Medical History

Patient daoe:
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Although dental personnel primarily treat the area in and around vour mouth, vour meuth is u part of your entire body, Health
;’3{!‘};)?&3&? that vou may have, or m:-ggﬁiﬁfai;im that you may be taking, could have an lmportant inferrelationship with the dentistry vou
will receive. Thank you for answering the following questions.

Wha is vour family doctor? ' i " : 1

Have you ever been hospitalized or had a major operation? WUYes WNo
WNo
WiNo

LN

W¥es:
HYes:

Have you ever had a serious head or neck injury? WdYes
id Yes

Wl Yos

Are you taking any medications, pills or drugs? i Yes:

HVesr
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Do you take, or have vou taken Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or
any other medications containing bisphosphonates?

NG
LiNg
- NG

d MO

wd Y§
Wyes
L YES
dYes

Wyes:
I Yes:
If Yes:

I Yes:

Are you on a special diet?

Do vou use tobacceo?

i e

3o vou use controlled substances?

Women: Are you...

Wi Pregrant/Trying to get pregnant? WINursing? W Taking oral contraceptives?
Are you allergic to any of the following?
wd Aspirin L Penicitlin
d Metal W Latex

W Codeine

. WAcrylic
QSulfa Drugs

Lil.ocal Anesthetics
d¥es LINg I Yes:
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iher?

Do you have, or have you had, any of the following?

ATDSHIY Positive WdYes WMo | Cortisone Medicine WYes UNo
Alrhieimer’s Disease WYes UNo | Disbetes U¥es ONo
Anaphylaxis (I¥es LINe | Drog Addiction “Tes DINo
Anemia M¥es UNo | Basily Winded wi¥os WdNp |
Angina d¥es UINe | Emphysema CFes DTiNp

wi¥os o
G¥es d\ao
Yoy WINo
wd¥os LiNe
IY¥es LNe

W Yes LiNg
WYes WNo
dYes WiNp
¥es WNo
LiYes LlNg

- Radiation Treatments
Recent YWeight Logs
Kenal Dialysy
Rheamatic Fever
Kheumatiam

Hemophilia
Heputitis A
Hepeditis Bar ©
Herpes

Higl Blood Pressure

Arthritis/Gout wiYes UINo | Epilepsy or Seizures
Avtificial Heart Valve Yo LMo | Exvessive Bleeding
Artificial Joint Yes WMo | Exvessive Thirst
Asthma (d¥es WINo | Fainting Spelis/Dizziness
Biood Disease ¥es LINo | Freguent Cough
Riood Transfusion wiNo | Freguent Disrchen
Breathing Probleny «No | Freguent Headaches
Bruise Easily d¥es UiNo | Genital Herpes
Cancer es LNe | Glaucoms
{hematherapy d¥es LN | Hay Fever

{Chest Pains d¥es LINo | Heart Attack/Failure
Cold Sores/Fever Blisters  Ves WUNo | Heart Murmur
Congenital Heart Disorder UYes LUNo | Heart Pacemaker
Convalsions ¥es LNo | Heart Trouble/Disease

Hauve you ever had any serious Hiness not fisted abave?

Do vou wear a C-Pag machine or have sleep apnea?

Yo WIND
WY WdNs
dYes UNo
wYos UNo
¥ LINo

fd Y5 LIND
bed ¥0% WIND

d You Wik

Ve UiNe
iYes No
el Y LINo
w Yes LINo

i ¥es WiNo |

METT

d Yo

L N

fd SO

- High Cholesteral

Hives or Rash
Hypoglycemia
frregular Heartbeat

- Kiduey Problems
wYes LiNo |
 Liver Disease

- Loy Blosd Pressure

Leukrmia

Lung Heeae

Afitral Valve Prolapse
Ostropurosis

Pain i Jaw Joints
Parathyreid Discase
Pryvchiatrie Care

Hyes:

W Yes WiNg

¥es LINo |

dYes WNe

dYes LINg

Yoy WNg

¥es UNg |
W Yes WiNo |
W Yes WiNg

-l TES NG
td¥es INe

ves UINe

MATCW AT
W Yes Wi
id¥es LiNo

Yoy wiNp
W¥es LlNe
wYes INao
wYes LJNo
WYes JNo
Stomach/Entestingl Disease WYes No
Stroke wles N
{ Swelling of Limbs wiYos LINo
- Thyroid Disease JYes No
i Tonsillitis Yoz %o
Tubereulosis ¥y LINe
Tumars or Growthy wd¥es LINe
P LUlcers wd ¥O% WIND
| Veneres! Discase w¥os LINe

Yellow Jaundice wdYos UdNo

Scardef Fever

| Shingles

| Sickle Coll Disease
aintus Trouhie

- aping Bifida

FRTO

B 8 e B R it T L T A A bt i b

TP TTTT—— SRR AR AR AN FRTIRRTTSRVETPUPPOUORORPRRS ST e e el S
Cammoents:
- ¥ 1
18 9
- e o e ———————————————
ﬂ:‘ ________ AN T PP PRTRTRPIR AR R s P pre PRSP Nl plaC e

....................

tn my {or patient’s) heaith, I s my responsibility o inform the destad office of soy changes n medival status,

Signature of Patient, Parent or Guardian:

.........................

oo

.............

To the best of my knowledge, the questions on this form have been securately amiwered, | snderstund that providing ncorrect infuratation ean be dangerous




REGISTRATION FORM

Name (first) (middle initial) (last)
Address
City State Zip
Occupation Social Security#
Telephone (home) (work) Birthdate - Sex
(cell) (e-mail)
___Single ___Married ___Widowed __Divorced
Employed By

If Self-Employed, Name of Business/Address

Employer’s Address

How did you learn about our office?

Hobbies/Interests

Spouse’s Name Spouse’s Social Security #
Occupation of Spouse Spouse’s Work Phone
Spouse’s Birthdate Name of Spouse’s Employer

Spouse’s Employer’s Address

Person to notify in an emergency (not at home address) Phone

Dental Insurance Information

Insured is —Self _Husband __Wife __Mother __ Father
Employee’s Name Employee’s Social Security #
Employee’s Date of Birth Contract ID #

Insurance Co. Group #
Insurance Co. Address Insurance Co. Phone
Are you covered by a second insurance company? __Yes __ No
If yes, name of 2nd insurance co. Group #
Employee Name for 2nd ins. SSN for 2nd ins.
Employee Birthdate for 2nd ins. co. Contract ID #

Must Complete if Under 18 or Full-time Student/Responsibility Party Information Required

Mother’s Name Mother’s Social Security #
Mother’s Address

Mother’s Home Phone # Birthdate
Mother’s Employer Occupation Work Phone
Father’s Name Father’s Social Security #

Father’s Address

Father’s Home Phone # Birthdate

Father’s Employer Occupation Work Phone
Please turn the page!




Highlands Point Dental, LLC

Patient’s name:

| understand that as a service to me, Highlands Point Dental, LLC will assist me in processing my insurance claims.

However, | am completely responsible for all fees in their entirety. This office quotes current fees that are within the
usual and customary range of dental services in our area, while many insurances companies pay from a set fee schedule.
| understand that Highlands Point Dental, LLC is required by law to maintain the privacy to my protected health

information and to provide me with notice of their legal duties and privacy practices with respect to protected health
information.

X Date

Signed (patient or parent if minor)

Please list the name (and relationship to you) of any person(s) with whom we can discuss your dental
condition/diagnosis:

Only if you have insurance:

So that you don’t have to sign an insurance form at each dental visit, Highlands Point Dental, LLC will maintain this
“signature on file” for you.

Authorization to Release Information: | hereby authorize any Provider, insurer or other Organization to release any
information regarding the dental history, treatment, or benefits payable for this claim of the Plan Administrator or its
authorized agent for the purpose of determining benefits payable.

X Date

Signed (patient or parent if minor)

Authorization to Pay Benefits to below named Dentist: Where applicable, | hereby authorize payment to Highlands
Point Dental, LLC for services rendered.

X Date

Signed (patient or parent if minor)



