ScotTt P. GQUIEE, DDS,

Family & Gosmetic Dentistry

REGISTRATION AND HEALTH HISTORY

Patient’s Name: Nickname:

Patient’s Date of Birth: O Male CFemale
Home Address:

City: State: Zip

Home Phone: Cell Phone:

Social Security Number: Drivers License #: State:
Marital Status: [0 Married [Single [ODivorced [ Separated O Widowed
Employed By: How Long: Occupation:

Business Address: Business Phone:

Email Address:

Name of Spouse:

Employed By: How Long: Occupation:
Business Address: Business Phone:
Social Security Number: Drivers License #: State:

Names of other family members seen in our office:

If patient is other than yourself:

Your Name: Relationship to Patient:

Home Address: Home Phone:

City: State: Zip:

Social Security Number: Drivers License #: State:

Marital Status: [ Married [Single [ODivorced [ Separated O Widowed

DENTAL INSURANCE

Subscriber Name: Subscriber SSN #:
Patient’s Relationship to Subscriber: Subscriber Date of Birth:
Employer or Group Name: Group #:
Insurance Co: Phone #:

Mailing Address for claims:

Person Financially Responsible for Account:

How did you hear about our office?

Person to contact for emergency:

Address: Phone #:

City: State Zip:

Closest Relative not living with you:

Address: Phone #:

City: State: Zip:
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ScotT P. GuiEE, DDS, PA

Family & Cosmetie Dentistry

DENTAL HISTORY

Who was your former dentist?
Name City

When was your last dental treatment performed?

Type of Treatment

What caused you to leave your last dental office?

What are your expectations of our office?

Are you having pain or discomfort at this time?
Do you feel very nervous about having dental treatment?

How would you describe your present dental health? ] Good [ Fair

[ Yes
[ ves

[JPoor

[ No
O No

Have you experienced any unfavorable reaction to any previous dental treatment? (Anesthetic reaction, pain,

other)

Have you experienced many headaches, neck aches, tight jaw muscles, limited opening of mouth, grinding or

clenching of teeth?

How do you feel about the possibility of ever losing your teeth?
[] Never if possible ] No Feeling

If yes, please explain

[] Better without them

If yes, please explain

If yes, please list

Do you smoke or use tobacco?

Have you ever been taught to control dental disease (decay and gum disease)? [] Yes [INo
Are you concerned about halitosis or bad breath? [ Yes [INo
Do you prefer tooth-colored (white) fillings when available? [] Yes [JNo
Avre you interested in tooth whitening (bleaching)? [ Yes [INo
Are you interested in improving your smile? [] Yes [INo
Is there anything you would like to change about your smile? [ Yes [INo
MEDICAL HISTORY
Have you been a patient in the hospital during the past two years? [] Yes [JNo
Have you seen a physician during the past two years? 7 Yes [OINo
Physician’s Name Phone #
Have you taken any medicine or drugs during the past two years? [ Yes [INo
Have you taken any bisphosphonates (Fosamax, Zometa, Aredia or Actonel)? [] Yes [JNo
[ Yes [ No



Circle any of the following you have had or currently have:

[[] Abnormal Bleeding [] Diabetes [] Hepatitis A ] Radiation Therapy
[] Anemia [] pifficulty Breathing [] Hepatitis B 1 Rheumatic fever
[] Angina Pectoris [] Drug / Alcohol Addiction [ ] High Blood Pressure  [] Seizures

[] Arthritis [] Emphysema [] Kidney Problems [ sickle Cell Disease
[] Artificial Joints [] Epilepsy [] Liver Disease [ sinus Problems
[] Asthma [[] Fainting Spells [] Low Blood Pressure ] Stroke

[] Blood Transfusion [[] Fever Blisters [[] mitral Valve Prolapse ] Thyroid Problems
[ Bruise Easily [] Glaucoma [[] pace Maker [ Tuberculosis

[] cancer-Chemotherapy ~ [] HIV+/ AIDS [] Pain in Jaw Joints [ uicers

|:| Colitis |:| Heart Murmer |:| Pneumocystitis |:| Venereal Disease
[ congenital Heart Defect [_] Heart Problems [J psychiatric Problems ~ [] Yellow Jaundice

Allergies (please circle all that apply)

|:| Aspirin |:| Jewelry If female, please answer the following:

[] Codeine [ Latex

[] Dental Anesthetics [] Metals Are you taking Birth Control Pills? [ ]Yes []No

|:| Erythromycin |:| Penicillin Are you pregnant? |:|Yes |:| No If yes, # of wks
Other: Are you nursing? [ ]Yes [JNo

The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by
Doctor to make a thorough diagnosis of the patient’s dental needs. | authorize Doctor to perform any and all forms of treatment,
medication and therapy that may be indicated. | also understand that the use of anesthetic agents embodies a certain risks. | understand
that responsibility for payment for dental services provided in this office for myself and my dependents is mine, due and payable at the
time services are rendered unless financial arrangements have been made in advance. If payment is not received when due and
determined to be severely delinquent, my account may be placed with a certified collection agency or with an attorney for collection.
Any fees incurred will be added to my account.

Patient Signature Date

Responsible Party

Relationship to Patient
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