have you had any head, neck or jaw injuries? 1 O fllowing extracrions? O [
7. Have you ever experienced any of the following 13, Have you had any orthodontic treatment? T
prablems in your jaw? 14, Do you wear dentures or pariials? L
Clicking O 0O If ves, date of placemem
Pain {joint, ear, side of face) 0 O 15, Have you ever received oral hvgiene instructions
Difficulty in opening or closing - S/ = regording the care of your tezth and gums? b0 O
Difficulry in chewing O o 16, Do vou like your smile? 3 "
Au{t[lor;,-.r..{';on (‘HL{, Rf{c.q.&c
1 eertify that | have read and understand the above informaticn 1o the best of my company W pay ditectly 1o the dentist or deneal group Insurance benelits otherwise
knowledge The sbove questions have been aceurately answeredl. | understand thag pavable 1o me. 1 understand that my denial insurance carmer may pay less than the aci
providing imcorrect information can be dangerous 1o my health. | authorize the dentist bill for services. 1 agree 1o be responsible for payment of all sevvices memdered on my
to teliase any information mcluding the disgnosis and the gecords of any mreatmem or behall or my dependents.
examimation rerdered w me or my child durmg the period of such Dental care to thind
party pavors andior health pracitioners. T authorize and request my insurance X
Sipranure & patient (or parentiguandiom i miner)
Doctor’s Comments
Signature Date

FATTERSON OFFICE SUPFLIES 1 S00URYT 1140 051-24181 737



	Adult Registration Form (back)
	Adult Registration Form_f

