Get Acquainted Questionnaire

Welcome to our office!

We feel you will be pleased with the care you will be receiving. In order to begin treatment, the following information is necessary. Please complete
fully and PRINT legibly. All information will be held in strict confidence. Thank you for joining our family of patients.

CONFIDENTIAL PATIENT INFORMATION
Patient Registration Form / JFAZICE

Patient Name 5 & Last & First 2

DOB &£ H Age Fit Sex 451
Social Security # jil: = R 518 Phone number EE1E S}

E-mail BBFHF

Address ik Apt #
City 3117 State /I Zip HPELmES

Parent’s Name (If child) 3. Bt & (B AR JLE)

Chief Complaint £ E#%1F

Name of Financially Responsible Party M ZE S &
Occupation B 3
How Long Employed at This Job? ZEX MR ETETZ A

Are You A Member of Any Union? 2B R IEMG ? OVYes & O No &

(We will bill your insurance directly as a courtesy to you; if you are ineligible for insurance benefits when services are rendered, you will be
responsible for any charges incurred.)

(B FXNEBLR , KIMVPFEEQEAERKSE  IREEEZRINATESREENNESE |, BERASZHLFENEQZER.)
SO WE MAY BILL YOUR INSURANCE DIRECTLY, PLEASE SIGN A it , T MU EEQEHERK S , 15X F:

Authorization / X HH

CONSENT TO FINANCIAL RESPONSIBILITY

| HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE ABOVE NAMED DENTIST OF THE GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME BUT
NOT TO EXCEED THE CHARGES SHOWN ABOVE. | UNDERSTAND THAT | AM FINANCIALLY RESPONSIBLE FOR ANY CHARGES NOT COVERED BY THIS
AUTHORIZATION. | HEREBY ACCEPT THE DENTAL TREATMENT PLAN AND AUTHORIZE DENTAL CARE AND RELEASE OF ANY INFORMATION RELATING
TO THIS CLAIM.

BAAFLRENERZD FHEETEXNANBERINNVE S RAE |, BRG8Y LMSIRMNER, RIEBRXN AR
ENEAUZEAAALTRE., RELBEZFRATIR , FENTRFENEAHSARBEERNEUEE.

Signature of Patient or Guardian / FRATEIFAEZ:
Date / HHA:

Medical History Eﬁﬁi (If patient is a minor, parent/guardian must answer the following questions pertaining to the patient’s health)

1. Have you been under the care of a medical doctor during the pasttwo years? / EX EZRED , MR EEZITIELEMART ?
yes2 LUNo &
If yes, for what reason? /AR 2 , RRZ
Doctor's Name E4 4 44 Phone EB1&:

2. Have you been a patient in the hospital during the past five years? / £ =& H , EEFEER HYes 2 LINo &
For what reason? / R [&A




3. Please list all medications you have taken during the last three months / 53 Hd £ =4 B EIREAMIFFE 44

Dosage / il &

Dosage / fll &

Dosage / fll &
4. Areyou aware of having an allergic (or adverse reaction) to any medication or substance? /
EREMEBCNEMAYMBMREIH (BRARRMN ) ?
If yes, please list / 1R 2 , 1BFIH

!

5. Please check if you have had or have any of the following / B EREE G A BaTE L TI5,

<
1]
(7]
Hm
2

DOOUiboubooUon g

Yes & No &

HIV Positive / 3R E PR 1%
Glaucoma / AR

Blood Transfusion / i1l
Surgery / FAR

Emphysema / Bl &S A
Hemophilia / M & &

High Blood Pressure / & Il /&

Sinus Trouble / £ S20]@

Asthma / B0

Neurological Disorder / T2 R &
Stroke / Xl

Radiation Therapy / H & 877
Epilepsy or Seizures / B B I¥E
Artificial Joint / AT X5

Tuberculosis / Z51%5% Chemotherapy / 1£77
Sickle Cell Disease / #& 71 B AR A Tumors / fB93

Kidney Trouble / & o)
A.l.D.S / 3L 3E9R

Psychological Care / ‘L IEATT
Thyroid Problems / FE 4K iR B 22

e e

Taking Phen-Fen / BR B &-3525%)

Heart Murmur / ‘DIEZE
Liver Disease / fF %
Rheumatic Fever / X;ZE 7%
Hay Fever / TE431E
Yellow Jaundice / & JE

Do oooooood
Do ooooood
HEEEEEEE .

Dental History > F}i% 52
1. Date of your last dental X-ray / £ R # X }4E HER
2. Date of your last dental visit / LR EZF B #5?
3. Have you had any complications following dental treatment? RIS FRAT EE2EHAMHALRE? Lves 2 LINo &
4. Please check if you have had or have any of the following: / BN BEREE S A BaT AU TIHER

Yes & No & Yes & No &
Bleeding, sore gums / ZF il Hi M
Unpleasant taste/bad breath / O R/F Lk
Burning tongue/lips / & 3k/M B 15 Pk
Frequent blisters (lip/mouth) /
R/ORREHINKE
Swelling/lumps in mouth /
O R A AR SR A iR
Loose Teeth / ZF ISR H)

Sensitive to cold, hot, sweet / X /4 FAEHEUR
Sensitive to biting / M Z~ 75 By /=%

Food impactions / Bk &

Difficulty opening or closing jaw / 5 M5 5 7] M BR

Clenching/Grinding / % 2F /EE 2

OO Oodo
OO Oodn
OO O odd
OO O odd

Clicking/popping jaw / A&RHEBARS /3% 0

To the best of my knowledge, all the preceding answers are true and correct. If | ever have any change in my health or if my medications change, | will without fail,
inform the doctor at my next appointment.

Signature of Patient or Guardian / IEABMIFAZ R
Date / HHA
Doctor Signature / EA X Z

veverrrerernnren DDS INOTES s b



