DENTAL REGISTRATION AND HISTORY

)
J PATIENT INFORMATION DENTAL INSURANCE
Li
Date Whe Is responsible for this account?
5S/HIG/Patient 1D # _ Relationship to Patient
Fatient Narme Insurance Co. _ ~
Lait Name
Group #
First Nama Wiadie Inftial Is patient covered by additional insurance? MYes [ No
Address Subscriber’s Name
E-mail Birthdate S54
City Relaticnship to Patient
State . Zp insurance Co.
Sex (M [JF Age Graup 4
Birthdate: _ ASSIGNMENT AND RELEASE
‘ E | | certify that i and/or my dependani{s), hawe insuwrance cowerage with
(] Married . Widowed O singe T Minor
_ and assign directly to
] Separated ] Divorced O Partnered for ysars Mame of Insurance Companyiies)
Fatiant Employer/School __ Dr all insurance banefits, it
any, ctharwise payable to me lor services rendered. | understand that | am
Occupalion__ financially respansible for all charges whether or not paid by insurance. | autherize
the use of my signature on all insurance submissions.
Employer/Schoal Address
The above-named dentist may use my health care informalion and may disclosa
such infermatian to the abava-named Insurance Company(les) and Iheir agents
for the purpose of obtaining payment for services and determining insurance
Employer/Schoal Phone ( } hanefils or the bensfits payable for relaled servicas. This consant will and when
tmy current treatment plan is completed or one year from 1ha date signed below.
Spouse's Name
Birthdate Signatura of Patieni. Parant, Guarthan or Personal Represenlalive
8se . o
Please print name of Patient, Parent, Guardian or Personal Representativa
Spouss’s Employer _ —
Wham may we thank for rafeming you? Dala Relationship to Patient
PHONE NUMBERS
Phone { ) Waork { b .. Ext Cell ( )
Spouse’s Work { ) Best time and place to reach you
IN CASE OF EMERGENCY, CONTACT (Specity somaons wha does not live in your hausehold.}
Name Ralationship
Horre Phone ) Work Phone { }

2 § DENTAL HISTORY

g

Raason for today's visit Burning sensalion on tongue [JYes [OMo Mouth breathing OYes Mo

Cheaw on one side ol mouth [JYes [ Mg Mouth pain, brushing TIyes [ONo
Cigarelte, pipa, or cigar smoking L] Yas [GMNa Qrthodontic treatment _lYes Mo

Former Dentist__ Clicking o popeng jaw Yes (INo Pain around ear [OVYes | |No

City/State Dry mouth LlYes [1Ne Periodontal treatiment OYes [ Neo
Fingernail biting [IYes [ No Sensitivity to cold [MYes [ Na

Oato of {ast dental visi ———  Food collection betwesn the teeth “1¥es [J Mo Sensitivity to heat Yes [1No

Date of last dental X-rays Fareign objects TJ¥es [jNo Sensitivity to sweets Oves [INo

Mace a mark on “yes” ¢r “no” o indicaie If you Grinding teath [IYes Mo Sensitivity when diting Oves [__I No

have had any of the follawing: Gums swollen or tender C¥es “JNo Scres or giowths in your mauth [ Yes I Ne

Bad breath [/1Yes [QMNoc Jaw pain o tirednass [O¥es 1IN0 ow often do you flogs? ____

Bleading gums LlYes [JNo Lip or cheek biting CYes [T No

Blistars on lips or mouth [ ¥es 1Wo Loose testh or brokan filings [OYes [ Mo How chen do you brush?
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