r Seconol Dental Op'u/\,ﬁo NS

Dental Reglstration and Medical H/LSJCOV@

Patient nformation
Date: / /

Patlent Nanie:

Last Namee Flrst Nawe
Address
City State Zip Code
Soc. Sec. email
Sex [ malel] Female Age__ Blthbate / /

LI Married widowed [ Single [ Minor LlSeparate[] Divoreed

Whom May wWe Thank For Referving You?

[ understand that Second Dental Opintons s providing thelr dental acvise without benefit of a clinical examination
and therefore will hold them harmless for any treatment provideo should ( chose to proceed with the treatment the
sugggest. Because of HIPAA Federal regulations protecting your privacy, we wish to inform you that we will release no
tnformation about you without your consent. We are allowed to release this information to Your insurance company or
as necessary to get patd for our services. You can have aceess to Your vecords by stmply asking.

Patient Signature: Date: /

Phone Nuumbers

Howme ( ) Work ( ) Ext cell Phone ( )
Spouse’s Work ( ) Best Time ano Place to Reach You
IN CASE OF EMERGENCY Please Contact: Name: Relatlonshi
wtal HEEDT T F
1son For TodagtamdElone ( ) Work Phone ( )
Yes No ,
Buming sensatlon on tongue [ [ MWtﬁ Erfzatl/lm@ w Yes Dol
) ) ) . t ,
sk Convenient Appolntiment Thme Chew on one side of mouth O 0 Mﬁ;‘ dwéw Emi M@t Yes D No[d
P city/state Cigarette, pipe or cigar smoking 0 [ Cronorow Lcd‘rvem ment  Yes L1 Nol]
¢ of Last Dental Visit / / clicking or popping of jaw O o ?L,W;‘YD:;VLLT EZtY " e o EO U
4 of Last Dental X-ray  /  / Dry wmouth O 5‘3”0,:/“”% tyec r;ew Yes O NOD
Jou have any of the following: Fingernail biting . Yes Oned
| Breath Yes ND Foool Collection between the teeth LI I Sews)b WL Y to to Yes O No[l
M) v ves o Foreiom Objects 0O O S@ws%ti,\/u‘zg tohsweets Yes [ Nol
) . S tivity w )
sters on Lips mouth or tongue  Yes No Grinding teeth O [0 Sensitvity M@v/» BL M@M Yes [ No[J
Gums swollen or tender O [ Soreor Growths tn Mouth Yes [ No [

O O Jawpain or tivedness Ol [0 i) Sy 6o et iFloes

0 0 Lip or Cheek Biting O [ How Often do you Brush

[ [ Loose Teeth or Broken Fillings 0O O
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Health HLsto@

Physielan’s Name pate of Last visit  / / Tel. No. ( )

Have Yyou ever taken any of the group of drugs collectively referred to as “fen-phen?” These tnclude combinations of lontmin, Adipex,
Fastin (orand names of phenetermine), Pondimin (fenfluramine) and Redue (dexfenfluramineg) Yes O No [

Please place a mark on “Yes” or “no” to indicate if You have ever had or curvently have any of the following:

AIDS/HIV Yes [ No[] EP“@% Yes O No [ rRadiation Tx Yes O No O

Anemia Yes O NolO Fainting or Dizziness  Yes [ No O Resplratory Disease Yes U No U

Avrthritls Yes 0 Nog Glawcoma Yes [0 No[J Rhewmatic Fever Yes [ No [

Avrtifictal Heart valves Yes [ No[d Headaches Yes O No O Scarlet Fever Yes O No U

Avtificial Jolnts Yes O NoO Heart Murmur Yes O No O Shortness of Breath ves U ono U

Asthn Yes O NoO reart Problems Yes O np 0 Sinus Trouble ves H oo B

BOck Problems Yes 01 No[J Hepatitis (WPe ) Yes O No O Shkin rRash Yes O No O

Bleeding abnormally Yes O NolJ Herpes Yes U No U Speclal dlet Yes U No U

Blood Disense Yes O Nod High Blol. Pressure ves O No O Stroke Yes O No O

cancer Yes O NODJW,WLQ[’ch Yes NN Swollen Feet or Ankles  Yes L] Np U

Chemiambepewdewcg Yes O Nod Jaw Pain Yes O No [ Swollen Neclke Yes O No O

Chewmotherapy Yes [ No[] KW{MM Dleense Yes O No [ Thgvo’w( Problems Yes U No O

chcuLatovg Problems Yes U NolI Civer Dlsease Yes L e U Towstlitls Yes 0 N O

Congenital Heart Disense Yes U NolD Cow BLd. Pressure Yes O o Tuberculosis Yes HENT S

Cortlsone Treatment Yes O NoO Mitral valve Prolapse Yes O No O Tumors Yes U No O

Cough (Persistent) Yes O NoO Nervous Problems Yes O no O Ulcer Yes NN

Dlabetes Yes O NoOJ pacemaker yes O No O venerenl Disease ves O o O

Empmjs@ma Yes [ No[] pggammtm Care Yes O No O wWelght Loss (unexplained) Yes [ No [

Do You wear contact lenses? Yes [0 No[

womewn:

Are You pregnant? Yes O No [0 Due date: / / Are You Nursing?  Yes[O No [

Taking Blrth Control Pills? Yes [l No [

Medications Allergles

List any medications You arve curvently taking and the correlating diagnosis

(Either Prescription or Over The Counter) . ,

ASplrin ] Local Anesthetic [
Sleeping Pills O Pentelllin i
Codeling OJ Sulfa 0
lodine ] Cther:

Pl/\awwacg Name: Latex [

Phone ( ) -

Please provide any additional medical/dental information that you feel may be of help tn
determining Your treatment.
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