WASHINGTON STREET DENTISTRY
DR. MATTHEW CHURCH
PATIENT REGISTRATION FORM

PLEASE COMPLETE ALL INFORMATION THAT APPLIES TO YOU - THANK YOU
PATIENT LAST NAME: FIRST: INITIAL:

How do you wish to be addressed? DoB

(D single O Married O Divorced) (D Male O Female) Full time Student? U Yes U No School

Address

City State Zip

Telephone (Home) (Work) (Maobile)

Email

Employer Qccupation

Soc. Sec. No. Dental Insurance Co. Group

Is patient covered by another dental insurance? [ Yes [ No Insurance Co.

How did you hear about our practice? Whom may we thank for your referral?

HUSBAND, FATHER OR RESPONSIBLE PARTY (IF OTHER THAN PARENT)

Last Name First Initial

Address DoB

City State Zip

Telephone (Home) (Work) {Mobile)

Email

Employer Occupation

Soc, Sec. No. Dental Insurance Co. Group

WIFE, MOTHER OR RESPONSIBLE PARTY (IF OTHER THAN PARENT)

Last Name First Initial

Address DOB

City State Zip

Telephone (Home) ' (Work) (Mobile)

Email

Employer Occupation

Soc. Sec. No. Dental Insurance Co. Group

NEAREST RELATIVE

Last Name First Initial

Address

City State Zip E-Mail

Telephone (Home) {(Work) (Mobile)

AUTHORIZATION

| authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care. | authorize the release of any information concerning my
(or my child's) health care, advice, and treatment provided for the purpose of evaluating and administering claims for insurance benefits. | authorize the release of any
information concerning my (or my child's) health care, advice and treatment to another dentist.

| hereby authorize payment of insurance benefits directly to the dentist or dental group, otherwise payable to me. |understand that my dental care insurance carrier or payer of
my dental benefits may pay less than the actual bill for services, | understand | am financially responsible for payments in full of all accounts. By signing this statement, |
revoke all previous agreements to the contrary and agree to be responsible for payments of services not paid, in whole or in part by my dental care payer.

| attest to the accuracy of the information on this page.

Signature Date




Patient Name:

Washington Street Dentistry
Eaglesoft Medical History

Birth Date:

Date Created:

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

Are you under a physician's care now?

Have you ever been hospitalized or had a major

operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, ar drugs?
Do you take, or have you taken, Phen-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or

any other medications containing bisphosphonates?

4re you on a special diet?
Do you use tobacco?

Women: Are you...
[ClPregnant/Trying to gt pregnant?

Are you allergic to any of the following?
Aspirin
Fmetal
Other?

Do you use controlled substances?

Do you have, or have you had, any of the following?

AIDS/MHIV Positive @ Yes @ No
Alzheimer's Disease ) Yes (U No
Anaphylaxis & Yes ©No
anemia i Yes (O No
Angina @ Yes ) No
Arthritis/Gout ©Yes ©No
Artificial Heart Valve ) Yes & No
Artificlal Joint @ Yes @ No
Asthma D Yes @ No
Blood Disease @ Yes ©)No
Blood Transfusion © Yes @ No
Breathing Problems ) Yes ' No
Bruise Easily @ Yes & No
Cancer ©Yes @ No
Chemotherapy ©Yes ©No
Chest Paing @iYes &) No
Cold Sores/Fever Blisters ) Yes ) No

Congenital Heart Disorder
Convulsions

@ Yes ) No
3 Yes @) No

Have you ever had any serious illness not listed

Comments:

@) Yes ' No

@ Yes @ No

& Yes 2 No

© Yes CNo

T Yes O No

O Yes O No

@ Yes 9 No

D ¥es (O No

[FNursing?

Crenicillin
[CLatex

Fl

@ Yes O No
Cortisone Medicine © Yes
Diabetes ) Yes
Drug Addiction @ Yes
Easily Winded TiYes
Emphysema Yes

Epilepsy or Seizures

Heart Trouble/Disease © Yes

@ Yes T No

o Yes
o¥es @

Excessive Bleeding €
Excessive Thirst Yes i
Fainting Spells/Dizziness &) Yes
Frequent Cough

Frequent Diarrhea Yes
Frequent Headaches Yes
Genital Herpes Yes
Glaucoma @ Yes
Hay Fever © Yes (
Heart Attack/Failure (D Yes
Heart Mur mur O Yes ©
Heart Pacemaker & Yes

Ifves | o |
If ves | |
fves| |
If ves |_ l
If yes | J]
If ves | |
[T Taking oral contraceptives?
[T codeine [ Acrylic
[CIsulfa Drugs [TLocal Anesthetics
If yes | |
If ves | |
'No  |Hemaphilia ©MNo  [Radiation Treatments @ Yes @) No
©INo | Hepatitis A ©No  |Recent Weight Loss @ Yes @ No
/N0 |Hepatitis 8 or C @'No  |Renal Dialysis @ Yes (O No
©'No  |Herpes @ No  |Rheumatic Fever @ Yes ) No
©)No  |High Blood Pressure @ No  |Rheumnatism @ Yes © No
High Chalesterol O No  |Scarlet Fever © Yes © No
Hives or Rash ©No  |shingles @ Yes € No
Hypoglycemia ©No | sickle Cell Disease & Yes © No
Irregular Heartheat ©'No  |Sinus Trouble @ Yes & No
Kidney Problems @ No |spina Bifida @ Yes © No
Leukemia (No | Stomach/Intestinal Disease  © Yes ) No
Liver Disease DO No |stroke ©Yes ©No
ONo  |Low Blood Pressure @ MNo  |swelling of Limbs @ Yes @ No
@ No  |Lung Disease ©No  |Thyroid Disease © Yes @ No
D No  |Mital Valve Prolapse @ @ MNo | Tonsillitis @ Yes @ No
©No | Osteoporosis ©¥Yes ©No | Tuberculosis © Yes ©)
No  |Pain in Jaw Joints ©Yes @No | Tumors or Growths © Yes ©
ONo  |Parathyroid Disease ) Yes ©No  [Ulcers © Yes ®
©No  |Psychiatric Care ©Yes ©@No  |venereal Diseass ©Yes ©
Vellow Jaundice © Yes @ No

If ves I_

To the best of my knowledge, the questions on this form have been accurately answerad. 1 understand that providing incorrect

patient's) health, It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:

information can be dangerous to my {or




