Thw. 09:13 AM

‘

PATIENT REGISTRATION

15: Chart ID:

First Namg: Last Name:

Preferred Name:

Patient Is: f:j Policy Holder m Responsible Party

DATE 1/13/2015

Middle Initial:

Responsible Party ( if someone other than the patieat )

First Name: Last Name:

Middle Initial:

Address:

Address 2;

City, State, Zip:

Home

Work Phone:

Phone: -

Birth Date: Soc Sec:

i |Responsible Party is also a Policy Holder for Patient

[jPrimary Insurance Policy Holder

Pager:

Ext:

Drivers Lic:

[ ISecondary Insurance Policy Holder

Patient Information

Address:

City:

Home

Work Phone:

Address 2:

State / Zip:

Pager:

Phone:
Sex:]_|Male i |Female

Birth Date:

E-mail:

Marital Status:{_}Married
Age:

1 ]single

Soc Sec:

Ext:

Cellular:

S Divorced | |Separated | | Widowed

Drivers Lic:

{11 would like to receive correspondences via e-mail.

Section 3

Section 2

Employment m Full Time
Status:

Student Status:{ 1 Full Time

[ {Part Time
I Part Time
Medicaid ID:

Emplover ID:
Carrier 1D

Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

M Retired

Spouse Name

Employer

Parents Name

Primary Insurance Information

Name of Insured:

Insured Soc. Sec:

Insured Birth Date:

Emplover:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to Insured:{_}Self

[:f Spouse [ JChild

Mother

Ins. Company:

Address:

Address 2

City, State, Zip:

Rem. Deduct:

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Tnsured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Relationship to Insured:]_|Seif

{Tispouse [ lChiid

E} Other

Ins. Company:

Address:
Address 2:
City, State, Zip:




Time 132 AM Er8. Presuttl, Deross, And Booth Date $13/2013
Eaglesoft Medical History
Pationt Name: Birkh Daber Date Ceatad:

A¥naugh dental personnel prinedly troot the 260z In and arsund your mouth, vour mouth & 2 Fert of vour entirs body., Hecshh problems that you may hove, or
medication that you ey be taking, could have an mporkent mtm&hﬁmﬁm with the dentisbry you will receive.  Thank you for answering the following guestions.

&re you under a physician'’s care now? &% Yes & Ho
Have you ever boen hospitelized or had & majﬁr 5 Yoo (0 No
operation?

Have you sver had & serious haad or neck injury? & Yes 4 Ro

#re you teking eny madications, pils, or drags? % Yas 4 Ho

e your take, or have you talen, Phep-Fon or Reduw? & Yas ) o

Hawe you ever inken Fosamax, Bonbva, Actenst ar &% Yes (7 Ho
any other medications containing bisphosphonates?

Are you on 3 special diel? % Ve & Ho

Do you use tebacco? & ez 5 Ho
Wornan: Are you...

[ pregnant{ Trying to get pregnant? 2 Hursing? ¥ Taking ore! contraceptives?
Are you allevgic to ey of the folowing? .

B} Aspirin B perciitn B acryiic

[ it Eatex [ bocal Anesthetics

Othar? il

Bo you use controlied substances? & e 42 Mo

D&ysm have,mﬁaveym hﬁé a:fw.”ﬁ%efnibwmg?

AIS{HIV Positive %) Yes (U No | Cortisone Medicne  © Y35 @ N0 | Hemophilia & Yes Mo |Radiation Trestments & Yes & Ho
AlFheimers Dissase @ Yes i3 Mo | Dighetss 5 Yes B HC | Hepatitis A {f ez (SN0 | Recent Weighttoss & Yes & o
! fnaphylaxis & Yez B fe | Drag Addiction T Yes §HNo  |HepaiitisBor O @ Yes B ND | Renal Dialysis & Yes {5 Ho
 Anermia €3 ves 5 N0 | Easily Winded & Yes @Ne | vorpes @ Yos @ Mo | Rheamatic Faver & Yes o
 Angina & Yes (N0 | Emphyserma % Yes O No | wigh Blood Pressure € Yes €9 Ho | Rhemmatism & Yes i Ho
Arthritis/Gout 45 Yes @ Ne |Epilepsy or Seizures ) Yes Mo | figh Cholesterdt @ Yes @ie | Scaret Faver & Yos § o
artificisf Haart Velve 1 Yes 000 |Seossive Bleeding @ Yes N0 | Hives or Rash £ Yes e | Shingles € Vo3 Gido
Artiiciad Joint £ ¥os @3 N0 | Buressive Thirst ves BN | Hypoghycemia Y5 (B N0 | Sickle Colf Disease & Yes {5 Ko
| Asthma & Yes @ No | Faintiog Spelis/Diziness & Ye= @ Mo | Treguler bsorbeat (0 Yes @0 | Sinus Trouble @ Yes £5 o
' Blond Bisezse i Yes @ No | Frequent Cough & ¥es B No | Kidnoy Froblems € Yes @ Mo | Spine Bifids &5 Yes €1 %o
‘Gipod Trencfusion @ Yet BN |frequont Disrhee B Y 80 |ievkemie ©Yes G o |Sewadyintesting Deease ) Yes @ Mo
Breathing Problems 8 Yes @ No | Frequent Headacthes © Y5 N0 | biver Disease i Yes Mo | Stroke 1 Yes & Mo
Bruise Fasily @ Yes fHo | Genital Herpes & ¥es M0 |row Blood Pressure 5 Yes (B Mo | Swelimg of Limbs @ Ves B Ho
Cancer €@ Yes Do | Glascoma & Yes $i Mo |Lung Disoase % ¥es @ ¥o | Thyroid Disease € Yos & No
| Chematherapy 85 Yes N0 | Hay Fewer & Yes € No | Mitrat Vialve Prolapse (B Yes N0 | Tonsithis & Yes @ Mo
| Chast Palns @ Yes 89 No  |Heart AttediiFafiure @) Yos ) No | Osteoporsdis & ves B Mo | Tubsrculesis & Yes & Mo
Cokt SuresfFever Bisters ) Yes © Ho | Hoart Muormur & Yoo DNo | Pain in Jaw Joints @ Yes D W0 | Tumors or Growths @ Yes o
Conganital HeartDisorder ) Yes B N | Hoart Pacemaker & Yes No | Parcthyroid Disezse @ Yes i%e | Ulcers & Yes & lo
Convulsions @ Yes @ 8o | Heart Troubly/Disease ©F Yor Mo | Poychiatic Care @ Yes ¥ HC | Venersst Disease & Yas 5 Ho
vellow Jaundice i Yes & Ho

% Yoo it He Fyes

Have yeu aver bad any serious Hlness not listed

et

To the best of my knowledge, the guestons on this form hove bees accurstely eneowered. Fundesstand that providing Incorrect nformetion can be dangerous ta roy {or

~Sigrature of Palient, Parert oy Guardizn:

X Date:

1
:

prtient'ss health., & B my responsbiy to nform the dental office of any dhanges b medicst states.




