WELCOME

We are pleased to welcome you to ourfractice. Please take a few minutes

to fill out this form as completely as you can. |

you have questions we'll be glad to help you.

We look forward to working with you in maintaining your dental health.

PATIENT INFORMATION

Preferred contact method? D Home Phone |:| Cell Phone (D Call or D -Text) D Email

Date Home Phone Cell Phone Text: yes / no Email
Name Subscriber’'s 55#
Last Name First Name Initial
Address
City State Zip
Sex I:I M LlF Age Birthdate |0 Single U married [ widowed [ Divorced
Fatient Employed by Occupation
Business Address Business Fhone Fermission to Call D Yes [ No

How were you referred to our office? [ Western Hills/Price Hill Press [ Pink Pages ] Insurance

[ osher (give name)

Wﬂe and phone number of nearest relative not living with you

Phone /

RESPONSIBLE PARTY anp/or PRIMARY DENTAL INSURANCE

Ferson Responsible for Account
Last Name First Name Initial
Relation to Patient Birthdate Subscriber's S5#
Address (If different from patient’s) Phone
City State Zip
Subscriver Employed by Occupation
Business Address Business FPhone
Insurance Company Group # Member 1D

o

-

SECONDARY INSURANCE

ls patient covered by additional insur ance? D Yes D Ne

Subscriber Name Relation to Patient

Birthdate Subscriber's 55#

Address (If different from patient’s)

Fhone

City State

Zip

Subscriber Employed by Occupation

Business Address Business Fhone

Insurance Company Group #

Member 1D

PLEASE COMPLETE BOTH SIDES




Patient Name:

Schiller Dental, Inc.
Eaglesoft Medical History

Birth Date:

Date Created:

Although dental personnel primarity treat the area in and around your mouth, your rmouth is 2 part of your entire body. Health problemns that you may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you wil 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, or 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?

Are you on a special diet?

Do you use tobacco?

Do you use alcohol excessively?
(2 or more beverages per day)

Do you use controlled substances?

Other?

Women: Are you...

O Pregnant/Trying to get pregnant?

Are you allergic to any of the following?

DA&pirin
[ Metal

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

AIDS/HIV Positive

Alzheimer's Disease )
Anaphylaxis o

Anemia

Angina
Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma

Blood Disease
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Chest Pains

a0

Cold Sores/Fever Blisters 7

Congenital Heart Disorder

Convulsions

Have you ever had any serious illness not listed

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be dangerous to my (or patient's)

) Yes

1 No
Yes 7 No
Yes

3 No

Yes (1 Mo
Yes (O} No
Yes (1 No
Yas () No
Yes ! No
Yes () No
Yes (7 No
Yes (71 No
Yes (1 No

@ Yes © No If yes {

@ Yes © No If ves |

i) Yes ) No If ves [

0 Yes ) Na If ves |

) Yes ) No T yes |

@ Yes € No If ves |

1 Yes () No

) Yes (O No

) Yes i) Mo 1f yes [

) Yes (7 No If yes {_

@1 Yes () No If ves [

M nursing?

[T Penicillin [ codeine
Miatex [Flsulfa Drugs
Cortisone Medicine (0 Yes (' No | Hemophilia
Diabetes (0 Yes (D) No | Hepatitis A
Drug Addiction i Yes ()Mo | Hepatitis B or C
Easily Winded o Yes D) No  |Herpes
Emphysema © Yes (O No | High Blood Pressure
Epilepsy or Seizures 2 Yes (7' No | High Cholesterol
Excessive Bleeding iZ)Yes ()Mo | Hives or Rash
Excessive Thirst 3 Yes ) No | Hypoglycemia
Fainting Spells/Dizziness ©2) Yes (' No | Irregular Heartbeat
Frequent Cough ©3 Yes i No | Kidney Prablems
Frequent Diarrhea ) Yes (2 No | Leukemia

{7 Taking oral contraceptives?

® Yes €
& Yes ¢
) Yes
& Yes §

) Yes

® Yes €
1 Yes O
i Yes 3
) Yes 7

TiYes |
1 Yes |
1 Yes @

r Yes

' Yes (O
O Yes O
) Yes
1 Yas 7
) Yes &
1 Yes )

' No
“ No

"i No

' No
No
No
1 No
3 Mo

] Acrylic
[ Local Anesthetics

Radiation Treatments
Recent ¥Weight Loss
Renal Dialysis

Rheumatic Fever 1 Yes () No
Rheumnatism iZ Yes & No
Scarlet Fever 1 Yes ) Mo
Shingles ©) Yes & No
Sickie Cell Disease (@] ) No
Sinus Trouble 7 No
Spina Bifida 7 Yes (O3 No
Stomach/Intestinal Disease ) Yes (7 Mo
Stroke 73 Yes ) No
Swelling of Limbs & Yes ) No
Thyroid Disease 3 Yes 73 No
Tonsillitis & 1 No

Tuberculosis
Tumors or Growths
Ulcers

Venereal Disease
Yellow Jaundice

Frequent Headaches ' Yes (' No | Liver Disease
Genital Herpes 2 Yes (' No | Low Blood Pressure
Glaucoma ) Yes C)No | Lung Disease
Hay Fever D) Yes (D No | Mitral Valve Prolapse
Heart Attack/Failure 0 Yes () No | Osteoporosis
Heart Murmur 2 Yes () No | Pain in Jaw Joints
Heart Pacemaker ) Yes i No | Parathyroid Disease
Heart Trouble/Disease ) Yes (' No | Psychiatric Care

© Yes @) No If ves |

heath. It is my responsibility to inform the dental office of any changes in medical status.

AUTHORIZATION

I understand that | am financially responsible for all charges whether or not paid by insurance and
am responsible for all collection fees.

I authorize my insurance company to pay to the dentist or dental group all insurance benefits otherwise payable to me for

services rendered. | authorize the use of this signature on all insurance submissions.

| authorize the dentist to release all information necessary to secure the payment of benefits.

Cigmatur@

Date




