TIME 11:43 AM

ID:

First Name:

Patient Is olicy Holder

Responsible Party ( if someone other than the patient )

PATIENT REGISTRATION

Chart 1D:
Last Name:

_Responsible Party Preferred Name:

DATE 11/11/2021

Middle Initial:

Middle Initial:

Birth Date:

E-mail:

Employment ™} gy)) Time
Status: "

Student Status:| | Full Time
Medicaid ID:
Employer ID:

Carrier 1D:

First Name: Last Name:
Address: Address 2:
City. State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
| Responsible Party is also a Policy Holder for Patient _Primary Insurance Policy Holder ;;N;Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex:;;}Male | Female Marital Status: | Married ‘Single  Divorced | |Separated T Widowed

Age: Soc Sec: Drivers Lic:
- 11 would like to receive correspondences via e-mail.
Section 2 Section 3
“Part Time " IRetired Referred By

Part Time
Pref. Dentist:

Pref. Pharmacy:

Pref. Hyg:

Previous Dentist
Emergency Contact

Emergency Contact #

Primary Insurance Information

Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Insured Birth Date:
Ins. Company:
Address:
Address 2:
City. State. Zip:

Rem. Deduct:

Name of Insured: Relationship to Insured: | Self [“Spouse [ _|Child [ Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State. Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured:.Self Spouse | [Child | Other




Time 11:44 AM Elite Dentistry Of Habersham Date 11/11/2021
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Although dental personnel primarily treat the are,

i and around your mouth, your mouth is @ part of vour entire body. Health problems that you may have, or medication that you may be taking, <

“re you under a physician's care now? “Yes {iNo If yes
Have you ever been hospitalized arhad a major operation? ves Mo If ves
Have you ever had a serious head or neck injury? Yes Mo 1 yes
4reyou taking any medications, pills, or drugs® {iYes {¥No If yes
Da you take, or have you taken, Phen-Fen or R Yes Mo i yes
Have you ever taken Fosamax, Boniva, Acto or any cther { s Yes « Mo i yes
medications containing bisphesohon 5
Are you on a special diet? ‘¥es | Mo
Do you use tobacco? fes Mo
Do youuse controlied substances? s Yes ¢} No iFyes
Women: Are you...
Pregnant/Trying toget pregnant? Mursing? i Taking oral contraceptives?
are you aliergic to any of the following?
Aspirin Fenicithn Caodeine O aorylic
Metal teatex i Suifa Drugs iocal Anesthetics
Other? : If yes
Do vou have, or have you had, any of the foliowing?
AIDS/HDY Positive Yes Mo Cortisone Medid Yes Mo Hemophilia 3 Yes {5 No Radiation Treatments {hYes { iNo
Alzheimer's Diseese fes ] Yes | No |HepetitisA iYes { iNo |RecentWeightLoss { iYes i :MNo
Araphylaxks Yes Mo fes Mo [HepatitisBerC Yes | :MNo |RernalDialyss iYes [ Mo
Aremia Yes Mo |Easily winded fes No |Herpes ‘Yes { MNo |Rheumatic Fever
Angina i3 Yes Moo [Emphysema Yes ¢ :Mo  [HighBlood Pressure [ives { Mo |Rheumatism £3Yes (Mo
Zrthritis/Gout ™ Yes No Epilepsy or Seizures Yes Mo High Cholesterol i Yes no Scariet Fevar T Yes : bo
artificial Heartvalve < Yes Yes . Mo |Hives crRash i 3Yes no | Shingles {3Yes ¢ Mo
trtificial Joint Yes Mo Yes Mo Hypoglycemia Yes i ¥ No Sickle Cell Disease {YYes ™Mo
Asthma i Yes Mo Fainting Speils/Dizziness Y Yes e rregular Heartbeat i Yes : ND ouble £y Yes Mo
Blood Disease Yes Mo Frequent Cough Yes Mo Kidney Problams s Yes No Spina Bifide ™ Yes nNO
Blood Transfusion Yes Mo Freguent Diarrhes Yes Mo |Leukemia Yes i MNo Stomach/Intestinal Disease  {  Yes Ho
Breathing Probiems fes Mo =nt Headeches Yes Mo |LiverDiszase #Yes { tNo Stroke f.2Yes { 3No
Briise Easily Yes Mo fes Mo |LowBlocd Pressure sYes (“:MNo |Swelling ofLimbs
Cancer Yes He ome Yes ¢ No |LungDisease i :Yes {:No |Thyrcid Disease i Yes ¢ :No
Chemotherapy fes Mo Hay Faver SiYes < 3No  |Mitralvalve Prolapse iYes { :MNo |Torsiliis
Chest Pains £ Yes Mo Heart attack/Failure Yes ¢ Mo Qsteoporosis i 3Yes 3 No Tuberculosis
Cold Sores/Fever Blisters i Yes o Heart Murmiur " ves £ Mo Pain inJaw loints ™ vas &% Mo Tumors or Growths »f'} Yes i :ho
Congenital Heart Disorder Yes o Hzart Pacamaker Yes o Parathyroid Disease {5 Yes ¢ 3 No Ulcers i ¥Yes ¢ :No
Cenvulsions Yes Ho Haart Trouhle/Disease Yes o hiatric Care Yes ho Venerea! Disease {%Yes i :No
Yellow Jaundice (™ Yes  :No
Have you ever had any serious illness no Yes i Mo fyes

Comments:

widing incorrect information can be dangercus to my {or patient's} health, Itis my

ave besr accurately answered. Iunderstanc
n medical status,

To the best of my knowledge, the guestions on
responsibiity to inform the dentai office of any

Signature of Patient, Parent or Guardiar:

X N Date:




