Patient's Date of

name birth
(AST FIRST INITIAL Date
If child:
How do you wish to be addressed? guardian's
name
single . married  separated  divorced widowed LAST FIRST INITIAL

Address YOUR PRIMARY DENTAL INSURANCE COVERAGE
City State __ Zip Employee Name
Telephone:home Bus: Employee D.O.B.
email address Employer
Patient/parent SSN Name of insurance co.
Patient/parent employed by: Address
Bus address:
Present position: Telephone #
Spouse name: Program or policy # Group#
Spouse employed by: SSN of policy holder
Bus address:
Present position: YOUR SECONDARY DENTAL INSURANCE COVERAGE
Other family members in the practice Employee Name
Employee D.O.B.
Purpose of this visit? Employer
Person responsible for this account Name of insurance company
Are you a full time college student? yes no Address

Name of college

Name and phone number of someone (not living with you) to notify in case Telephone #
of emergency

PERSONAL INFORMATION

Program or policy # Group#

SSN of policyholder
Whom may we thank for this referral?

- ______________________}
RELEASE: all information held by this office is considered confidential, and will not be released without prior consent

| 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.
| hereby authorize payment of insurance benefits directly to South Shore Dental Group.

| understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for services.

! understand that | am financially responsible for payments of all accounts, and accept the responsibility for monitoring insurance
payments and plan limitations.. | hereby agree to be responsible for payment of services not paid, in whole or in part by my dental
insurance company.

| attest to the accuracy of the information on this page.
PATIENT / GUARDIAN'S SIGNATURE DATE

SOUTH SHORE DENTAL GROUP
PATIENT REGISTRATION

NOLLYINHOANI JONVHANSNI



CONFIDENTIAL MEDICAL HISTORY

General Health

1. Are you in good health? yes no
2. Has there been any change in your

health within the past year? yes no
3. Date of last physical examination
4. Are you now under the care of a physician? yes no

5. If so, what is the condition being treated?

6. Are you taking any medications? yes no
If yes, please list

7. Have you ever had a serious illness
OF major surgery yes no
If so. please explain

8. Do you have any artificial joints

or prostheses? yes no
9. Have you ever had treatment

for a tumor or growth? yes no
10. Do you use or have you used

a controlied substance? yes no

Do you have or have you had any of the following diseases or prob-
lems?
1. Damaged heart valves or artificial heart valves, including heart
murmur or rheumatic fever yes no
2. Heartdisease
(heart trouble, heart attack, angina, coronary insufficiency,
high blood pressure, coronary occlusion,
arteriosclerosis, stroke) yes no

3. Do you have chest pain upon exertion? yes no
4. Areyou ever short of breath

after mild exercise or when lying down? yes no
5. Do your ankles swell? yes no
6. Do you have inborn (congenital) heart defects? yes no
7. Do you have a cardiac pacemaker? yes no
8. Allergy yes no
8.  Sinus trouble? yes no
10.  Asthma or hay fever? yes no
11. Fainting spells or seizures? yes no
12. persistent diarrhea or recent weight loss? yes no
13. diabetes? yes no
14. hepatitis, jaundice, or liver disease? yes no
15, AIDS or positive HIV test? yes no
16. thyroid problems? yes no
17. respiratory problems, emphysema,

bronchitis, asthma? yes no
18.  arthritis or painful swollen joints? yes no
13. stomach ulcer, reflux, or hyperacidity? yes no
20. kidney trouble yes no
21, tuberculosis yes no
22. npersistent cough or

cough that produces blood yes no
23. persistent swollen glands in the neck yes ne
24. low blood pressure yes no
25. sexually transmitted disease yes no
26. epilepsy or other neurologic disease yes no
27. problems with mental health yes no

28. problems of the immune system yes no

Do you have or have you had any blood disorders?

1 Have you had abnormal bleeding? yes no
2 Have you ever required a blood transfusion? yes no
3 Do you have any blood disorder such as anemia? yes no

Are you allergic to or have you had a reaction to:

1. local anesthetics yes no
2. penicillin or other antibiotics yes no
please list
3. sulfadrugs yes no
4. barbiturates, sedatives, or sleeping pills yes no
5. aspirin yes  no
6. iodine yes no
7. codeine, percodan, or other narcotic pain medications  yes no
8. latex yes no
9. other yes no

Have you had any serious difficulty associated with any
previous dental treatment? yes no
If s0, explain

Do you have any diseases, conditions, or problems not listed that you think
the doctor should know about? yes no
If yes, please explain

Are you wearing contact lenses? yes no
Are you wearing removable dental appliances? yes no

Would you like to speak to the Doctor privately about any problem?

yes no
For women only
1. Are you pregnant? yes no
2. Do you have problems with your menstrual period? yes no
3. Are you nursing? yes no
4. Are you taking birth control pills? yes no
5. Do you get severe vaginal infections

when taking antibiotics? yes no

I certify that the above information is complete and accurafe

Patients signature
Date

Doctor's signature
Date




