L BEEYELE 7 Dental

Comprehensive Dental Solutions

PATIENT REGISTRATION AND MEDICAL HISTORY

Date * (PLEASE PRINT) Home Phone (___)
et Last Name First Name Middle Initial Preferred Name
Street Address : City State Zip
E-mail : Cell Phone (____)
. Sex[IM [OF Age ‘Birthdate . [ Married [ Widowed O singte [ Minor
[] Separated ] Divorced [ Partnered for ___ years
Employer/School : Occupation
Employer/School Address : Employer/School Phone ()
Spouse/Parent Name Spouse/Parent Birthdate
Spouse/Parent Employed by Occupation
Business Address . Business Phone ( )
Who is responsible for this account? Relationship to Patient
Social Security # ' ) Spouse/Parent's Social Security #
‘Name of Dental In'suranoa Company Group Mumber.
In case of emergency, who should be notified? Phone ()

Whom may we thank for referring you?

| MEDICAL HISTORY |
Physician's Name_ “Date of Last Physical
If female_please answer the following: Please answer the following:
HEET Y N e
[0 Are you taking Birth Control Pills? 'O O Do you smoke or use tobacco? Hogt 5T
[0 [J Are you pregnant? If Yes, # of weeks [ For Office Use Only ,
[ [J Are you nursing? 8P [ Heart Rate: [ Voo B
Y N Condi ¥ N Conditions ; ¥ N Conditions
OO AUTO IMMUNE DISEASE (10 Frequent Headaches O Sleep Apnea/Snoring
O[O Abnormal Bleeding OO Glaucoma OO stroke
O aicohol Abuse OO Hw+ ADS OO Thyroid Problems
O] Allergies OO Heart Attack OO Tuberculosis
OO anemia OO Hearn Surgery OO0 ucers
OO Angina Pectoris OO0 Hepatitis ag
OO Annritis [JJ High Blood Pressure
OO Adificial Heart Valve OO History Of Bacterial Endocarditis
OO Artificial Joints (0 Human Papilloma Virus Y N Allergles
- 0O Asthma O Kidney Problems OO Aspirn
[0 Blood Transfusion (OO Liver Disease OO Ccodeine
OO CHOLESTEROL O[] Low Blood Pressure OO Dental Angsthetics
(0O cancer- Chemotherapy OO Mitral Valve Prolapse OO Enthromycin
[JO Chemical Dependency OO OSTECPOROSIS g Jewelry
JO Congenital Heart Defect OO PARKINSONS DISEASE OO Latex
[0 Cosmetic Surgery OO Pace Maker OO Metals
OO Diabetes O Psychiatric Care OO Peniciliin
O[O Difficulty Breathing (0[] Radiation Therapy O Tetracycline
O] Emphysema OO Rheumatic Fever Other
OO Epilepsy 00O seizures
OO Fdinting Spelis OO shingles
[0 Fever Blisters OO sSifus Problems




'Inl |Dougherty DEGIE]

Comprehensive Dental Solutions

Medications:

CERTIFICATION

To the bestofnwhwladge.mei-rfarmaﬁuqlhaupmidednnﬂisfmmiscmet.lmﬂumdmmremrﬂnghwm
or inaccurate information can be dangerous to my health. | understand that | am solely responsible for any errors or omissions that | may

have made in the completion ofthis form. | understand that it is my responsibility to inform my doctor if I, or my minor child, ever have a
change in health. -

Signature of Parent, Guardian or Personal Representative Date

Please print name of Parent, Guardian or Persenal Representative Relationship to Patient
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