TIME 10:15 AM DATE 10/19/2006
PATIENT REGISTRATION
ID: Chart ID:
v First Name: Last Name: Middle Initial:
Patientls: [ ] Policy Holder Preferred Name:
: [ ] Responsible Party

Responsible Party (if someone other than the patient)
| First Name: Last Name: Middlerlnltlalz___
| Address: Address 2;
City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular;

Birth Date: Soc. Sec: Drivers Lic:

O Responsible Party is aiso a Policy Holder for Patient

O Primary Insurance Policy Holder O secondary Insurance Policy Holder

r Patient information

|
Address: Address 2;
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular; ‘
Sex: ) Male O Female Marital Status: () Married () Single O Divorced () Separated () Widowed ;
Birth Date: Age: Soc. Sec: Drivers Lic:
| E-mail: [ t would like to receive correspondences via e-mail,
; Section 2 Section 3
Employment Status: () Full Tme (O PartTime () Retired Additional Comments:
Student Status: () Full Time O Part Time {
Medicaid ID: Pref. Dentist: !
1
Employer |D: Pref, Pharmacy: f
Carrier ID: Pref. Hyg.: [
—Primary Insurance Information ;
Name of Insured: Relationship to Patient:") self O spouse O child (O Other ‘
Insured Soc. Sec: Insured Birth Date: :
Employer: Ins. Company;
Address: Address:
Address 2; Address 2;
City,State,Zip: City,State, Zip:
Rem. Benefits; .00 Rem. Deduct; .00 ;
—Secondary Insurance Information ]
Name of Insured: Relationship to Patient(O Self (O Spouse O Child () Other |
|
Insured Soc. Sec: insured Birth Date:
Employer: Ins. Company:
Address: Address: !
,Address 2: Address 2: [
City,State,Zip:  Clty,State, Zip: {
Rem. Benefits: .00 Rem. Deduct: .00 ' 5




' , ) Southern Dental Implant Center

MEDICAL HISTORY

AN LS AP TATA

Although dental persohnol primatily freat the area In and around your mouth, your mouth Is a part of your entlve body. tlealth problems that you may
. have, or medicatlon that you may be taking, could have mn Impoxtarn‘ Intorrelationship with the dentlatry you will recelve, Thank you for answeting the
i Tollowing questions,

Are you under a physiclan's care now? O Yes (O No 1 yes, ploase explain:

Have you ever been hospltalized or had a major operatlon?O Yos () No  Ifyes, please explain:
Have you ever had a serlous head or neck injuty? (O Yes O No  If yes, plense explain:

Are you taking any medications, piils, or drugs? () Yes (O No  ifyes, please exp!e,nn.

Do you take, or have you taken, Phen-Fen or Redux? (O Yes (O No

Are you on a spedlal dlet? O Yes (O No

Do you use tobacco? () Yes () No~ ~Women: Are you
Do you use controlled substances? () Yes () No (] Pregnant/Trying to get pragnant? [ | Nursing?

(] Taking oral contraceptivos?

~Are you allergle to any of the followlné? .
7 Asplrin (] Penlaliiin (] Codeine (] Acryllc [] Metal [] Latex [_] Local Anesthetics

|, Other If yes, please explain:

~[J0 you have, or have you had, any of the followlng P

] AIDS/HIV Postiive {7] Chest Pains [ Frequent Headaches [7] tregular Heartbeat 7] scarlet Fever

'__J Alzhelmer's Disease [) Cold Sores/Fover Blisters [ Genftal Harpos [} Kidney Problems (] shingles
| 3 Anaphylaxis (] Congenital Heart Disorder [ 7] Glaucora (7] Leukerla . (1] slckie Geli Discase
1] Anamia [} Convulslons (] Hay Faver : [] Liver Disease [ 8lnus Trouble

[”] Angina [] Cortisone Medicine  [] Heart Attack/Feilure "] Low Blood Pressure ("] Spina Bifida

[T] Arlhritls/Gout [] Diabetes ] Heart Murmuy [} tung Disease [} stomach/intestinal Disoase
(] Artifictal Hoait Valve! [} Drug Addistion (] Heart Paco Maker [ Mitral Valve Prolapes (] stroke

(1 Artiticlal Joint [] Easily Windad ] Heart Troublo/Disense (] Pain In Jaw Joints {1 Swelling of Limbs
(] Asthma (] Emphysema . [} Hemaphtia ' {7 Parathyrold Disense ] Thyrold Disease
{77 Blood Disease ) Epliepsy or Selzuros (] Hepatitis A~ (] Psychlatile Care [_] Tonsliltls

(7] Blood Transfusion [} Excessive Bloading [ Hepattls Borc 7] Radiation Treatments {7 rubercutosis ,

T Breathing Problem [] Excossive Thirst {7 Herpes [] Rocent Welght Loss [ Tumors or Growths
i) Bruse Easlly - [ Fainting Spelis/Dlzziness 7] High Blood Prassure [] Renal Dialysis {77 Ulcers

[] cancer [ Fraquent Cough [) Hives or Rash [] Rheumatic Fever [] Venoreal Disease
™ Chemotherapy [} Fraquent Diarrhea [} Hypoglycemle 7] Rheumatism [7] Yellow Jaundice

Have you ever had any. sarlous Hiness not listed above?(). Yes O No Ifyes, please explain:

Comments:

To the hest of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect Informatlon can be
dangerous to my (or patlent's) henlth {tis my responsibliity to lnform the dental offloe of any changes In medical status,

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




