REGISTRATION FORM

tterback

DENTAL GROUP

Today's date:

Chart Number:

PATIENT INFORMAT

ION

Q Mr.

Marital status (circle one)

Patients full name: O Miss
Q Mrs. am
Q Dr. Sy Single / Mar / Div / Sep / Wid
(Preferred Name): SSN: Birthdate: Age: Sex:
/ / oM QF
Street address: Drivers license number: Home phone no.:
( )
P.O. box: City: State: ZIP Code:
E-mail address: Cell phone no.:
( )
Occupation: Employer: Employer phone no.:
( )

If full time student, school name:

Name of person responsible for this account:

Whom may we thank for referring you to our office?

Other family members seen here:

INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Name of Insured Person:

Address (if different):

Home phone no.:

( )

Is this person a patient here? OYes ONo
Occupation: Employer: Employer phone no.:
( )

Employer address:

Name of primary insurance:

Subscriber’s name: Subscriber’s SSN: Birthdate: Group no.: Policy no.:
A

Patient’s relationship to subscriber: ] 0 Self [ Spouse | O Child O Other

Name of secondary insurance (if applicable):

Subscriber's name: Subscriber’s SSN: Birthdate: Group no.: Policy no.:
I

Patient’s relationship to subscriber: [ Q Self | 0 Spouse I Q Child O Other

~ AUTHORIZATION

| hereby authorize payment directly to Utterback Dental Group all insurance benéfits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by insurance. | hereby authorize Utterback Dental
Group to administer such medications and perform such diagnostic, photographic and therapeutic procedures as may be necessary for
proper dental care. The information on this page and the dental/medical histories are correct to the best of my knowledge. | grant the right to
the dentist to release my dental/medical histories and other information about my dental treatment to third party payers and/or other health

professionals.

Patient/Guardian signature:

Date:




Office Use Only

Date of Verification:

Chart Number:

_INSURANCE BREAKDOWN

Patient's DOB:

Name of Insured: ID# or SSN:
Employer: Insurance Company: Group #;
Mailing Address: Phone Number: Web Site Address:
Effective date: Calendar or Benefit year? Restart date:

$ Amount o $
Yearly Max: Used/Left: $ Deduct: $ Family Deduct:

BENEFITS A
PREVENTIVE: BASIC: MAJOR:
Resins: Perio: Endo: Crowns: Ext's: Oral Surg:
Are posterior resins downgraded to amalgams? Bridge: Denture: Build-up:
Implant Surgery: YES NO @ % | Implant Crown: YES NO @ % | Connection: YES NO @ %
Sealants: YES NO Age Limit? 4 .
Other limitations? Occlusal guards: YES NO @ % T™MI: YES NO @ %
FREQUENCY/LIMITATIONS:

Prophy: Exam: BWs:
Perio: FL TX: Age Limit? FMX/Pano:
Date of last FMX/Pano: Date of last recall:
Is there a waiting period for: Major work? YES NO Basic work? YES NO
Replacement clause: Crowns/Bridges every: yrs. Dentures/Partials every: yrs
Missing tooth clause? YES NO Are temporary dentures covered? YES NO




ADA American Dental Association®

Health Hlstory Form | e

|' E-mail: Today's Date

;

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office
does not use th]S information to discriminate.

| ' Name: Home Phone: include area code Business/Cell Phone: include area code ],
[ Last ' First Middle ( ) ( ) !
| Address: City: State: Zip: |
|
| Mailing address 3
Occupation: Height: Weight: Date of birth: Sex. M F
!
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: Cell Phone: i
{ |
{ ) Include areg codes } |

If you are completing this form for another person, what is your relationship to that person?

| Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don't Know the answer to the question) Yes No DK
A I T O B8 et R S o N e o B T o T e o s T A S s s B e vy ) i |
Persistent cough greater than a 3 week duratmn ..................................................................................................................................................... o o o
COugh that protUCBEBIDOM. s v i oo T o bR G R R S R B TR B R B e 75 S 5 O [
Beéen exposed 10 AnyDNe WItH CUBETEURBSIS & :us v ervssiesrons s vssin s susaiied o sxsissssshsams oo o vs 33 T5mes B0 n S5 RE0 R SR b b3 V0SB RN S e B AR e YRR 5 O 2 1

If you answer yes to any of the 4 items above, please stop and return this form to the receptionist.

Dental Information ror te fotowing questons pease mrt 09 your responses to the ollowing questions

Yes MNo DK Yes No DK
Do your gums bleed when you brush or floss? ..o L [ [0 Doyou have earaches or Neck Pains? .....c.ovcveiivminisrnos | O |
Are your teeth sensitive to cold, hot, sweets or pressure? ........... [0 [0 [0 Do you have any clicking, popping or discomfort in the jaw?.... 1 [0 [0
Does food or floss catch between your teeth? ... O 0O O  Doyou brux or grind your teeth? ..., =k BBl 8E
Isyour mMoUth Bry? s aiSa ivs ve aa e 1 [0 Do you have sores or ulcers in your mouth? o o
Have you had any periodontal (gum) treatments?........... L [ Do you wear dentures or partials? ... o o
Have you ever had orthodontic (braces) treatment? ... O [ [0 Do you participate in active recreational activities? o 0O
Have you had any problems associated with previous dental Have you ever had a serious injury to your head or mouth? ... I [0 O
B P acssoies E T A R R B T OSSR 4 | O O Date of your last dental exam:
Is your home water supply fluoridated? ... O O O | what was done at that time?
Do you drink bottled or filtered water? ...........ccccovveninniiinn ENEF ~"E]
If yes, how often? Circle one: DAILY / WEEKLY / OCCASIONALLY Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort?.......... O o o

What is the reason for your dental visit today?

How do you feel about your smile?

M ed ICa I [ nfO rmation pease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

s Yes No DK Yes No DK |
Are you now under the care of a physician? .......ccoecvivviiinnnn O 0O [T Have you had a serious iliness, operation or been
Physician Name: Phone: include area code hospitalized in the past 5 years?................ L et 0 B e
( ) If yes, what was the illness or problem?
Address/City/State/Zip: i
Are you taking or have you recently taken any prescription
Are yout-in . good: Nealth? . ummanmsmnamimmami i O O O | oroverthe counter medicing(s)? .....cccocovvvimvvnivvviiisinsne. 4 O O
Has there been any change in your general health within If so, please list all, including vitamins, natural or herbal preparations
the past Year? ol anasna oo iy i L1 OO [ | and/or diet supplements:

If yes, what condition is being treated?

Date of last physical exam:

© American Dental Association, 2006
Form S500




Me d | ca l In fO rmat | (01| Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems,

[ (Check DK if you Don't Know the answer to the question) Yes No DK Yes No DK
Do you wear contact [enses?.........cococecerecvcercecreccsccsee . 1 0 [0 | Do you use controlled substances (drugs)? ... 8 5 A |
Are you taking, or have you taken, any diet drugs such a_s ' Do you use tobacco (smoking, snuff, chew, bidis)? .............c........ O oo
Pondimin (fenflluramine), Redux (dexphenfluramine) or If so, how interested are you in stopping?
phen-fen (fenflluramine-phentermine combination)?..........coee... & O O {Circle one) VERY / SOMEWHAT / NOT INTERESTED

Are you taking or scheduled to begin taking either of the | Do you ) drink alcohalic beverages? ............. S = s
medications, alendronate (Fosamax®) or risedronate (Actonel®) [ yes, how much alcohol did you drink in 1 the last 24 hours? _
for osteoporosis or Paget’s disase? ... B B 8- yes, how much do you typically drink In a week?

“Since 2001, were you treated or are you presently scheduled | WOMEN ONLY Are you:
to begin treatment with the intravenous bisphosphonates L P e R L ol
{Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal | Number of weeks; g
complications resulting from Paget's disease, multiple myeloma Taking birth control pills or hormonal replacement? ... O 0O O :
Or EtastaliCiEaTIEErT v oo essmmssipsemeesassersetens e O 8 I B 11 o e e o o b e IR 7 T 25 4
Date Treatment began: J
Joint Replacement. Have you had an orthopedic total joint (hip, knee, elbow, f|nger) TERIECRMBTIE & s e S e 3 =1
Date: If yes, have you had any complications? J
Allergies - Are you allergic to or have you had a reaction to: Yes No DK Yes No DK |
To all yes responses, specify type of reaction. Metals i i v |
Local anesthetics O O [ Latex (rubber) P o v |
Aspirin O O [0 lodine e O O v
Penicillin or other antibiotics O O [0 Hay fever/seasonal o o o
Barbiturates, sedatives, or sleeping pills O 0O [ Animals im0 e
Sulfa drugs O O O Food 1 o
Codeine or other narcotics O O O Other 5 [ |
Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK Yes No DK
Heart MUMUE veeeeeosorosis O . O | Aremids s O O O Chronic pain....en. 0 0O O Sleep disorder......oeeien: 2 & o
Mitral valve prolapse......... 0 0 O | Blood transfusion ..o, O [O [0 Diabetes Typel or Il....[0 [ [0 Mental health disorders...... UL (I A
Artificial heart valves ........ O O 6 If yes, date: Eating disorder ... O 0 [0 Specify:
RABUFAALEFEVET +ecvrrerirnn. 0 0 [ | Hemophilia o, L0 O 0O Malnutrtion e 1 0 O Recurrent Infections............ (0 R

AIDS or HIV infection ... 0 [ [0 Gastrointestinal disease ....., O O 0O Type of infection:

Cardiovascular disease. ...... 0 ARl R % | 1 AR et L O [ [ [0 GE. Reflux/persistent Kidney problems.............. .1 [ [
ANl s O O O Autoimmune disease ......... B B Bl Chesrtbur. i O O [0 Night sweats ..o 0@ O
Arteriosclerosis ... O 0 O Rheumatoid arthritis ........., B, B B ieers.ssisisass 1 O [0 Osteoporosis.....e e B BE
Congestive heart failure..... I [0 [ Systemic lupus Thyroid problems. .. [0 [0 Persistent swollen glands
Coronary artery disease...... O O O erythematosus......oo. B O O Strokeuaias: B B nnetkiascnwsasssad B O
Damaged heart valves........ B "B B Sethmialses s B B O Glaucama.mmassrin | [ [0 Severe headaches/
Heart attack ovovvviiiinianes | i [ i - o < 1 [0 Hepatitis, jaundice or MIGRAINES .o [ R
Low blood pressure .......... ] [ [ Emphysema ... O O  liver disease......coociveierrens 1 [ [ Severe or rapid weight loss.. 1 [ [
High blood pressure.......... [l [ [ Sinus trouble 0 O Epilepsy...... s [ [ Sexually transmitted disease. I [0 [1
Congenital heart defects.... 1 [0 1 Tuberculosis ..ocoovvvvvieennn, 1 [ Fainting spells or seizures ... 1 [0 [ Excessive urination......... L1 [ [
PAcemMaker .......oovevvnienns O O O Cancer/Chemotherapy/ Neurological disorders ... | |
Rheumatic heart disease..... ] [0 [  Radiation Treatment......[J [ [ If yes, Specify:
Abnormal bleeding............ O O [ Chest pain upon exertion... [ [ [0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... O oo
Name of physician or dentist making recommendation: Phone:
Do you have any disease, condition, or problem not listed above that you think | should know about? ..o R T O oo
Please explain:
NOTE: Both Doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.
| certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
above have been answered to my satisfaction. | will not hold my dentist, or any other member of histher staff, responsible for any action they take or do not
take because of errors or omissions that | may have made in the campletion of this form.
Signature of Patient/Legal Guardian: Date:

( FOR COMPLETION BY DENTIST )
Comments:




Child Health/Dental History Form ADRAmesicdn Hiesial Associatian®

America’s leading advocate for oral health

Patient’s Name Nickname Date of Birth

LAST FIRST g INTIAL | S,
Parent's/Guardian’s Name Relationship to Patient
Address B -

i FO OF MAILING ADGRESS — . oIty ) _ STATE = ZIF GUDE
Phone Sex MO FO
Home ‘Works

Have you (the parent/guardian) or the patient had any of the following diseases of ProbIBMST ..o dYes ONo

1. Active Tuberculosis, 2. Persistent cough greater than a three-week duration, 3.Cough that produces blood?
If you answer yes to any of the three items above, please stop and return this form to the receptionist.

Has the child had any history of, or conditions related to, any of the following:

0 Anemia 1 Cancer 0 Epilepsy O HIV +/AIDS 1 Monenucleosis 1 Thyroid

0 Arthritis 0 Cerebral Palsy 3 Fainting 0 Immunizations d Mumps d Tobacco/Drug Use
1 Asthma 1 Chicken Pox 2 Growth Prablems a Kidney 1 Pregnancy (teens) 1 Tuberculosis

Q3 Blaclder 1 Chronic Sinusitis 3 Hearing (1 Latex allergy 1 Rheumatic fever U Venereal Disease
1 Bleeding disorders A Diabetes O Heart O Liver U Seizures Q Other.

1 Bones/Joints O Ear Aches [ Hepatitis 1 Measles 1 Sickle cell

Please list the name and phone number of the child's physician:

Name of Physician Phane

Child's History Yes No

1. Is the child taking any prescription and/or over the counter medications or vitamin supplements at this ime? ... 1000 0
If yes, please list:

2. Is the child allergic to any medications, i.e. penicillin, antibiotics, or other drugs? If yes, please explain:
3. |s the child allergic to anything else, such as certain foods? If yes, please explain:
4, How would you describe the child's eating habits?
5, Has the child ever had a serious illness? If yes, when: Please describe:
6
7
8

SRS
CC
oo

. Has the child ever been hospitalized? ...

. Does the child have a history of any other |||nesses'? If yes please I|st

. Has the child ever received a general anesthetic? ..

g, Does the child have any inherited problems? .............................................................. PPN = . - UL AN Te 2 T,

10. Does the child have any speech difficulties?...
11." Has the child ever had a blood transfusion?... -
12, |s the child physically, mentally, or emaotionally wnpalreci?
13. Does the child experience excessive bleeding when cut?
14. |s the child currently being treated for any illnesses? ..
15. Is this the child’s first visil to a dentist? If not the first wsn what was the date of the Iabt denhst vlsli’? Date
16. Has the child had any problem with dental treatment in the PASET ...
17. Has the child ever had dental radiographs {x-rays) exposed? ...
18. Has the child ever suffered any injuries to the mouth, head or teeth? .......occviee
19. Has the child had any problems with the eruption or SHSAAING :Of LEEIRT ivcivevimisinseissmiissiossdiisimi v el a S wATT 098 s EF T+ v v roaiaally
20, Has the child had any orthodontic treatment? ., PPN (1 Y., s e ot TRt [ B
21. What type of water does your child drmk‘? Ll Olty water D Well water U Botlled water O Filtered water
22. Does the child take fluoride supplements? ..., A Ts o i (O, 422,
23. Is fluoride 100thPASEE USEAT . ...ciiviiiiiiiiii i e e s 23.
24, How many times are the child’s teeth brushed per day? When are the teeth brushed? 24,
95, Does the child sUck his/Nar thumb, fINGEIS OF PACIHIEIZ . .v.iiuieririrrimereresrisrismeresmsrssesssssses e84 S S bbpa g 4385 e e h 384 e a0 ke kb ro e asenr e 00 s Oy
26. At what age did the child stop bottle feeding? Age Breast feeding? Age
27. Does child participate in active recreational aCHIMIIEST ...vi i BT

CCoCoD0oO0OoO00000000

0 0000 pgo0oppooCcoocooooooo

O OopDooo

MOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

| certify that | have read and understand the above. | acknowledge that my guestions, if any, about inquiries set forth above have been answered to my
satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or
omissions that | may have made in the complstion of this form.

Parent's/Guardian’s Signature Date

For completion by dentist
Comments

For Office Use Only: 1 Medical Alert 0 Premedication O Allergies 0 Anesthesia  Reviewed by
Date

© American Dental Association, 2006 To Reorder call 1-800-847-4746
Form 8707 or go onling at www.adacatalog.org
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