Patient Registration sodlon

1 Information del Paciente

Fecha:

Nombre:

Direccion:

Ciudad Estado Postal

Sexo: M F Age: Fecha de Nacimiento:

Paciente SS#

Telefono: Celular:

Correo Electronico:

Contacto de Emergencia:

Telefono de Contacto de Emergencia:

2 Aseguranza Dental

Quien es Responsable de la Cuenta?

Relacion al Paciente:

Copania de Aseguranza:

Member ID/Policy Number:

Titular de la Poliza:

Cumplearios del Titular:

Asegurado SS#:

El Paciente Asegurado por Otra Aseguradora? Si No
*Si, porfavor de preguntale a la recepcionista por otra forma.*

Queremos que tu visita con nosotros sea lo mas cémoda posible. Como le gustaria que le presentaramos las
Porfavor Circule Uno:

No me importa discutir las tarifas en la recepcién Prefiero discutir las tarifas en privado

Firma del Paciente, Padre or Guardian Fecha



 tarifas?



Medical History S

Name: Birthdate:

TTTO IO T T OrCT T OreTeTTT

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

Are you under a physician's care at this time? please explain 'Y N
Have you ever been hospitalized or had a major surgery? please explain Y N
Have you ever had a serious head or neck injury? please explain 'Y N
Are you Paciente SS# please explain Y N
Are you currently taking blood thinners? please explain 'Y N
Have you ever needed PreuMed prior to an appointment? please explain Y N
Are you on a special or restricted diet? . please explain 'Y N
Do you use t&)bacco? Y N
Do you use controlled §ubstances? Y N
WOME Relacic Are you currently pregnant/trying to get pregnant? Y N
Copani Are you currently nursing? Y N
Are you currently taking oral contraceptives? Y N
1WAl US 1a runza.
ALLERGIES: Asprin Penicillin Codeine Acrylic Metal Latex Local Anesthetics
Cumpleafios del Titular:
PRESE Asegurado SS#: Bleeding gums Grinding teeth
El Paciente Asegurado por Otra Aseguradora? Popping/clicking jaw Si Perio Treatment ™J

Ty UYL U OO GG G G SO IO e PO S 1o
Sensitivity to hot
CURRENT/PRIOR MEDICAL CONDITIONS:

AIDS/HIV Positive Congenital Heart Disorder
No me importa discutir las tarifas Convulsions

Sensitivity to cold Sensitivity when biting

Heart Murmur Mitral Valve Prolapse

Prefier( Parathyroid Disease

O
O

Pace Maker

Anaphylaxis
Anemia
[ | Angina
|| Arthritis/Gout

00

Firmfdp Artificial Heart Valve

||| Artificial Joint
Asthma

Blood Disease
Blood Transfusion
Breathing Problems
Cancer
Chemotherapy
Chest Pain

00000000

Cold Sores/Fever Blisters

Cortisone Medicine
Diabetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy/Seizures
Excessive Bleeding
Excessive Thirst
Fainting/Dizzy Spells
Frequent Cough
Frequent Headaches
Glaucoma

0000000000000

Hay Fever

Heart Attack/Failure

O0000000000000000

Heart Disease
Hemophilia
Hepatitis A
Hepatitis B or C
Herpes Fecha
High Blood Pressure
Hives/Rashes
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia

Liver Disease

Low Blood Pressure
Lung Disease

Psychiatric Care
Radiation

Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles

Sickle Cell Disease

0000000000

Sinus Trouble

To the best of my knowledge, the questions on this form have been answered accurately. | understand that providing incorrect infor-

mation can be dangerous to my (or patient's) health. It is my responsibility to inform Sadlon Dentistry of any changes in my medical status.

Signature of Patient, Parent or Guardian

Date



Dental History

Name:

TTOCTOTT OCT T OrCTTTTT

Birthdate:

S

sadlon

DENTISTARY

Please complete dental history form so we may provide you with the best possible dental care. All information is completely confidential

What is the reason for your visiti today?
Date of last dental visit?

What was done at your last dental visit?
How oft¢ Paciente SS#

How often you brush your teeth?

Have you eveer used or are you currently using topial fluoride?
What other dental aids do you use (inteEpIak, toothpicks, etc.)?
Do you have any dental problems now?

