Beverty A. Whss, DD, DENTAL REGISTRATION & HISTORY
j40'/ Sitshere Botleoard
Suite 7740
Beverty Hits. G.A 90272
70 -278 -5504

Patient Information

Dental Insurance

Date__ ID#S5R Who is responsible for this account?

Patient Relatioriship 1o Patient
Address Insurance Ca.
Group #
Cry Hate Zp is pationt covered by additional insurance? [JYes [Jno
Sex:{JM (JF Ags Birthdate : Subscriber's Mame _
[(Isingle {IMariad [JWidowed []Separated [[] Divorced | Birthdate S5#
Qocupation . | Relationship to Patiet
Employar, nsuranca Co
Employar Acdress Group ¥
. ASSIGNMENT AND RELEASE ’
Empiayar Phone ( } ‘ §, the urklsrsignad corily that ¥ (or my dependent) have nsumnce ooverage
Spousa’s Name with and sssign diecliy 1o |
' ) D, ail bhsurance benefis, i e
Birthdale, 854 mwmamwﬁebm{orwmsremmlmwmtmﬁwg g
Occupation responsible for il chargus wheifier or not pald by Ingurance. | hereby authorize  §
| the dovlor W eddosse olf infernaton recassiry Jo seowe the payinent of
Spouss's Employer bensfis. | authorze the use of this sisaturé qn all inawance subrdssions.
Whom may we thank for referring you? s Baspongble Pary Signatlre

Relationsitp Date

|
Home{ ) Work ) Ext (Cell Phone - y

, Email address ,
N CASE OF EMERQENCY, COMTACT {Specify someone who doag not live in your househald.)
Name . Felationship,

Heme Phane { } Work Phona ( }

« Burning sensation ) 10088 testh or broken
Feasonfortoday'svisit, on tongue Tves [[INo fillings Yes [INo
Choew on one side ’ Mouth breathing Yes [ INo
: of mouth [OYes [INo  mouthpain, brushing [1Yes [INo
Former Dantist Cé?:;fm* piipeiné Clves [JNo  Orthodontic treatment Clyes [INo
~ Pain arcund aar Cives (ko
Cty/State Oicking ar popping jaw  L1Yes LINO  pootontal treatment [ Yes [No
Dry mouth [JYes [INo ﬂ‘ v

Oate of last dental visit Fingemal biting ClYas [INo  Sensiivity o cdl CJYes [INo
Food coltaction between . Sensltivity o heat ClYes [INo
Date of fast dentel Xerays .o the teeth [JYes [JNo  Sensitivity fo sweats Clyes [INo
Place a mark on "yes” or "o W indicete . Forsign objecis Jvas [INo  Sensitivitywhenbiting [JYes [JNo

vou have had any of the following: Grinding teeth [lYes [JNo  Soresor growths in \
Bad breath {Jves [INo  Gumsswollenortender []Yes [JNo  Yyourmouth - Cves [ONo
Biseting gums Cives [INo  Jaw paln or tiredness [Cves [INo Howoflendoyoutioss? .

Biisters on lips ormouth [ Yes [JNo Lip or cheek biting JvYes [[INo  How cften do you brush?




Confidential Hearm History Form -

Patient Name: First

Mi

Last
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Today’s Date ‘

I Circle appropriate answer {leave blank if you do not understand the question)

1.

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Is your general health good?

Date of Birth ‘

1 NO, explain

Has there been a change in your health within the last year?

If YES, explain

Have you gone fo the hospital or emergency room or had a serious illness in the last three years?

If YES, explain
Are you being freated by a physician now?

If YES, explain___

Reason for exam

Date of last medical exam?

Have you had problems with prior dental treatment?

I YES, explain

Date of last dental exam

Are you in pain now?

