PATIENT REGISTRATION

First Name: Last Name: Middle Initial:
Address:

City: State: Zip:
Home Phone #: Work #: Ext Cell #:

Date of Birth: Age: Male: Female:
SS #: Driver Lic. #: State:

Email Address:

Last Dental Visit:

INSURANCE INFORMATION

Responsible Party (if someone other than the patient)

First Name: Last Name:

Address:

City: State: Zip:
Phone #: Relationship to Responsible Party:

Date of Birth: SS#:

Insurance Company:

SUBSCRIBER INFORMATION

Group #: Member ID #: SS #:
Employer: Policy Holders Name:

Occupation: DOB:

Address:

City: State: Zip:

In case of emergency, list your nearest relative or friend not living with you:

Name:

Relationship:

Address:

Phone #:

How were you referred to us?

Friend/Family:

Yellow Pages: Marietta book

Insurance Company:

Canton book Drive by Billboard Internet Other



1st Choice Dental Care

MEDICAL HISTORY

PATIENT NAME Birth Date

| Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that ybu may
' have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

| following questions.

Are you under a physician's care now?

Have you ever been hospitalized or had a major operation? (
Have you ever had a serious head or neck injury? ! ) Yes (

Are you taking any medications, pills, or drugs? ! Yes

U Yes () No If yes, please explain:
» Yes () No Ifyes, please explain:

" No Ifyes, please explain:
) No If yes, please explain:

~
\
—

Do you take, or have you taken, Phen-Fen or Redux? ! ) Yes () No
Have you ever taken Fosamax, Boniva, Actonel or any -~ —
other medications containing bisphosphonates? - Yes L) No
Are you on a special diet? (_ ") No
Do you use tobacco? ) No
Do you use controlled substances? ) No
~\Women: Are you
~ Pregnant/Trying to get pregnant? () Yes ( ) No Taking oral contraceptives? () Yes () No Nursing? ) Yes |’ No
~Are you allergic to any of the following?
| Aspirin L Penicillin [ ] Codeine [} Local Anesthetics [J Aerylic [ Metal [ Latex [_] Sulfa drugs
| Other If yes, please explain:
Do you have, or have you had, any of the following? s
- AIDS/HIV Positive "\ Yes -’;.» No | Cortisone Medicine () Yes () No | Hemophilia : ) Radiation Treatments “1 Yes i No
- Alzheimer's Disease (_) Yes () No | Diabetes \:/ Yes (;) No | Hepatitis A ) ) Recent Weight Loss () Yes (3 No |
Anaphylaxis ‘) Yes () No | DrugAddiction () Yes () No | Hepatitis BorC { & Renal Dialysis ™ Yes ()'No
Anemia _) Yes () No | Easily Winded (:/ ; No | Herpes & i Rheumatic Fever i Yes "1 No
Angina (_ Yes () No | Emphysema f:\ & No High Blood Pressure () Yes (_! No | Rheumatism i Yes No
Avrthritis/Gout _'Yes {_) No | Epilepsy or Seizures () ) No | High Cholesterol ) Yes :_) No | Scarlet Fever ) Yes 3 No
Artificial Heart Valve ' Yes () No | Excessive Bleeding () (_} Ne Hives or Rash " Yes (_- No | Shingies ) Yes No
Artificial Joint () Yes (_) No | Excessive Thirst ) (_) No Hypoglycemia Yes Sickle Cell Disease ) Yes i No
Asthma ¥ Yes No | Fainting Spells/Dizziness-‘.:‘; ) No | Irregular Heartbeat Yes Sinus Trouble ") Yes ) No |
Blood Disease & Yes No | Frequent Cough () () No | Kidney Problems Yes Spina Bifida & Yes i i No |
© Blood Transfusion "} Yes :_) No | Frequent Diarrhea ( Yes ) No | Leukemia Yes Stomach/Intestinal Disease ~: Yes i No |
Breathing Problem _:Yes (_) No | Frequent Headaches () Yes (_) No | Liver Disease () Yes (_ Stroke ) Yes 1 No |
Bruise Easily _ Yes () No | Genital Herpes () Yes () No | Low Blood Pressure () Yes () No | Swelling of Limbs ) Yes (" No |
. Cancer Yes () No | Glaucoma ("' Yes (_) No | LungDisease ) Yes {_ No | Thyroid Disease ) Yes ) No |
' Chemotherapy (") Yes () No | Hay Fever () Yes () No | Mitral Valve Prolapse () Yes () No | Tonsillitis () Yes (_: No |
Chest Pains ) Yes () No | HeartAttack/Failure (0 Yes (' No | Osteoporosis () Yes () No | Tuberculosis (_)Yes {_iNo |
. Cold Sores/Fever Blisters | Yes (_} No | Heart Murmur ) Yes () No | PaininJawJoints () Yes Tumors or Growths () Yes (i No
. Congenital Heart Disorder(_) Yes () No | Heart Pacemaker () Yes () No | Parathyroid Disease () Yes leem, . () Yes  :No
' Convulsions (") Yes (_) No | Heart Trouble/Disease (_) Yes (_) No | Psychiatric Care (") Yes (" Wehetenl Disas LJYes L) No
: = = Yellow Jaundice t)Yes () No!

Have you ever had any serious illness not listed above? () Yes (_) No

Comments:

' To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

| SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Welcome to First Choice Dental Care!

We appreciate the opportunity to assist you with your dental needs. Our goal is to provide
you with the best dental care available in an efficient and professional manner. Together
we can accomplish this goal. Please read each of our policies and initial or sign and date
where indicated. Thank you for choosing our dental office! We look forward to a long
relationship with you and your family.

FINANCIAL POLICY: I understand that payment is expected at time of service. I assume
all financial responsibility for treatment rendered. Cash, Visa, MasterCard, Discover, and
American Express are accepted forms of payment. If insurance is being filed, the deductible
and co-pay are expected at time of service. I am responsible for any balance not covered by
insurance. We do not accept checks.

Initials

CANCELLATION POLICY: If you are unable to keep your scheduled appointment, a
2 business day notice is required. There will be a charge of seventy five dollars (§75.00) for
any appointment missed or canceled without a 2 business day notice.

Initials

INSURANCE: As a courtesy to our patients, we will file your insurance claim. I authorize
the release of any information to my insurance company and assign all insurance benefits
directly to First Choice Dental Care.

Initials

DEFAULT: If you do not make payments on your account in a timely manner or refuse to
pay your account balance, you will be sent to collections. In the event of default you will
be responsible for all costs incurred in collecting your balance.

Initials

MINORS: If your child is under the age of eighteen (18), a guardian must be present during
treatment. We will not begin treatment on a minor without a guardian present.

Initials

[ have read and understand all of the above policies.

Date Signature