If yes, please describe:

Are an)Relacion al Paciente:

Hot or Cold............. vON»O
Copania de Asegurar Y N
Biting or chewing..... Y N

Have you ever had:
Orthodon Titular de la Poliza:
Oral SUMGEIY. . ceiiiii e

< < <

oooooo

Periodon Cumplearios del Titular:
Teeth grounded or bite adjusted...............ccoooiiiiiinnnn.
Bite plate Asegurado SS#:

<

000000

2z Z2 z 2 Z

Serious injury to the mouth orhead...................cooooiinn,

<

El Paciente Asegurado por Otra Aseguradora?
Have y *Si, porfavor de preguntale a la recepcionista por otra forma.*
Mouth odors or bad taste

<

Frequent Queremos que tu visita con nosotros sea lo mas cémo

< <

000000000

Bleeding or hurting gums...........oooiiiiiii
Any loose teeth or change in bite......................

=<

Does food tend to become caught in between your teeth....
Clicking ¢ No me importa discutir las tarifas en la recepcion

2 2 Z2Z 222 Z Z Z

000000000

Are your satisfied with your teeth appearance.......................... Y
Would you like to keep all your teeth all your life...................... Y
Do you feel nervous about having dental treatment................... Y

Last Cleaning

How often you floss?

Y N

Last Full Mouth X-Rays

Y N

Do you:

Clench or grind your teeth while awake or asleep........ Y N
Bite your lips or cheeks regularly............................. Y N
Snore or have any sleep disorders........................... Y N
Smoke/chew tobacco or use tobacco products........... Y N
If yes, when:

If yes, please explain:
If yes, when:

If yes, please explain:

If yes, how long:

If yes, please explain:
Si

Porfavor Circule Uno:

Is there anything else about having dental treatment that you would like us to know?

If yes, please describe

Prefiero discutir las tarifas en privado

Y N

Signature of Patient, Parent or Guardian

Date



S

No Show/Cancellation Policy sadlon

PENTISTARY

Our goal ¢ Information del Paciente
we have implemeted an appointment cancellation policy. The policy enables us to better utilize
available (Nombre:

Direccion:

Same Day Cancel/N«Ciudad

We unders Sexo:

for work or family. However, when you do not call to cancel an appointment, you may be preventing
another patient from receiving much needed treatment. Conversely, the situation may arise where
another pa Paciente SS#

seemingly 'Telefono:

Patients wt Correo Electronico:
their appointment time will be charged a $25.00 no call/no show fee. In the event of an actual
emergency Contacto de Emergencia:

Telefono de Contacto de Emergencia:
How to Cancel Your Appointment

If it is necessary to cancel your appointment, we require a 24 hour advance notice. Appointments are
in high den Quien es Responsable de la Cuenta?
for his or her emergency or routine cleaning.

To cancel an appointment you can:
Call Copania de Aseguranza:
Email us at sadlondentistry@yahoo.com
Text us at 480-470-6705

Titular de la Poliza:
If You Are Running Late
We understand delays can happen, however, we try to adhere to scheduled appointment times as
closely as ¢ Asegurado SS#:
**Please note: If you are going to be late 10 minutes or more to your appointment, we may not be able to
accommod El Paciente Asegurado por Otra Aseguradora?

*Si, porfavor de preguntale a la recepcionista por otra forma.*

Re Queremos que tu visita con nosotros sea lo mas cémoda posible. Cémo le gustaria que le presentaramc

The $25.00 is the sole responsibility of the patient.

No me importa discutir las tarifas en la recepcién

Patient Signature Date



Firma del Paciente, Padre or Guardian



Fecha:

Estado Postal

Fecha de Nacimiento:

Celular:

Si

3s las tarifas?

Porfavor Circule Uno:

Prefiero discutir las tarifas en privado



Fecha



2 Secondary Dental Insurance Information

Patient Name:

Secondary Insurance Policyholder Name:

Policyholder's Birthdate:

Policyholder's SS#:

Insurance Co:

Member ID/Policy Number:

Relationship to Patient:

2 Secondary Dental Insurance Information

Patient Name:

Secondary Insurance Policyholder Name:

Policyholder's Birthdate:

Policyholder's SS#:

Insurance Co:

Member ID/Policy Number:

Relationship to Patient:

2 Secondary Dental Insurance Information

Patient Name:

Secondary Insurance Policyholder Name:

Policyholder's Birthdate:

Policyholder's SS#:

Insurance Co:

Member ID/Policy Number:

Relationship to Patient:




