TIME 1:04 PM

DATE 9/25/2012

PATIENT REGISTRATION
ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: | | Policy Holder Preferred Name:
[ ] Responsible Party
—Responsible Party (if someone other than the patient)
First Name: Last Name: _ Middle Initial:
Address: Address 2.
City, State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: - Drivers Lic:
O Responsible Party is also a Policy Holder for Patient QO Primary Insurance Policy Holder @) Secondary Insurance Paolicy Holder

—Patient information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: () Male () Female Marital Status: () Married () Single () Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [ ] I'would like to receive correspondences via e-mail.
Section 2 Section 3

Date of First Visit:
Employment Status: () Full Time () PartTime () Retired B —

Tx Goals / Wants: B
Student Status: () Full Time () Part Time Patient Comfort Need:
Medicaid ID: ] Pref. Dentist: Hygiene Needs:

Hobbies / Free time:

Employer ID: Pref. Pharmacy: v Recreation / Sports:
Carrier ID: Pref. Hyg.: | Job / Profession:

—Primary Insurance Information » -
Name of Insured: Relationship to Insured: ) Self () Spouse () Child (O) Other
Insured Soc. Sec: Insured Birth Date:

Employer: Ins. Company:
Address: ‘ Address:
Address 2: Address 2:
City,State,Zip: - City,State,Zip:
Rem. Benefits: .00 Rem. Deduct: .00

—Secondary Insurance Information
Name of Insured: Relationship to Insured: ) Self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:

Employer: . Ins. Company: N
Address: i Address: B
Address 2: Address 2:
City,State, Zip: o City,State,Zip:

Rem. Benefits: ~ .00 Rem.Deduct: .00




Tim= Alan Cazan DDE PS Data
Health History 6-20-17

Patient Narme: Birth Date:

Date Created:  9/12/2017

EMERGENCY CONTACT: NAME, PHONE and RELATIOMNSHIP:

[ '

Although dental personnel primarily treat the area in and arcund your mouth, your mouth is a part of your entire body. Health problems that you may have, or
medication that you may be taking, could have an important Interrelstonship with the dentizstry you will recelve, Thank you for answering the following questions.

Abnormal Blood Pressure? what is it?

Last Physical Dawer

Are you under a physician's care now?

Oves ONo If yes I

[ ot

Oives

cj.;;...,.

If yas 1

Have you ever been hospltalized or had a major operation? Ovas (ONa If yes | ]
Have you ever had a serlous head or neck injury? Oves Mo 1F yes | 1
Do you take, or have yvou taken, Phen-Fen or Redux? Oives Ono If yes I !
Have you ever taken Fosamax, Boniva, Actonel or any other s N If yes
madications contalning blsphusiphnnatgs? Oves ONo ¥ i I
Do you use tobacco? O ves (O Mo If yes [ !
Do you used controlled substances? Oves (OINe If yes | {
Other? Herbs? Over the counter supplements? Oives Cino 1 ves | 25|
Are you taking any medication, pills or drugs? {OYes (OMo
angn' Are youl. A . s
I Pregnant/Trying to get pregnant? Orursing? [C1Taking oral contracaptives?
Are you allergic to any of the following? o __ AT : -
] Aspirin [ Penicikin [ Codeine ] sarybe
Cmetal [OLatex [7] sulfa Drugs [CJiocal Anesthetics
! ] ]
l Do you have any allergies not listed above? O ves Oio
|
Do you have, or have you had, any of the following? MRt _
] AIDS#HIV Positive [] cortisone Medicine [l Hemophilia [[Nradiation Treatments
] Alzheimer's Disease [CJoiabetes [ Hepatitis A [Jrecent weight Loss
‘[ ansphylaxis [ brug Addiction [CHepatitis Bar C [ reral bialysis
[ aremia [} Easily Winded [ lHerpes [T rheumatic Fever
[ angina [C1Emphysema [ High Blood Pressure [ Rheumatism
[7] arthritis/Gout [(epilepsy or Seizures [CHigh Cholesterol [} scarlet Fever
] artificial Heart Valve [[]Excessive Bleeding [IHives or Rash [l shingles
(7} Artificial Joint [[] Excessive Thirst [ClHypoglycemia 1 sickle Cell Diseace
[ asthma [C1Fainting Spelis /Dizziness [Cirregular Heartbeat [ sinus Treuble
‘[_1Blood Digease [CJFrequent Cough [Clkidney Problems ] spina Bifida
D Blood Transfusion [l Frequent Diarrhea [T Leukamia {1 stamach/Intestinal Disease
[} Breathing Problems I Frequent Headaches T Liver Disease Cstroke
[ Bruise Easily [} cenital Herpes [[ILew Blood Pressure [ swelling of Limbs
[ ] Cancer [C] Glaucoma [Ctung Disease [CIrhyroid Disease
[ chemotherapy [IHay Fever ritral vatve Prolapse Clronsitits
[ chest Pains [CJHeart attackFaiure [ osteoporosis 1 ruberculosis
] cold SoresFever Blisters CIreart Murmur [CIPain in Jaw Joints [CJrumors or Growths
m Congenital Heart Digorder [C1Heart Pacemaker [ Parathyroid Disease ulcers
Tl corvulsions [CIreart TroubleMiseass [1Psychiatric Care [Jvenereal bisease
[ vellow Jaundice [Oaic [ 1sleep Apnea ] cERDfAcid Reflux
Have you ever had any chronic or serlous illness not listad O Yes (ONo
above?

To the best of my knowledge, the gusstions on this form have been accurately answered. I understand that providing incorrect informetion can be dargerous to my {or
patient's) health, Itis my responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X

Date:




. Dental Héalth' History

“What is _yéur chief concern or problem at this time?

Do you have dental or facial pain? Yes_ No___
Are you interested in comprehensive care? Yes . No_
Ateyou. apprehenszve about dental care? Yes No

Are you lookmg to Improve the appearance of your teeth? - Yes  No =

Cold? Yes No___
Hot? Yes © No_
Sweets?  Yes. No
Biting Yes  No -
What area? Upper Lower Right Left
Do you have problems with your jaw or joint? (TMJ) Yes  No.
Are you aware 6fj jaw clenching/teeth gnndmg‘? Yes = No
Do you believe it is unportant to save your teeth? Ye,s____No;__‘

How often do you brush your teeth?
How often do you floss your teeth?
What is the approximate date of your last dental visit?

Whom may we thank for referring you to our office?

Please help us get to know you and your family better:

Do you work outside the horne‘7 ‘Who do you Work for?

What hobbies do you have?

- Are you married? - What is your Spouses name”

Do you have children? -~ What are their names?

What do you find most difficult during: dental v131ts‘7

Do you have any special requests?

Are you tired of answering questions?

Signature__ Date’

Signature - ; Date _

Signature ' . Date



NOTICE OF PRIVACY PRACTICES-- ACKNOWLEDGEMENT
We keep a record of the health care services we provide you. You may ask to see and copy that record.

you may also ask to correct that record. We will not disclose your record to others unless you direct us to do
so or unless the law authorizes or compels us to do so. You may see your record or get more information about it
by contacting [name or title of Privacy officer].

Our Notice of Privacy Practices describes in more detail how your health information may be used and

disclosed, and how you can access your information.
By my signature below I acknowledge receipt of the Notice of Privacy Practices.

Patient or legally autherized individual signature Date Time
Printed name if signed on behalf ol patien: Relationship
(parent, legal ¢ ]

{Notation, if any, by staff)
This form will be retained in your medieal record.
Last update 4/1/03
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