Name of last treating dentist

If YES, explain

Have you experienced any of the following? (Please circle Yes or No for each)

Blood in stools

Diarrhea or constipation
Frequent urination
Difficulty urinating
Ringing in ears
Headaches

Dizziness

Blurred vision

Bruise eatily

Cosmetic surgery
Surgeries

Hospitalization

Diabetes

Family history of diabetes
Tumors or cancer
Chemotherapy

Rodiation

Arthritis, rheumatism
Emphysema or other lung disease
Kidney or bladder disease

Yes / No Chest pain {angina) Yes / No
Yes / No Fainting spells Yes / No
Yes /No Recent significant weight loss Yes / No
Yes / No Fever Yes / No
Yes / No Night sweats Yes / No
Yes / No  Persistent cough Yes / No
Yes /No Coughing up blood Yes / No
Yes /No Bleeding problems Yes / No
Yes / No Blood in urine Yes / No
Have you had or do you have any of the following? (Please circle Yes or Na for each)
Yes /No Heart disease Yes / No
Yes /No Family history of heart disease Yes / No
Yes / No Hear! attack Yes / No
Yes / No Artificial joint Yes / No
Yes / No Stomach problems or ulcers Yes / No
Yes / No Heart defects Yes / No
Yes / No Heart murmurs Yes / No
Yes / No Rheumatic fever Yes / No
Yes / No Skin disease Yes / No
Yes / No Hardening of arteries Yes / No
Yes / No High blood pressure Yes / No
Yes / No Seizures Yes / No

This information will not be released unless specifically authorized by patient.
Yes / No AIDS/HIV

Yes / No Anxiety

Stroke

Yes / No Depression

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

Are you dllergic to or have you had a reaction to any of the following? (Please circle Yes or No for each)

Yes / No  Aspirin Yes / No
Yes / No Darvon Yes / No
Yes / No Codeine Yes / No
Yes / No latex Yes / No
Yes / No local anesthetic Yes / No

Others

(Novacain or Xylocaine]

Valium
Demerol
Penicillin
Food
Erythromycin

Yes / No
Yes / No
Yes / No
Yes / No

Yes / No

Frequent vomiting

Jaundice

Dry mouth

Excessive thirst
Difficulty swallowing
Swollen ankles

Joint pain or stiffness

Shortness of breath
Sinus problems

Eating disorders
Osteoporosis
Thyroid disease
Asthma

Hepatitis

Sexval transmitled disease
Herpes

Canker or cold sores
Anemia

Liver disease

Eye disease
Transplants
Tuberculosis

Yes / No Treatment for emotional condition

Tetracycline
Yicodin
Percodan
Nitrous oxide

Metal
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V. Are you taking or have you taken any of the following in the last three months? (Please circle Yes or No for each)

Yes / No Recreational drugs Yes / No Tobacco in any form Yes / No  Antibiotics
Yes / No Overthe-counter medicines Yes / No  Alcohol Yes / No Sup!)!ements
Yes / No Weight loss medications Yes / No Bisphosphonate (Fosamax] Yes / No  Aspirin

Yes /No Cortico - Steroids

Please list alf medications you are currently taking

P

V1. Women only (Please circle Yes or No for each)

Yes / No  Are you or.could you be pregnant? If YES, what month?
Yes / No Are you nursing?
Yes / No Are you taking birth control pills?

VIL. Al patients (Please circle Yes or No for each)

Yes / No Do yoi have or have you had any other diseases or medical problems NOT listed on this form?
If YES, explain

Yes / No Have you ever been pre-medicated for dental treatment?
If YES, why

Yes / No Have you ever taken Fen-Phen?
If YES, when

Yes / No Is there any issue or condition that you would like to discuss with the dentist in private?
The practice of dentistry involves treating the whole person. If the dentist determines that there may be a potentially medically-compromised situation,

medical consultation may be needed prior to commencement of dental reatment.

1 authorize the dentist to contact my physician.

Patient’s Signature Date

Physician’s Name Phone Number

! certify that | have read and understand this form. To the best of my knowledge, 1 have answered every question completely and accurately. | will inform
my dentist of any change in my health and/or medication. Further, 1 will not hold my dentist, or any other member of his/her staff, responsible for any
errors or omissions that | may have made in the completion of this form. g

Signature of Palient (Parent or Guardian) Date Signature of Dentist Date

Medical updates

I'have reviewed my Health History and confirm that it accurately states past and present conditions.

Date Patient Signature Changes to Hedlth History Dentist Initials
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