PATIENT REGISTRATION AND HEALTH HISTORY

PATIENT INFORMATION

Name:

Address:
Please prioritize preference how you would like to be

contacted by numbering the following 1, 2, 3, 4 on the left:
____Home Phone:

Work Phone:

Mobile Phone:

Email Address:

Employer Name:

Occupation:

In Case of an Emergency, Contact (Name, Address, phone):

DATE:

Birth Date: Social Security Number:

City: State: Zip code:
Single ( ) Married( ) Divorced( ) Widowed ( )
Spouse’s Name: And SS#:

If Child: Parents Name (or custodial parent/guardian):

Parent Name Not Living In The Home:

Employer Address:

Referred to us by:

Closest relative not living with you (Name, address, phone):

Is another member of your family or relative a patient at our office? If yes their name:

PERSON FINANCIALLY RESPONSIBLE

Please fill out this section only if person financially responsible is different from the patient

Name/Spouses name:

Address:

Employer Name:

Employer Phone:

Social Security Number:

Occupation:

City: State: Zip code:

Employer Address:

Spouse’s SS #:

IF YOU DO NOT HAVE DENTAL INSURANCE, PLEASE INDICATE WITH AN X ( )

DENTAL INSURANCE

PRIMARY DENTAL CARRIER

Subscriber Name:

Subscribers Birth Date: Insurance Company:

Subscriber ID or Social Security #:

Insurance Phone:

Insurance Address:

Group or Local Number:

Please fill in employer name, address, phone number and occupation below only if it is different than listed above under patient information.

Employer Name:

EmployerAddress:

Employers Phone Number:

SECONDARY DENTAL CARRIER

Subscriber Name:

Subscribers Birth Date: Insurance Company:

Subscriber ID & Social Security #:

Occupation:

Insurance Phone:

Insurance Address:

Group or Local Number:

Employer Name:

Employer Address:

Employer Phone Number:

Occupation:

It is the policy of this office to require payment in full when services are rendered. Dental insurance is a contract between the subscriber and the insurance carrier. We are
happy to process any insurance forms for you at no charge. Please leave all current insurance information and completed forms with the financial manager. For major
treatment, a financial plan can be arranged prior to treatment with our financial manager. A current credit report will be acquired. A finance charge of 1.0% on the unpaid
balance will be charged on all accounts.

Method of payment: Cash Payments ( ) Credit Cards ( ) Please Tell Me about Financing Options ( )

Date:

Patient or Guardian Signature:



HEALTH HISTORY
For the following questions, please (X) whichever applies, your answers are for our records only and will be kept confidential in accordance with
applicable laws. Please note that during your initial visit you will be asked some questions about your responses to this questionnaire and there
may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not
use this information to discriminate.

DENTAL INFORMATION
Yes No Yes No

Do you wear a removable denture appliance ( ) ( )

Have you had serious/difficult problems

associated with any previous dental treatment2 ( ) ( )

If yes, explain:

Do your gums bleed when you brush?

Have you ever had orthodontic (braces) treatment? (
Are your teeth sensitive to cold, hot, sweets or pressure? (
Do you have earaches or neck pain? (
Have you had any periodontal (gum) treatments? (
What would you like to change about smile?
What concerns do you have about your teeth?
If your are a new patient, the date and nature of your last dental visit?
How often do you use the following?

—_—— — — —
T~ —— — —

P

Powered tooth brush Manual tooth brush Floss Tooth pick Other dental aids
Antacids Cough drops Hard candy Soda diet/regular Sports drinks
Creamer/Sugar/Honey in drinks Fruit juice Lemon/Lime in water Other
MEDICAL INFORMATION
Yes No Yes No

Are you in good health? () () Chest pain upon exertion ()()
Has there been any changes in your general Chronic pain () ()
health within the last year? () () Diabetes ___ type | (insulin dependent) ____ Typell ( ) ( )
Are you now under the care of a physician? () () Disease, drug, or radiation-induced immunosurpression( ) ( )
If yes, explain: Dry mouth () ()
Have you had any serious illness, operation or been hospitalized Eating disorder. If yes, specify: () ()
In the past 5 yrs2 If yes, explain below: () () Epilepsy () ()

Excessive urination () ()
Are you dllergic to any medications? If yes, list: () () Fainting spells or seizures ()()

Gastrointestinal disease /ulcers () ()
Are you latex sensitive? () () G. E. Reflux/persistent heartburn () ()
Have you had an orthopedic total joint replacement?( ) ( ) Glaucoma () ()
If yes, Hip /Knee /Finger What year? Hemophilia () ()
Abnormal bleeding () () Hepatitis, jaundice or liver disease ()()
AIDS or HIV infection () () Recurrent infections () ()
Anemia () () Kidney problems () ()
Arthritis () () Mental health disorders () ()
Rheumatoid arthritis () () Neurological disorders () ()
Blood transfusion If yes, date: () () Osteoporosis () ()
Cancer/Chemotherapy /Radiation Treatment () () Persistent swollen glands in neck () ()
Cardiovascular Disease  If yes, specify below: () () Respiratory problems. If yes, specify below: ()()
____Angina _ Heart murmur ___ _Asthma ____ CO.P.D ___ Emphysema () ()
_____Arteriosclerosis ____ High blood pressure Severe headaches/migraines () ()
____Arificial heart valve __ Low blood pressure Severe or rapid weight loss () ()
____Congenital heart defects _____ Mitral valve prolapse Sinus trouble () ()
____ Congestive heart failure ____ Pacemaker/defibrillator Sleep disorder () ()
__ Coronary heart valve ___ Rheumatic fever/disease Sores or ulcers in the mouth ()()
_____Heart attack _____Stents Stroke () ()
Physicians name: Systemic lupus erythematosus () ()
Phone & address: Tuberculosis () ()
Date of last medical examination: Thyroid problems () ()
Please circle the following if they apply to you: Are you alcohol or drug dependent? () ()
Have you taken Pondimin, Redux, Phen-fen, other diet drugs? If yes have you received treatment? () ()
Do you use tobacco? Smoking/ Snuff/Chew If yes, how interested Do you use drugs or other substances for recreational purposes?
are you in stopping? Very / Somewhat / Not interested If yes, please list:

Are you taking any medications including non-prescription medications? If yes, list:

For Women Only: Are you Pregnant / Nursing / Taking birth control pills / Taking hormone replacement
Please discuss with Dr. Riehl any and all relevant patient health issues prior to treatment. | certify that | have read and understand the above. | acknowledge that my
questions, if any, about inquiries set forth above have been answered to my satisfaction. | will not hold Dr. Riehl, or any member of his team, responsible for any action they

take or do not take because of errors or omissions that | have made in the completion of this form.

Signature of patient or parent/legal guardian Date

Date /Initials Date /Initials Date /Initials Date/Initials Date /Initials Date /Initials Date/Initials Date/Initials




