PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST M.I. e :

PREFERS TO BE CALLED BY . NSURANGE COMPANY

ADDRESS Jae=w . [cRouPNo.

cITY STATE ZP EMPLOYER NAME

HOME PHONE NO. FAX INSURED'S NAME

CELL EMAIL DATEOFBIRTH  |RELATIONSHIPTO PATIENT
BIRTHDATE AGE MALE TFEWALE INSURED'S [.D.NO.

MARRIED SINGLE DIVORCED | WIDOWED — \  [INSURED'S SOGIAL SEGURITY NO.

SOCIAL SECURITY NO. ) .' SECONDWGARR‘E

DATE /' [INSURANGE COMPANY .

LAST NAME FIRST = WiT GROUPNO.

ADDRESS EMPLOYER NANE

oY STATE 7P INSURED'S NAME

HOME PHONE NO. DATEOFBIRTH  |RELATIONSHIPTO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S 1.0, NO.

SCHOOL GRADE INSURED'S SOCIAL SECURITY NG,

SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION 4
PERSON FNANCIA‘LLV RESPONSIBLE FOFl ACCOUNT
NAME -
RELATIONSHIP 7O PATIENT SOCIAL SECURITY NO.
SRS __ GETTINGTOKNOWYOU
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
cITY STATE P AT OUR OFFICE?
N : H
SHONENG: AME: RELATIONSHIP
A ) YOU WERE REFERRED TO US BY
S YOUR FORM ESS
e OUR FORMER ADDR
NAME P
T TR cITY STATE ZIP
EMPLOVER'S NANE PERSON TO CONTACT FOR EMERGENCY
ADDRESS CITY PHONE NUMBER
PHONE NO. FAXNO. | ADDRESS
YOUR CITY STATE ZIP
NAME
CLOSEST RELATIVE NOT LIVING WITH YOU
OCCUPATION
PHONE NUMBER
EMPLOYER'S NANME
ADDRES
ADDRESS CITY e
PHONE NO. FAX NO. LCIW STATE ZIP

© Pride Institute FORM 001 (09.02) Please turn over and sign 1.800.925.2600  www.prideinstitute.com



CONSENT FOR TREATMENT

1. | hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis
of (name of patient) 's dental needs.

2. Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide
proper care.

3. lagree to the uéé of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and health care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my
personal health information is available.

5. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other
arangements have been made. In the event paymenis are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

Patient's Signature Date Witness

Parent/Responsible Party's Signature Relationship to Patient




HEALTH HISTORY \

English
Patient Name: Patient Identification Number:
Birth Date:
1. CIRCLE APPROPRIATE ANSWER (leave Blank if you do not understand guestion):
1. Yes No Is your genera! health good?
2.  Yes No Has there been a change in your health within the last year?
3 Yes No Have you been hospitalized or had & serious illness in theiast three years?
IfYES, why? g
4, Yes No Are you being treated by a physician now? For what?
Date of last medical exam? Date of last Dental exam
5. Yes No Have you had problems with prior dental trearment?
6. Yes No Are you in pain now?
1L HAVE YOU EXPERIENCED:
7. Yes No Chest pain (angina)? “ziz ; 18. Yes No Dizziness?
8.  Yes No Swollen ankles? 19. Yes No Ringing in ears?
9. Yes No Shortness of breath? 20.  Yes No Headaches?
10.  Yes No Recent weight loss, fever, night sweats? 21, Yes No Fainting spells?
11) 7 Yes No Persistent cough, coughing up blood? 22.  Yes No Blurred vision?
12 Yes No Bleeding problems, bruising sasily? 23. Yes . No Seizures?
13, Yes No Sinus problems? ) ‘ 24, Yes No Excessive thirst?
14, Yes No Difficulty swallowing? 25. Yes No Frequent urination?
15.  Yes No Diarrhea, constipation, blood in stools? 26.  Yes No Dry mouth?
16. . Yes No Frequent vomiting, nausea? 27.  Yes No Jaundice?
17.  Yes No Difficulty urinating, blood in urine? 28.  Yes No Joint pain, stiffness?
II1. DO YOU HAVE OR HAVE YOU HAD:
25.  Yes No Heart disease? 40. Yes No AIDS
30."  Yes No Heart attack, heart defects? 41.  Yes No Tumors, cancer?
31, Yes No Heart murmurs? 42.  Yes No Arthritis, rheumatism?
32, Yes No Rheumatic fever? 43.  Yes No Eye diseases?
33. Yes No Stroke, hardening of arteries? 44,  Yes No Skin diseases?
34, Yes v« N§ High blood pressure? 45.  Yes No Anemia?
35. Yes No Asthma, TB, emphysema, other lung diseases? 46,  Yes No VD (syphilis or gonorrhea)?
36. Yes No Hepatitis, other liver disease? 47.  Yes No Herpes?
37. Yes No Stomach problems, ulcers? 48.  Yes No Kidney, bladder disease?
38. Yes No Allergies to: drugs, foods, medications, latex? 49. Yes No Thyroid, adrenal disease?
39. Yes No Family history of digbetes, heart problems, umors? 50. Yes No Diabetes?
IV. DO YOU HAVE OR HAVE YOU HAD:
51.  Yes No Psychiatric care? 56.  Yes No Hospitalization?
52.  Yes No Radiation treatments? 57. Yes No Blood transfusions?
53.  Yes No Chemotherapy? 58. Yes No Surgeries?
54 Yes No Prosthetic heart valve? 56. Yes  No Pacemaker? -
55.  Yes No Artificial joint? 60.  Yes No Contact lenses?
V. ARE YOU TAKING:
61.  Yes No Recreational drugs? 63.  Yes No Tobacco in any form?
62, Yes No .Drugs, medications, over-the-counter medicines 64.  VYes No Alcohol?
(including Aspirin), nafural remedies?
Please list;
VL. WOMEN ONLY:
65. Yes No Are you or could you be pregpant or nursing? 66. Yes No Taking birth control pills?
VI ALL PATIENTS:
67. Yes No Do you have or have you had any other diseases or medical problems NOT listed on this form?

If so, please expizain:

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

Patient’s signature:

Date:

RECALL REVIEW:

1. Patient’s signature,
2, Patient’s signature
3. Patient’s signature

The Health History is created and maintained by the University of the Pacific, Arihur A. Dugoni School of Dentistry, San Francisco, California.

Date:

Date:

Y

Date:

Support for the fransiation and dissemination of the Health Histories comes from MetLife Dental.



THE CENTRE FOR CONTEMPORARY DENTISTRY

I'acknowledge notice of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

O Individual refused to sign

'O Communications barriers prohibited obtaining the acknowledgement

O An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify)

Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by any other party requires the
prior written approval of the American Dental Association. This material is for general reference purposes only and does not constitute legal

advice, It covers only HIPAA, not other federal or state law. Changes in applicable laws or regulations may require revision. Dentists should

contact qualified legai counsel for legal advice, inciuding advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of

Health and Human Services rules and regulations.

© 2010, 2013 American Dental Association. All Rights Reserved,



