
DENTAL REGISTRATION AND HISTORY

Ci~.~~~~~~~~~~~~~ __ ~~~~ __ ~

State--,-,-~~~c-~_--,-~~

DWidowed DSingle" .

D DiVorced..... OP~rtneredfor_._'_··_'··years -,,-,--,-,-,-~-:-,-:+~_-=_--,-:...;,......,... __ ---C..., 'i1ndassign directly to'

. Dr. .... '.. .... .'.. , '. '. '. . all insurance benefits, if
.. any, otherwise payable to me -for Services rendered. I understaridthat lam

financially resj)(lnsitileforall chinges whether or not paid by insurance. I authorize
the use 'of my. SignatUreon all insurance submissiOns. . . .

. .

"The ab()V~~ed dentiSlmayuse myheaith careinforrt1ation and may di~lose
such information 10 the abO\f8,named InsuraI1C&Compaily(ies)and their agents
for'.the .purpose: of obtainingpaymeritfoj-·· services' and determining insurance
benefilSor the benefits pay3bje for related services e ,ThiS consent will end when
my current treatment plan is completed orooeyearfr'om,lhedatesigned below.

WhommaYW~thankforre~erringyou? ~_

Horne PhoneL-..:-..J
Relationship-'--'-'---'-~"'- __ --'-'-'-'-'-_-'-,-_--~---'-'---

..··:.WorkPh()neL,r-r-e- _. )

Burningsensationon tongue' DYes 0 No Mouthbreathing .
Chewc:monesideofmouth .' DYes dNo . MOuth pain, brushing

-.Cigarette,pipe,ol'Cigarsmoking DYes 0 No OrthOdontictreatment
~..,.;--~ ...••.~-----,-~.,..,-. .Clickingqrpopping jaw DYes ··.DNol'ainarmmdear

···City/Stale.. - ·>OI'Y·r'n~uth./····'· '.. - DYes ONoPeriOdontaitr~atment
.Dateoflas.;..t...•d-:-e-nt-a~1V-iS...•jt,;..··. -'-'-'--....;....---~--'-'''"'-- '.' RngeTail biting. '. ..... ".:_"...•.....DYes 0 No Sensitivitytoroid

FOodcollectionbetWeentneteeth DYes 'o NoSensitilfitytq'heat
Date of last dentalX"rays :-'-_-'---.-.:,;.....--c'- .......•_ Forei~n~bjects . . 0Yes 0 No Sensimlityto ~eets .

..•.•Pla~ea~~rl<()11"y~s·()t"no·t()indiCat~if yoci . Grindingteeth DYes DNo Sensitivitywhenbmng
havehad anyof the fOllowing: '. . . GumsSWOllenor tender 0Yes 0 No Soreso(g~Wths inyour mouth

Ba.dbreath dYes 0 No 'JawpainortirednesS DYes DNo
61eedinggums . DYes' DNo Up or cheekbiting-. 0Yes 0 No
Blistel1lonlipsonnouth ..QYesDNo-Looseteethor luoken fillings DYes 0 No

DYes 0 No
DYes DNo
DYes ONo
DYeS ONe
DYes 0 No
DYes ONe
DYes' ONo
[:rYes ONo
Dyes ONo
DYes ONo
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HEALTH HISTORY

DYes DNo
DYes ONo
DYes DNo
DYes DNo
DYes DNo
DYes. 0 No
DYes 0 No
DYes DNo
DYes DNa

·OYes DNa
DYes DNa
DYes DNa';-. -- DY;; t:fNO
DYes 0 No

Physician's Name .... .. ... . Date of last visit, ~_

Have you ever taken ariyaf the group of drugs coifecUvelyreferredtoas"fen-phen?~These include eomomanons of/onimin, Adipex, Fastin (brand
names of phEmfermine).Pondimin {fenfluramine)and ReCluX(dexfeilfluramine). Dves 0No

. . .

Place a mark on "yes· or "no" to.lnclicateif you have had any of the following: .

