TIME 2:08 PM Highland Family Dentistry Pc DATE 62172011

MEDICAL HISTORY

PATIENT NAME Birth Date

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

Are you under a physician's care now? Yes Mo If yes, please explain:

Have vou ever been hospitalized or had a major operation? Yes Mo  If yes, please explain:

Hawve you ever had a serious head or neck injury? ves Mo If yes, please explain:

Are you taking any medications, pills, or drugs?  Ye&s Mo If yes, please explain:

Do vou take, or have you taken, Phen-Fen or Redux? Yes Mo

Hawve you ever taken Fosamax, Boniva, Actonel or any

other medications containing bisphosphonates? Tes No

s Women: Are you
Are you on a special diet? Vs Ho Pregnant/Trying to get pregnant? Mursing?

Do you use fobacco?  Yes He Taking oral contraceptives?

Do yvou use controlled substances?  Tes Mo
Are you allergic to any of the following?
Apirin Penicillin Codeine Acrylic KMetal Latex Local Anesthetics Sulfa Drugs

Other If yes, please explain:

Do vou have, or hawve yvou had, any of the following?

AIDS/HIV Pasitive Chest Pains Freguent Hesdaches Hypoghyoemia Rhewmatic Fever
Alzheimer's Disease Col Sores/Fever Blisters Genital Herpes Irregular Heartbeat Rivermatism
Anaphylaxis Congenital Heart Disorder Glaucoma Kidney Problems Scarlet Fever
Ansmis Conwulsions Hay Fewer Leukemia E-r.ir-;lai p—
Angina Cortisone Medicine Heart Attack/Failure Liver Diseass :;{:EI:T:ﬂallb?;ﬁﬁ
Arthiritis/ Gout Dizbetes Heart Murmur Low Blood Presswrs Spina Bifida
Artificizl Haart Walve Crrug Addiction Heart Pacemaker Lung Diseass Stomach/Intestinal Disease
Artificial Joint Easihy Winded Heart Trouble'Disegse Mitral Valve Prolapse Stroke

Asthma Emphysema Hemophilia Osteoporosis Swelling of Limbs
Blood Diseass Epilepsy or Seures Hepatitis A Pain in Jaw Joints TI‘-}.rI{_:ui.:P-iaaase
Blood Transfusion Excessive Bleading Hepatitis B or G Parathyroid Disease E?;;:E:;I;aia
Breathing Problem Excessive Thirst Herpes Psychiatric Care Tumars or Growths
Bruise Easihy Fainting Spells/Diziness High Blood Pressure Radiation Treatments Ulcers

Cancar Frequent Cough High Cholesteral Recant Wisight Loss Venareal Dicease
Chemotherapy Frequent Dizrrhea Hives or Rash Renal Diahysis “ellow Jaundice

Hawe you ever had any serious illness not listed above? ez No If yes, please explain:

Comments:




PATIENT REGISTRA TION

Last Name:

Middle Initial;

1D Chart |D:
First Mame:
Patient Is: Policy Holder

Responsible Party
Responsible Party (if someone other than the patient)

Prefered Name:

First Mame: Last Mame: Middle Initial:
Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec Drivers Lic

Responsible Party is also & Policy Holder for Patient

Primary Insurance Policy Holder

Secondary Insurance Policy Holder

FPatient Informaticn

Address: Address 2:
City: State / Zip: FPager
Home Phone: Werk Phone: Ext: Cellular:
Sex: Male Female Marital Status: Mamried Single Divorced Separated Widowed
Cth
Birth Date: = Age: Soo Sec Drivers Lic
E-mail: | would like to receive comespondences via e-mail.
Section 2 Section 3
Employment Status: Full Time Part Time Fetired Additional CdRfRERE:BY;
Frevious Dentist:
Student Status: Full Time Part Time Emergency Contact:
Medicaid 1D Pref. Dentist: Emergency Contact #:
Employer 1D: Pref. Pharmacy,
Camier 1D Pref. Hyg.:
Primary Insurance Information
Mame of Insured: Relaticnship to Insured: Self Spouse Child Other
Insured Soc. Sec Insured Birth Date:
Employer: Ins. Company;
Address: Address:
Address 2: Address 2:
City, State Zip: City, State Zip:
Rem. Benefits: .00  Rem. Deduct: .00
Secondary Insurance Informaticn
Mame of Insured: Relationship to Insured: Self Spouse Child Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company;
Address: Address:
Address 2: Address 2:
City,State, Zip: City, State Zip:
Rem. Benefits: .00  Rem. Deduct: .00
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