Patient Registration 32

PREMIER DENTAL
eap S L ECER V=] (CEBEFRETTRALLEEL) Today's Date (af1) / / Last Visit Date (simozsa) / /
Name (%) Last () First (%)
DOB (:450) / / Age ()
w2 Be0c VM EANTIZE, Male (%) Female (20

seen by us

(HERICBRINTVSTRE)

#SS Email Address
(V=ovbeFaUT4—&S) (X—JUF7RLR)
Home Address 1
€3]
i . P FREETFS
Other family members Previous / HBNEBBEETEL

Present Dentist
(FIE - BEDDDDDIFDERE)

Where&when are best times to reach you? (TEiEHEZHZ TREL)

%2200 VEANTREE D,

THRLEDEESE EX—ib [ |BEEE | | #EEE | | 9HkES
THRL DB T F & ( BE ZOf: )

Whom may we Thank for referring you? (EERZEDLSICLTBHDICEDFE LD ?)

%200 VEANTREE D,

(if diferent from above)

BREIVIY VALY—2R S4FNTR FL7AVHAFE zoft ( )
k- RADEN ( )

Parent Information (#z=E%) XEZHTDDDIC \/7&)\1’1(<7'C“z_\‘t,\0

Mothers Name P

(BEEORS) Last (4) First ()

DOB / / #SS

(€2:32]1=)) (V—vrlbeFalT—ES)

Fathers Name :

(BREORE) Last (%) First ()

DOB #SS

(£EER) (V—yrlbeFalT—&ES)

Employer - -

(B Mother (&88#) Father (5R1) Other (zofh)

Address (&7 1 ERBBBADH

Home Phone Work Phone
(BE&ES) (BEYDHIEBEE)
Cell Phone Email Address
(EHES) (A=JLT7RLR)

Relathionship of Guarantor to Patient (&&c i)

Parent(®)

Other (zoft) (

NEXT b p



Insurance Information (Rki53R) XEZHETDHDDIC J%)&ﬂtﬁt“éb\o

Dental Coverage? Do you have a secondary Insurance?

Yo N Yes No
(BERHARRNN—SNETH?) es ° (BRRALCMATNTVERTN?)
Insurance Co. Name
(REBEETR)
Group #
(Plan, Local, or Policy#) |nsuranze C:O- |:h0ne
(DI—TES) (RIRR1TBFEES)
Insured's Name Relation
(RERERR) (fFEHR)
Insured's Birthdate / / Insured's ID#
(RERELEFEARD) (EERBREIES)

Medical History (gmss) xzuT o0l v EANTIZEL,

1. Do you have a personal physician? 7. Is your general health good?

Yes No - Yes No
(FPEU—RIT—BFBLFEIN?) (HFBFBIFTTH?)
2. Date of last visit. 8. Has there been a change in your health within the last year?
(BFEDREZHIFVNDTUEN?) / / (BE—FLIRICREDZEHBDELIZN?) Yes No
9. Have you been hospitalized or had
)
3. (%gﬁ%;?r s Name a serious illness in the last three years? Yes No
(BE=ELARICARECIFERDRBRDBDETH ?)
4. Phone 10. If yes, why?
(BFEES) (NRBRFTFRA)
5. Are you being treated by a physician now? Yes No
(REEECHNOTVEITH?)
6. If yes, why?
(BHF/IFRER)

Please indicate if you have experienced any of the following. (Fog@nabETH?) XEZHTDHDHDIC J*@‘Nﬂ‘c<f:“émo

11. Chest Pain (angina)? 18. Difficulty swallowing? 26. Blurred vision?

Bl SIEEE

KBS

1 1
: :
69978 (BRIDME) X FNCEY | HIHE
I I
I I
12.| | Swollen ankles? Lo19. ;fl"hg?’ cct)nsltle,atlon, ' 27.] | Seizures?
SEDDH ! ood in stools? ! vEDIF
, TR (ERE X
I I
! ! 28. Excessive thirst?
13. :B}%’t"ess of breath? ' 20.| | Frequent vomiting, nausea? ! B D EDEE
= ! SEEIIRIE, MHER !
I I
I I
. . 29. ination?
14. | Recent weight loss, Lo21. Difficulty urinating, | 9 ggquent urination?
fever, night sweats? X blood in urine? | e
2HKREORD. . BT | BERUIZKL), MR |
I I
I I 30. Dry mouth?
22, izzi ? ! &
15.| | Persistent cough, | g;z&mess | PR
coughing up blood? ! !
LDV, i L i 31. ice?
| 23 Ringing in ears? | ;ﬁl;gundlce
: Higb :
16. Bleeding problems, ! !
bruising easily? . 24, Headaches? | 32. Joint pain, stiffness?
FHEMM, HEHTEPTL ! - ! M. Bt
I I
I I
17.| | Sinus problems? ' 25.[ | Fainting spells? !
I I
I I

NEXT )




BETROFER. ERESRFETID. FRBBEICERISHVETH? XZETHDBDIC \/7227\1’1'C<7':“‘6L\o

33. Heart disease?
DR

43. Family history of diabetes,
heart problems, tumors?
RENICERRB. DR, FEEs

55. Psychiatric care?
FERIAE

4. ? .
3 Heart attack, heart defects 56. Radiation treatments?