AIDS/HIV DYes DNo Epilepsy
Anemia DYes DNoFaintirigor dizziness
Arthritis; Flheumatism DYes 0 No . Glaucoma
Artificial HeartVaives . DYes 0 No Headaches
Artificial Joints tJ Yes 0 No Heart Murmur.
Asthma DYes 0No Heart Problems
Back Problems DYes D.No . HepatitisTyp&_.____'-'--'--'--
Bleeding abnormally; with 0Yes 0 No Herpes.

extractions or surgery High Blood Pressure
Blood Disease 0Yes 0 No. Jaundice
Cancer DYes 0No Jaw Pain
Chemical Dependency 0Yes 0No Kidney Disease
ChemoTherapY ." - DYes'lJ'No-~ "Li~~~Di$ease-'·
Circulatory Problems 0Yes DNa Low Blood Pressure
Congenital.Heart Lesions 0Yes D No Mitral Valve Prolapse
Cortisone Treatments 0Yes 0No Nervous Problems
Cough,persistent or bloody DYes 0No pacemaker

. Diabetes DYes DNo Psychiatric Care
Emphysema 0Yes DNa Radiation Treatment

Do you wear contact lenses? 0Yes 0 No
Women:

Are you pregnant? 0Yes 0 No
Taking birth control pills? [] Yes 0No

Due date,__ ~ _ __,_---

DYes DNa
DVes DNa
DYes DNo
DYes DNa
DYes DNo
DYesDNo
DYes DNa
OYes 0 No
DYes DNo
DYes DNo
DYes DNo
q,!,~~J~,,!~_
DYes 0 No
DYes DNo
DYes DNo
DYes DNa
DYes DNo
DYes DNa
DYes DNo

.RespiratoryDisease
Rheumatic Fever·
Scarlet Fever
Shortness·of Breath
Sinus Trouble
Skin Rash
Special Diet
Stroke
Swollen Feet or Ankles
Swollen Neck.Glands
Thyroid Problems
Tonsillitis
TuberculosIs
Tumor or growth on head or

neck
Ulcer
Venereal Disease
Weight Loss, unexplained

Are you nursing? DYes 0 No

DYes
DYes
DYes

DNo
DNo
DNo

MEDICATIONS
Listany medications you are currently taking and the correlating diagno-
sis:

Pharmacy Name_-'- _ _'_-'-'-_'____'-' __ _'____'_-' _ ____':...;.

Phone (---> - __ --'- -,-_--'---'-_~

o Aspirin

o Barbiturates (Sleeping pills)

o Codeine

Dlodine

o Latex

ALLERGIES
D Local Anesthetic

o Penicillin

o Sulfa

DOther---'_~o___ _

(To be filled in at future appointments)

Has there been any change in your health since your last dental appointment? 0Yes 0No

Forwhmcondmons? ~-~---'-'------------------~-----'----~-------'~---- __ -' _

Patienfs Signature _~_----,--:-~ _ __,_-------.,------------'-~-'-:-----'-------~-'-

Doctor's Signature ..__ '-- -'- -'- __ ~ :...;..., ~ Date ~---

••••• ~ "._ •••••••••••••• : •.•.• _ •• -.-- ••• "••• ~ .- •• -••••••••• it ••.•••••.•••••• eo ••• - ••• e" •••••••••• "••.••.•••••••.•••••.•••• ' ••••• e" •• -••••• _.-._._ •••••••••••• ' •••••••••

Has there been any change in your ~ealth since your last dental appointrrient? 0Yes DNo

For what conditions? ---'__ -'- __ ____'_,--:.-_~_' --_~_-_-_~~---'-~- __,_---'--------__,_--

Patienfs·Signtiture __ '-'--'-' _ _'--'-__'_--'- _ ____''--'-____'-'---'--'--'---'---'-'---'------'-----:-----'---'-'-: Date,-,--,-~-","_,--""",,____,--,-_

Doctor's Signature _~ __ -'--'-'- __ _'-' .:...-..__ _:_-'_--'-'--'----_-'-___'_':__ Date---,-~_~_---,-,- __


