FAMILY DENTAL ASSOCIATES
PATIENT REGISTRATION & HEALTH HISTORY

DATE:

PATIENT INFORMATION:
LAST MAME FIRST MaME MIDDLE T TITLE
ADDHESS cITY STATE ZIF CODE
HOME TELEFHONE BUSIMESS CELL
SOCIAL SECURITY NUMBER DATE OF BIRTH Sk E-MAIL
DENTAL INSURANCE INFORMATION:
Are you covered by Denral Insurance? [ ves [ N Subscriber’s $5/10 &
Subseriber's Mame = R i
Subseriber's Employer Drental lnsucance
Insurance Mailing Addresa -
Teleplhione # Group # — Subscriber's DOB
Secandary Insurance (if applicable)
Subscriber's Mame: e Subscriber's S5/ID #
Subacriber's Employer Diental Insurance S anE
Insurance Mailing Address SRt
r“.'.]tphnnb# Grnup # Subscriber’s DOB
HAVE YOU HAD THE FOLLOWING: O ves [ No WOMEN ONLY;

B Eﬁ: .iT"Hm“ D Kidney Disease O Mimovahes Prolapss Are you pregnantd D Yes I-:l Mo

PRLLACTT - 1 ||:|
0 Angios = Epl‘:p!j" - r'li Hew long?
Dliabexs U Nervous Disorders (O Trrepular Heare Bear B

B Caices U siomach Disorders [ High Blood Pressure 3

[J Ancmla O Rheumaric Fever [} Scarlee Fever D you take birth concrol pills or bormone

B Arthriris D Thyroid Dhsease O Lung Disease supplements?

Asthria ol Hepaticis o Tuberculosis
L HIV/ AIDS  Liver Disease O Joine Replacement

MEDICAL HISTORY
Physician’s Name:

Have you ever been treated with radiation? [J Yes [ Na  Are you being treared with anything now?
Are you allergic t0? [ Penicillin [ Codeine T Movocaine  Ochert

Phone #:

D you cake amy prescriprion of over the counter drugs (including aspirin) on a regular basis?

If ves, Please lise:

:l‘ﬁ.-.i D]"-:n-

LDENTAL HISTORY

How long, since lasc deniml exam?

Drental concerns:

EMERGENCY CONTACT:
REFERREL BY:

TELEPHOMNE #;

SIGMATURE:




