HERITAGE FAMILY DENTAL - REGISTRATION AND HISTORY

PATIENT INFORMATION

Date:

Patient Name:

Preferred Name:

Sex: (LM (JF Date of Birth:
Legal Parent/Guardian:
Relationship to Patient:
Address:
City: Zip:
Phone - Home:
Cell:
Work: Ext:
Can you be reached at work? (JYes (JNo
Email:
Patient School:
(JFullTime  (JPartTime
Address:
City: Zip:

How did you hear about us?

EMERGENCY NUMBER

(Specify someone who does not live in household)

Name:

Phone - Home:

Work/Cell:

Relationship:

DENTAL INSURANCE

Subscriber’s Name:

Birthdate: SS#:

Relationship to patient:

Employer:

Insurance Co.:

Group #:

Does patient have additional insurance? (JYes (JNo
Subscriber’s Name:

Birthdate: SS#:

Relationship to patient:

Employer:

Insurance Co.:

Group #:

ASSIGNMENT AND RELEASE

PAYMENT IS DUE IN FULL AT THE TIME OF TREATMENT
Unless prior arrangements have been made

If this office accepts insurance, | understand that | am responsible
for paying any co-payment and deductible that my insurance
does not cover. | hereby authorize payment directly to Heritage
Family Dental of the group insurance benefits otherwise payable
to me. | understand that | am responsible for all costs of dental
treatment. | hereby authorize release of my information,
including the diagnosis and records of treatment or examination
rendered, to my insurance company. | have received a copy of
this office Notice of Privacy Practices.

Signature of Parent/Personal Representative Date

DENTAL HISTORY

Reason for today'’s visit:

Former Dentist:

City/State:

Phone #:

Date of last Dental Visit: Dental X-rays:

Place a mark on “yes” or “no” to indicate if you have had any of the following:

Has your child had difficulty associated with any previous (JYes [JNo
dental treatment? If yes, please explain:

ORAL HABITS:

Does your child have any oral habits? (JYes (JNo
If yes, please explain:

Does your child clench or grind? (JYes [JNo
ORAL DEVELOPMENT:

Has your child needed frequent use of liquid antibiotics? (JYes [JNo

Child’s age when first tooth erupted?

Has your child experienced teeth problems? (JYes (JNo
If yes, please explain:
Has your child had any injuries to his/her mouth? (JYes [ JNo

Has your child ever had orthodontic treatment (retainers/braces)? [ Yes (] No

When: Doctor’s Name:

ORAL HYGIENE:

Do you clean your child's teeth/gums? (JYes (JNo
Do you use a toothbrush to clean your child’s teeth? (JYes (JNo
Do you use toothpaste to clean your child's teeth? (JYes [ JNo
Does your child’s gum bleed when brushing? (JYes (JNo
DIET AND NUTRITION:

Is/was your child breastfed? (JYes (JNo
Does your child sleep with a bottle? (JYes (JNo
Does your child drink from a sippy cup? (JYes (JNo
Is your child on a special diet? (JYes (JNo
FLUORIDE ADEQUACY:

Do you have well water? (JYes (INo
Has it been tested for fluoride? (JYes (INo




HEALTH HISTORY

Physician’s Name: Date of last visit:

Have you ever taken any of the group of drugs collectively referred to as “fen-phen?” These include combinations of lonimin, Adipex, Fastin
(brand names of phentemine), Pondimin (fenfluramine) and Redux (dexfenfluramine). (JYes (JNo

Are you currently taking or have ever taken Bisphosphonates - Bone Health Medication? (JYes () No

Place a mark on “yes” or “no” to indicate if you have had any of the following:

ADD/ADHD (JYes [JNo | Cortisone Treatments (JYes () No | Psychiatric Care (JYes (JNo
AIDS / HIV (JYes [J)No | Cough, persistent or bloody (JYes () No | Radiation Treatment (JYes (JNo
Acid Reflux (JYes ()No | Diabetes (JYes () No | Respiratory Disease (JYes (JNo
Anemia (JYes (J)No | Epilepsy (JYes () No | Rheumatic/Scarlet Fever (JYes (JNo
Arthritis, Rheumatism (JYes () No | Fainting or dizziness (JYes () No | Sexually Transmitted Infection [ JYes [ JNo
Artificial Heart Valves (JYes [J)No | Headaches (JYes [JNo | SinusTrouble (JYes (JNo
Artificial Joints (JYes [JNo | Heart Murmur (JYes [JNo | Skin Rash (JYes (JNo
Asthma (JYes [J)No | HeartProblems (JYes [JNo | Swollen Neck Glands (JYes (JNo
Blood Disease (JYes () No | Hepatitis Type (JYes (J)No | Thyroid Problems (JYes (JNo
Cancer (JYes (JNo | Herpes (JYes (I No | Tonsillitis (JYes (JNo
Chemical Dependency (JYes (JNo | Jaundice (JYes () No | Tuberculosis (JYes (JNo
Chemotherapy (JYes (J)No | Kidney Disease (JYes (J)No | Tumor or growth on head (JYes (JNo
Circulatory Problems (JYes (JNo | LiverDisease (JYes (JNo or neck
Compromised Immune System (JYes ([ JNo | Mitral Valve Prolapse (JYes (I No | Ulcer (JYes (JNo
Connective Tissue Disorders (JYes (J)No | Nervous Problems (JYes (J)No | Weightloss, unexplained (JYes (JNo
Congenital Heart Lesions (JYes ([ J)No | Pertussis (Whooping Cough) [ JYes [JNo
Other:

Pharmacy Name: (Check all that apply.)

(J Aspirin
Phone: () Codeine
List any medications you are currently taking. () Food Allergy

() Latex

() Local Anesthetic

(J Penicillin

(J Sulfa

() Other:

PATIENT AUTHORIZATION

| understand that the information that | have given today is correct to the best of my knowledge. | also understand that this information
will be held in the strictest of confidence and it is my responsibility to inform Heritage Family Dental of any changes in my medical status.
| authorize the dental staff to perform necessary dental services that | may need during diagnosis and treatment.

Signature of Parent/Personal Representative Date

PATIENT UPDATE

I have reviewed all the information for the named patient on the opposite side of this page. Any changes are
noted on the other side.

GUARDIAN
DATE NO CHANGE CHANGE INITIALS
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