DR, DR 44.| | AIDS N
IAA G EmE mERER
35. Heart murmurs?
DS 45, Tumors, cancer? 57. Radiation treatments?

E5. = =20

36. Rheumatic fever?
U FH, 46. Arthritis, rheumatism?

e, USTF 58.| | Prosthetic heart valve?

AT DER
37. Stroke, hardening of arteries? R

fizReh, EDARRE(L 47. Eye Diseases?
Sl 59. Artificial Joint?
38. High blood pressure? AT 98
BImE 48.| | Skin diseases?
IR Holioatio oo
39.| | Asthma, TB, emphysema, 60. I)-\Iﬁo%spltallzatlon.
other lung diseases? 49. | Anemia?
A%, BB, Z DO am
61. Blood transfusions?
40. Hepatitis, other liver disease 50.| | VD (syphilis or gonorrhea) ? i

FF. Z DA AT M (55, H)
. rgeries?

41. Stomach problems, ulcers? 62 g#} geries

BORT. EE

51. Herpes?
BEANILANZR

63. Pacemaker?
R—=ZA—H—

42*, Allergies to: drug, foods,
medications, latex?
FUILE—  ER - BF - NRE. JLE
42FBDEBRTYesDIHFA.
PUIE—DERDTHEDFEATTH?

52. Kidney, bladder disease?
BhER. BiEER

53. Thyroid, adrenal disease? 64. Contact lenses?

please list drugs/materials that you are allergic to: KRR, BIER VI IRVYX
54. Diabetes?
HEFRIR
RETREFEAXIERALTVETHL ? KZETHHDIC \/%J\TI"CG'C“'&LAO

68. Alcohol?
EZ 7)La—I

67. Tobacco in any form?

&

65. Recreational drugs?
FREE. HERAIZEY

66. Drugs, medications, Please list
OTC medicines(including Aspirin), GUELT<IZELY)
natural remedies?

EZR(PAEUYEHED) —)

Do you have or have you had any other diseases or medical problems NOT listed on this form?
(BB 1 ~B8 LIANDRI PEEEBHETITh P2 FFRRNBDEIN?)

If so, please explain

(TEBLEELY)

THEDOHFEEZLFEEL

69. Are you or could you be pregnant or nursing? 70. Taking birth control pills?
HERIPIEA R TH oD, FIlFZ DA EMNRDDETH? BESEERATONEID?

NEXT )




Dental History (s#izs)

%2730 YV EANTIEE,

71. Why have you come to the dentist today mEp Please explain

(SREESIFTVELIEN?) (TEBL L)

72. Do you require antibiotics before dental treatment? 73. Are you currently in pain?
CHERIDAEYEFURETTH?) Yes No (BHEBOETNH?) Yes No
74. Have you ever had a serious/difficult problem associated m) If so, please explain
with any previous dental work? (THBI< LY
(CNFTICRIEDABTANEREBEFHOFELIEN?) Yes No
(Bl : REYCRHDBLIEO - RBDIEHEDMHEN O - IREHENEH M IEESHEN Ol - ABPTHHELIEONR)
75. Have you ever hiad gum treatment? T B e ooy
(EEF - EEEROARELLCEEBOFTN?) P yourjaw ] ‘
Yes No (H(BT)ICEHPEEERULCEFBDETN?) Yes No
i . i ile?
77. Your current dental health is Good Fair Poor | 78- Do you like your §mllg.
(REDEDRERES?) (BLY) (&) @) (FEofEEDWEWEDRAHITHELTVETN?) Yes No
79. Do your gums ever bleed? 80. How many times a week do you floss? .
(H<CENBIMULT EEBETH?) Yes No (BABEKSVIOREE>TVFTH?) . CI |
81. How many times a day you brush? . 82. Type of bristles?
(—BEmE#LEELEFTH?) eeeeee- B 1H (CEADETSV D) Soft Medium Hard
83. How long do you use o (once a/in  weeks) | 84. Are your teeth sensitive to heat, cold,
a toothbrush before replacing it? BEIC—E<SL or anything else?
(BETSVFENKSVEALIZE. HLLBDICEITVETH?) (BT DEIFHACEDL - AL PEDMICHEETIN?) Yes No

85. Have you lost any teeth?

mm) 86.
(ERESTCEFBDETH?)

No (A

Yes

If yes, why?
)

YERETIE. HIPAA ACT (EIATBERIREE) ICAI>DTEELTHEVET,

FLFENBREZLEICEHIDENDDDCEZERL. BABRRECHIDBROEEDIE—ZRITWMOR U,

To the best of my knowledge, | have answered every question completely and accurately,
I will inform my dentist of any change in my health and/or medication.

FOHMBRY IcH T, FEMICBZEL, ERICERT L, BRKEPREDOT(L. EEREBICRELET,

Patient/Parent/
Guardian Signature

(REEXFBEER)
HEBERD | SEARBOHE FRES

Date () / /

EELLZVEE

S IWIZlEEF LT,
MCHDODED

—

(-

2

SV E U,

OFFICE USE ONLY

I verbally reviewed the medical/dental information above with the parent/guardian & patient named herein.

Initial

Date / /

Doctor's Comments




