PLEASE PRINT

PATIENT REGISTRATION (MINOR)

DENTAL ON 45

Patient First Name: Last Name: ML
Age: __ Date of Birth: / / MALE ____ FEMALE ____ Home Phone:
Address: City: State: Zip Code:
Who may we thank for referring you to our office?

FOR MINORS, PARENT INFORMATION e e
Mother's First Name: Last Name: LI
Home Phone: Cell Phone: E-mail Address:
Address (if different from aboue}.:. City: Zip Code:
Mother's Date of Birth: / / Social Security #: -
Father’'s First Name: Last Name: LI
Home Phone: Cell Phone: E-mail Address:
Address (if different from above): City: Zip Code:
Father's Date of Birth: / Social Security #: - -
Primary Dental Insurance Information:
Name of Insured: Relationship to patient: Group #:
Insured S5#: - - Insured Date of Birth: / / Member ID#:
Employer: Insurance Company:
Secondary Dental Insurance Information:
Name of Insured: Relationship to patient: Group #:
Insured S5#: - - Insured Date of Birth: / / Member ID#:
Employer: Insurance Company:

-

| have Dental Insurance. Please present current insurance card and picture [.D.

| autharize direct payment of dental benefits to Dental on 45, for dental services rendered. | authorize Dental on 45 to release any dental or necessary information that
rrlght be required to process claims. | certify that the information given by me, in regards to my insurance Is correct. | request that payment of authorized benefits be
made on my behalf.

| do not have dental insurance. Please present picture [.D.

Initial: Notice of Receipt of Privacy Practices: | acknowledge that | was provided with the Notice of Privacy Practices
from Dental on 45.

| acknowledge that the information prm';ided in this registration form is true and correct to the best of my knowledge.

Parent or Guardian Signature: Date: / /




TIME 10:51 AM Dental On 45 DATE 3/23/2013
MEDICAL HISTORY
PATIENT NAME Birth Date

[ N‘thnugh dental personnel primarily treat the area in and around your mouth, your mouth is a part of your E!nl]re body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

' fnllumng questions.

Are you under a physician's care now? O Yes () No

Have you ever been hospitalized or had & major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () Mo

Are you taking any medications, Ipills. ordrugs? ()} Yes () No

If yes. please explain:
If yes, pleasé explain:
If yes, please explain:
If yes, please explain:

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

Have you ever taken Fosamax, Boniva, Actonel or any —, ~
other medications containing hisphnsphonatas?(-f’ Yes (

Are you on a special diet? [} Yes () No

Do you use tobacca? () Yes () No

Do you use controlied substances? (_H‘ Yes C‘ Mo

-=Women: Are you——— i -

F'regnant.fTrylng to get pregnant? {_} ‘r’es("_) Mo

Nursing? () Yes() No |
. am R— J

Taking oral cnntrac:eptwes"r‘(:j ‘r’es ND

-—Are you allergic to any of the following?

| ["] Aspirin [ | Penicillin [] Codeine [] Local Anesthetics [ Aerylic [ ] Metal u Latex [ ] Sulfadrugs |
| |_| Other If yes, please explain: :
RS LR T T e e BRI oot SE o A e i
~-Do you have, or have you had, any of the follnwmg? ------------------ = = — 1
| AIDSHIV Positive () Yes () No | Conisone Medicine () Yes () No | Hemophilia () Yes () No | Radiation Treatments () Yes () No |
| Alzheimers Disease  (_) Yes (_) Mo | Diabetes () Yes () Mo | Hepatitis A ) Yes () No | Recent Weight Loss ) Yes () No
| Anaphylaxis () Yes () Ne | Drug Addiction () Yes () No | Hepatitis Bor C () Yes () No | Renal Dialysis () Yes () No
| Anertia () Yes () Mo | Easily Winded () ¥es () No | Hemes 3 Yes () No | Rheumatic Fever ) Yes () No |
| Angina () Yes () No | Emphysema () Yes () No | "High Blood Pressure () Yes () No | Rheumatsm ) Yes () No
ArthrilisiGout (") Yes () Mo | Epilepsy orSeizures () Yes () Mo | High Cholestersl () Yes () No | Scarlet Fever ) Yes () Nao
Artificial Heart Valve {_) Yes () Mo | Es=cessive Bleeding () Yes () Mo | Hives or Rash ) Yes () No | Shingles ) Yes () No |
Arfificial Jaint () Yes ) Mo | Excessive Thirst () Yes () No | Hypoglycemia ) Yes () No | Sickle Cell Disease ) Yes () Mo |
| Asthma {7) Yes () Mo | Fainting Speiis/Dizziness(_) Yes () Mo | Iregular Heanbeat () Yes () No | Sinus Trouble ) Yes Y No |
| Blood Disease ) ves () Mo | Frequent Cough () Yes () No | KidneyProblems () Yes ) No | Spina Bifida ) Yes () No |
| Blood Transfusion {_) Yes () Mo | Frequent Diarhea () Yes () No | Leukemia () Yes () No | Stomachfntestinal Disease (_) Yes (_} No
| Breathing Problem {7 Yes () Mo | Frequent Hesdaches () Yes () Mo | Liver Disease () ves () No | Stroke () Yes () Mo |
| Bruise Easily ) Yes {_) Mo | Genital Herpes {7) Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs () Yes () Mo |
Cancer ) Yes () Mo | Glaucoma () Yes () No | Lung Disease () Yes () Mo | Thyroid Diseass Q Yes () No |
| Chematharagy ) Yes () Mo | Hay Fever ) Yes () No | Mtral Valve Prolapsa () Yes (_) No | Tonsilitis () Yes () No |
| Chest Pains () Yes () Mo | HeartAftackFailure () Yes () No | Osteoporosis ) Yes () No | Tuberculosis 2 s Q No |
; " g . = Tumars or Growthe Yes MO
| Cold Sores/Faver Blisters () Yes () Mo | Heart Murmur i) ves (C) No | PaininJaw Joints () Yes () No &= ves ) No |
| Congenital Heant Disorder( ) Yes () No | Heart Pacemaker () Yes () No | Parathyroia Disease () Yes () No g'm’s ) L You L} NO 4
! : = - e = - enereal Disease () Yes {_} No |
Canvulsions (0 Yes () Mo | Hean TroubleDisease () Yes () No | Psychistic Care () Yes (J MNo | o 05 e ) Yes ) Mo |

Have you ever had any serious illness not listed above?( ) Yes () No

Cummenlﬁ

To the best of my knowledge, the guestions on thiz form have been accurately answered. | understand 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




