Sus%lc?
PLEASE PRINT 11 720 Limekiln Rd.

PATIENT REGISTRATION W E S T New Cumberland, PA 17070

NAME /ast first middle initial NICKNAME SEX BIRTHDATE MARITAL STATUS
g (m) | 1] (mo.) I (day) I (yr) s l (m) | (w) | (d)
= SOCIAL SECURITY NUMBER HOME ADDRESS street city-state zip TELEPHONE NUMBER / CELL PHONE
= ; i
g OCCUPATION (nature of work, student, housewife, retired) | BUSINESS ADDRESS street city-state zip TELEPHONE NUMBER
B
= SPOUSE’S NAME BUSINESS TELEPHONE NUMBER EMERGENCY CONTACT TELEPHONE NUMBER / CELL PHONE
sAt
] /
E FAMILY PHYSICIAN TELEPHONE NUMBER REFERRED BY YOUR E-MAIL ADDRESS
t NAME HOME ADDRESS street city-state zip TELEPHONE NUMBER / CELL PHONE
e & /
: [-™ EMPLOYER ADDRESS street city-state zip TELEPHONE NUMBER
e 5
(-]
g a SOCIAL SECURITY NUMBER DENTAL INSURANCE INSURANCE COMPANY CONTRACT NUMBER GROUP NUMBER
- =
Y ves 0 ~no O
E m BIRTHDATE SECONDARY DENTAL INSURANCE INSURANCE COMPANY CONTRACT NUMBER GROUP NUMBER
I /
@ (mo) (day) yr) ves O no O
PATIENT HEALTH RECORD Check v Either “Yes” or “No” (for assistance in completing form please ask)
YES NO
1. Are you presently in Pain? .« o cun i e s v a i s sian BRGS0 BB R S e e f e e e v [ O
2. Are you under any medical treatment NOW? . .. ... ... e O O
3. Are you taking any medication NOW?. . .. ... it ittt i it e e e El O
What? For what purpose?
4. Are you allergic to penicillin or have you had an adverse reaction to any drug, food or product (latex, adhesive bandages)? O O
What?
5. Have you ever been hospitalized? . . . ... .o i O =
For what?
6. Have you ever had a serious accident involving head injuries?. .. ... i O O
7. Have you ever been treated for or been informed you have:
YES NO YES NO
Heart Disease. . ......... O O Epilepsyes: sunanvayss [ = Venereal Disease. . . ...
Mitral Valve Prolapse . . . .. O O Psychological or Nervous Glatlcoma: sus sommenan
Rheumatic Fever . ....... O 0O Bisorderns! s B [= Tumors or Growths . . . .
High Blood Pressure . .. .. S Kidney Trouble . ...... o 0O Stroke s saes cormuwemams
Tuberculosis, Emphysemaor O O Liver Disease, Hepatitis 0O 0O XS Al 17 T —————
other Lung Diseases . . . O 0O Jaundicei susammans A Sinus Problems. . ... ..
Piabetes s s s capsmnnss O O AReMiad sxe ssemmvmans a = Glandular Disturbance .

8. Have you had a heart valve replacement, stent or joint replacement (hip, knee, etc.)? ..................ooiiin.
9. Has your physician ever recommended medication prior to dental care? .............. .. ... i
10. Do you often have dizzy spells, fainting, swollen ankles? . . ............ .. i
11. Does any blood relative in your family have diabetes? Who? . ........... .. i
12. Have you ever had severe bleeding after extraction ofteeth? ........... ... .. ... ... i il
13. Do you smoke, chew tobacco, use snuff or similar substances? .. ........... ... ... . il
14, (WOMERN) Are you pregnant. . « s w e s sms 5w ® 80 ses § 505 0 605 Eame s 535§ 6§55 HE 105 wiam ient ssnge s eiegecs spes
15. Do you have periodic medical CheCkuUpS: ... ... ot
When was your last physical examination?

OO0 BE B B B BEIEEERELDE
000 O 0O 000000 QE 0

16. Do you have periodic dental CheckUpS? . . . .. ..o it & O
When was your last dental examination?

17. DO you Wear CONtACE IBNSES?. . . . . oottt et ettt O O

18. Have you any particular concerns about your teeth (bleeding, tender gums, cosmetic, etc.). . .................... =] O

119L Are YOU BN POSIHINE R wions £ars mmim i is @ 1550505 6 Ao S oy gesss sirhs 1, SIRTar sy sHeps wrs i essos snast 4 0t ansiis) sgfh O O

20. Are-you'in good health; atthis tiMe?' «:wwws cwwmmumam s s s merans i o 0 1 TER £ Snm S50 ssls i st e fanemmme s s O O

| have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. | understand this information will be used to determine
appropriate dental treatment and | consent to treatment that is necessary and desirable. If there is any change to my medical status, | will inform the dentist. |
authorize the release of information necessary to secure payment of benefits. | understand | am financially responsible for fees not paid by insurance. | have
received the “Notice of Privacy Practices.”

Signature Date
Signature of Patient (18 years or older), Parent, Guardian

Signature Date




