Premier Periodontics

PATIENT REGISTRATION
ID:
PATIENT INFORMATION
First Name: Last Name:
Address:
City, State, Zip: ;
Home Phone: Work Phone: Ext. Cell:
Birthdate: Social Security #:

Sex:-M___F Marital Status: Married__ Single  Divorced  Widowed
Email:

Preferred Dentist:
Preferred Pharmacy: Pharmacy Phone #:

RESPONSIBLE PARTY (IF SOMEONE OTHER THAN THE PATIENT)

Address:
City, State, Zip:
Home Phone: Work Phone: Ext. Cell:

Birthdate:
Social Security #:

PRIMARY INSURANCE INFORMATION

Name of insured:
Relationship to Patient: Self Spouse  Parent  Other
Insured Social Security #: Insured Birthdate:

Employer:
Employer Address:
City State Zip:

Insurance Company:
Address:

City State Zip:




Premier Periodontics

MEDICAL HISTORY
FOR

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

Are you under a physician's care now? {_: Yes ! : No If yes, please explain:
Have you ever been hospitalized or had a major operation?t:_! Yes : No [fyes, please explain:

Have you ever had a serious head or neck injury? ._* Yes: : No If yes, please explain:

Are you taking any medications, pills, or drugs? " Yes i_: No Ifyes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? :_: Yes i No
Are you on a special diet? () Yes (i No

Do you use tobacco? () Yes (i No
Do you use controlled substances? {_: Yes " No

~~Women: Are you 2 5 ;
Pregnant/Trying to get pregnant?_: Yes: : No Taking oral contraceptives?’ | Yes(_; No Nursing? «_j Yes: ; No

—Are you allergic to any of the following?
[1 Aspirin [} Penicillin " | Codeine [ | Acylic 1 Metal [ Latex [] Local Anesthetics

Do you have, or have you had, any of the following?

AIDS/HIV Positive ‘"1 Yes(_: No | Cortisone Medicine " Yesi_ No | Hemophilia _:Yes‘ ) No | Renal Dialysis i i Yes:_ i No
Alzheimer's Disease i_tYes(_i No | Diabetes i) Yes'_ No | Hepatitis A (") Yes_) No | Rheumatic Fever "1 Yes' i No
Anaphylaxis t_+Yesi_: No | Drug Addiction i Yes:_ No | HepatitisBorG (") Yesi_i No | Rheumatism _: Yes-_: No
Anemia "1 Yes: i No | Easily Winded “iYes:_ No | Herpes {_:Yesi_ i No | ScarletFever ‘ iYes: - No
Angina i Yesi i No | Emphysema ) Yes:_ No | HighBlood Pressure «_; Yes: ) No | Shingles i Yes: . No
Arthritis/Gout ‘_'Yesi_iNo | EpilepsyorSeizures ‘) Yes:_ No | HivesorRash "1 Yest ) No | Sickle Cell Disease «Yes: ., No
Artificial Heart Valve ' Yesi(_i No | Excessive Bleeding ") Yes_ No | Hypoglycemia i Yes( ) No | Sinus Trouble 1 Yes ' No
Artificial Joint ¢_1Yes! ) No | Excessive Thirst “_'Yes:_ No | Iregular Heartbeat > Yes: ' No | Spina Bifida ") Yes: ' No
Asthma ‘' Yes(_i No | Fainting Spelis/Dizziness: _: Yes  No | Kidney Problems ) Yesi_i No | Stomachfintestinal Disease ! : Yes . No
Blood Disease - "1 Yes:_i No | FrequentCough "' Yes'_ No | Leukemia i Yest i No | Stroke 1 Yes: i No
Blood Transfusion ‘1 Yes ' No | FrequentDiarrhea ‘ 'Yes:_ No | LiverDisease {_:Yesi_ 1 No | Swelling of Limbs ") Yes: . No
Breathing Problem '"1Yesi_:No | FrequentHeadaches  :Yes: No | Low Blood Pressure i/ Yest_ ) No | Thyroid Disease 1 Yes: . No
Bruise Easily ' 'Yes(_:No | Genital Herpes i ' Yes' . No | LungDisease {1 Yes( ) No | Tonsilltis ") Yes' : No
Cancer _+Yest . No | Glaucoma {71 Yes:” - No | Mitral Valve Prolapse’ ' Yes: ' No | Tuberculosis ¢« Yes: ‘ No
Chemotherapy "' Yesi i No | Hay Fever ) Yes:_ No | PaininJawJoints ¢ 1 Yes: | No | Tumors or Growths " Yes: ' No
Chest Pains *Yes: :No | HeartAttack/Failure "_1Yes _ No | Parathyroid Disease < Yes' ' No | Ulcers “iYes . No
Cold Sores/Fever Blisters « * Yes: ) No | Heart Murmur i_1Yes!_.No | PsychiatricCare (' Yest i No | Venereal Disease ‘1 Yes: . No
Congenital Heart Disorder: - Yes:_: No | Heart Pace Maker _“Yes _ No | Radiation Treatments: 1 Yes: ' No | Yellow Jaundice 1 Yes:  No
Convulsions ' Yest ' No | HeartTrouble/Disease _: Yes: No | RecentWeight Loss i Yes: i No

Have you ever had any serious iliness not listed above? ' Yes : : No If yes, please explain:

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
| dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN DATE




Our Policy of Care and Payment

Ensuring that our patients receive high quality of care is the goal of our practice

PAYMENT POLICY

Payment is due at the time services are rendered. We accept cash, check, Visa,
Mastercard, Discover, and American Express. We also offer Care Credit; a payment plan
which allows you to start treatment today and disperse payments over a period of time
without accruing interest.

NO SHOW APPOINTMENTS

Please call at least 24 hours in advance for appointment cancellations. If patients fail to
show for scheduled surgical procedures, a fee of $150.00 will be charged for instrument
setup. We are a specialty practice therefore we use specialized instruments that require re-
sterilization when removed from packaging. When patients do not show up for
appointments, it becomes costly for our practice.

I recognize and accept financial responsibility for payment of services, regardless of
insurance coverage. This includes, but is not limited to: co-insurance, deductible, and
non-covered services. I recognize and accept financial responsibility for the appointment
cancellation policy. I have read and agreed to the financial policy

Signature




List of Medications

Patient Name: Date:

Patient Signature:

10.




