Patient Name Date

Dental History

= How long has it been since you have seen the dentist?

= Date of last complete dental exam?
» Last full mouth series of X-rays?

= Arg you having problems now? fes ar No
= What?

= s your present dental health poor?  Yes or No

» Do yvou wear dentures or partials? Yes of No

* Are you unhappy with you dentures? Yes ar No

= Would you like to know mare about a permanent replacement? Yes or No
» Do your gums bleed, or feel tender or irritated? Yes or No

= Are you teeth sensitive to hot, cold, sweets, or pressure?  Yes ar No

« Are you unhappy with the appearance of your teeth? Yes ar Mo
» Are you aware of grinding ar clenching of your testh? Yes ar No
» Do you have headaches, earaches, or heck pains? Yes or No
» Do you have loose, tipped, ar shifting teeth? Yes ar No
» Have you worn braces on your teeth? Yes ar No
» Do you have discolored teeth that bothar you? Yes or Mo
= Would you like your smile to look better of different? Yes or Mo
* Do you have problems with teeth/fillings breaking? Yes or No
# Have you had bad dental experiences in the past? Yes ar Mo

+ Mame of Previous Dentist:

NOTES:




PATIENT REGISTRATION

Firat Name:

Patient is: 0O Policy Holder

[J Responsible Party

__ Responsible Party (if someone other than the patient)

Last Mame:

First Name:

Address:

City, State, Zip:

Last Mame:

Address 2:

Pager:

Home Phone: Work Phone:

Ext: Callular:

Birth Cate: So¢, Sec.

Drivers Lic.:

() Responsible Party is also a Policy Holder for Patient

2 Prinnary Insurance Policy Holder

2 Secondany Insurance Policy Holder

—. Patient Information

Address: Addrass 2:
City: . State, Zip: Pager:
Hame Phone: Work Phone: Ext: Celiular:
Sex: O Male O Femala Marital Status: O Married O Single O Divorced O Separated O Widowed
Birth Date: Age: Soc. Sec.: Drivers Lic.:
E-mail; O | would like to receive correspondencas via e-mail.
Section 2 Section 3
Employment Statys: O Fult Time O Part Time O Retired Call Phone #:
Student Status: Q) Full Time O Part Time Pager H:
Office Fax #:
Pref, Pharmacy Address:

— Primary Insurance Information

Mame of Insurad:

inzsured Soc. Sec:

Emplayer:

Relationzhip to Patient: O Sell O Spouse O Child O Other

Inzured Birth Date:

Ing. Company:
Address: Address:
Address 2! Address 2:
City, Stata. Zip: City, State, Zip:
Referred By: OVER




__ DANIEL B. SCIANTARELLL D.D.S.

[MAME OF PRACTICE)

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement™

k , have received a copy of this
office’s Motice of Privacy Practices.

Plgase Prird Mame

Signadure

Cate

" For Office Use Only

We attempted Eo obtain written acknowledgement of receipt of our Natice of Privacy Practices, but
acknowledgernent could not be obtained because:

O  Individual refused to sign

O Communications barners prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgemeant
O

Cither (Please Specify)

P00 tumprican Dendal Associabion

2k Righls Reserved

Remroducton and use of iz S By gerdistz znd [heer slal o parmeriag. Any olber use, dugicatian ar distribytion of [Fes fone by any oiber party 1ecringd Le Do
welthen pppeoval of the Areican Dental Assaciation

This Form is pducational anly, doss nod poratibte tegal advice, and cowns only kedaral, not abaie, law Diugust 14, 200Z).



Daniel B, Sciantareli D.0.S.

MEDICAL HISTORY

PATIENT NAME

Although dental personnel primarily treat the area in and areund your mouth, your mouth is a part of your entire body. Health prablarms that wou may

-—

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

tallmning questions,

Are you under a physician's cate now? | Yes (s Mo NiA
Have you ever been hospitalized of had a major operation? | * Yes o ‘Mo WA
Have you ever had a serlous head or neck injury? " Yes )Mo [ N
Are you taking any medications, pills, or drugs? () Yes Mo [ WA
Do you take, or have you taken, Phen-Fen or Redux? |1 Yes { ' No [+ WA
Are you on a8 special dief? © 1 Yes i) Mo

Wamen: Arevyou || PregiantTrying to get pregnant?
Ate you allergic te any af the followang? ————————————
[ aspirin [ | Peniclin || Codaine

— stz

Do you use tobacce?! ) Yes |
"' WA Do you use controlled substances?( ) Yes 1 No
[ ] Mursing? [ ] Taking oral contraceptivas?

mcrylic || Matal [ Latex [ | Local Anesthetics | | Other

Mg

Do you have, or have you had, any of the following?~———
[] AlIDSMHN Positive | | Chest Pains
|| Alzheirmers Disease Cokd SoreaFever Blisters

71 Frequent Headaches
[ Genital Herpas

[] kigney Proclams
] Leukemia

[ 7] Liver Disease

| | Low Blood Pressure
|| Lung Disease

[ Mitral Valve Prolepse”

[ Paimif Jaw Joints

|| Pamthyroid Disease
|| Peychiatric Care

[[] madiatipn Trestrments
[ Resent Weight Loss
| Renal Dialysis

|| Rheurnatic Fevar®
[ Riruenatisen

[
[ Araptytais | Congenital Heart Disarder | | Glaucoma
Anemia [ Comulsions " Hay Fever
Angina [ Corisons Madicing [ | Hean AtbacsF asre
ArthrilsGout [ Diabetes [ Heart Mumur
| Articial Hear Valve® | - Drug Addicion Hearl Pace Makar*
[ Arlificial Joint* [ Easity Winded [ Heart Troutéa/Diseass
|| Ashma | Emphyserma | Hermephilia
| | Blood Disease | Epapsy or Seizures. ] Hepatits &
Blood Translusion | Ewxpessive Bleading | Hepatits B or G
Breathing Probiem " Excessive Thirst | Herpes
Bruse Easily Fainting Spells/Dizzingss _' High Biod Pregaurne
|| Cancar Freguent Cough [ Hives or Rash
 Ghermolberapy || Frequen Diammes || Hypoglycemia
Have you ever had any serlous Biness not listed above?:  Yes PMoo N

Cornments:

[ Scarlel Fever
[ shingles

[ Sighle Call Disease

| Sinws Trouble

[ Spina Bifida

| Stemachiintestinal Disease
7| Siroke

| Swalling of Limbs

|| Thyroid Disease

[] Tonsitkiz

[] Tuberadss

| | Twmors er Growdhs

|| wcers

[] wenereat Disease

[7] reliow Jaundice

*Condifion may require medication  NJ/A - Not answared by patlent

Consent: The undersigned hereby authorizes Doctor Sciantarelli to take X-RAYS, study modeds, photographs, or any
ather diagnestic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental neads.
I alga authorize Dockor to perform any and all forms of treatment, medication and therapy, that may be indicated in

connection with {Mame of Patient)

and further authorize and consent Doctor

chocse and employ such assistance as he deems fit, [ also understand the use of anesthetic agents embodies a certain

risk.

Patient, Parent or Guardian Signatura

Date __f_ (

OVER
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