TIME 09:39 AM DATE 1/10/2017
TIENT REGIST

ID: Chart ID:
First Name; Last Name: Middie Initial:
Patient Is:[_|Policy Holder [ JResponsible Party Preferred Name:

‘ Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:
Address: Address 2:
City, State, Zip: Pager:

Home Work Phone: Ext: . Cellular:
Phone:

Birth Date: Soc Sec: Drivers Lic:

[JResponsible Party is also a Policy Holder for Patient [ Primary Insurance Policy Holder [} Secondary Insurance Policy Holder

Patient Information

Address: Address 2:
City: State / Zip: Pager:

Home Work Phone: Ext: Cellular:
Phone:

Sex:[“JMale [ JFemale Marital Status:[ JMamied | JSingle [ ]Divorced [ JSeparated [ ]Widowed
Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: 11 would like to receive correspondences via e-mail.

Section 2 Section 3
Employment[™JFyll Time [JPart Time [ORetired Referred By
Status: Previcus Dentist
Student Status: [ ] Full Time {"1Part Time Emergency Contact
Medicaid ID: Pref. Dentist: Emergency Contact #
Insurance Co
Group Name
Carrier ID: Pref. Hyg: Group Number

Employer ID: Pref. Pharmacy:

Primary Insurance Information

Name of Insured: Relationship to Insured:[]Self ~ [JSpouse [JChild  [JOther
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 [ Spousec [JChild [ JOther .
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:




Time 7:49 AM Plantation Dental Studio PLLC
Plantation Dental Studio Medical Hx

Birth Date:

Date 6/4/2025

Patient Name: Date Created:

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, ¢

Are you under 8 physician's care now? ) Yes Uy No If yes ‘

Please list physidan’s name and phone number.

Have you ever been hospitalized orhad a major operation? (™ ves (:No Ifyes - o -
Piease list type and date,

Have you ever had a serious head or neck injury? rYes JyNo If yes

Areyou taking any medications, pills, ordrugs? yYes )No if yes i ) o - o ) ) B

Do you take, or have you taken, Phen-Fen or Redux? rYes _*No Ifyes ) S o
Are you on a special diet? {1 Yes _rNo

Have you ever taken Fosamax, Boniva, Actonel or any other hYes . vNo If ves o ’ o T ) B

medications containing bisphosphonates?

When did you start taking the medication? If currently not on the medication, when did you stop?

Dovyou orhave you used tobacco products? ) Yes (3 No if ves
What type of tobacco. When did you start? How many packs/per day?
 Women: Are you... N ) -
[T Pregnant/Trying to get pregnant? [ Nursing? |~ Taking oral contraceptives?
Are you allergic to any of the folowing?

| " Aspirin i Penicillin |_  Codeine {_ Acrylic
[ Metal i~ Latex .~ SulfaDrugs [ Local Anesthetics

Other? 7 fyes

Do you usecontrolled substances? CrYes v No Ifyes T S T

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

AIDS/HIV Positive I Yes 7No Cortisone Medidne () Yes (O No Hemophilia " 7Yes ")No Radiation Treatments v.?Yes
Alzheimer’s Disease C)Yes »No |Diabetes rYes (i No Hepatitis A V.rYes 3No |RecentWeightlLoss () Yes
Anaphylaxs () Yes (2No |DrugAddiction rYes (C)No [HepatitisBorC ("Yes {D)No |RenalDialysis 7 Yes
Anemia ) Yes >No |Easily Winded {{>Yes JNo [Herpes 2Yes {3No |Rheumatic Fever Ty Yes
Angina I Yes (*No |Emphysema {7Yes 3No |HighBlood Pressure rYes JyNo |Rheumatism {1 Yes
Arthritis/Gout (1Yes {ONo |Epilepsy orSeizures > Yes {*No |HighCholestero! V> Yes [ yNo |Scarlet Fever v Yes <]
Artificial HeartValve (1Yes . *No |ExcessiveBleeding yYes {3No |HivesorRash \_rYes _sNo |Shingles W) Yes

Artificial Joint (rYes (CrNo |Excessive Thirst {)Yes i1No Hypoglycemia UaYes (3No |SickleCell Disease (1 Yes
Asthma (1Yes i No |Fainting Spells/DizZness  (>Yes ("yNo |IrregularHeartbeat i_'Yes {{)No |[SinusTrouble i*Yes
Blood Disease () Yes )No |FrequentCough )Y¥es (OPNo |Kidney Problems iJyYes (")No |SpinaBifida 21 Yes
Blood Transfusion (1Yes (XNo |FrequentDiarrhea (L Yes (O No Leuvkemia {"Yes ¢ 3No |Stomach/Intestinal Disease (' Yes
Breathing Problems (O Yes < HNo Frequent Headaches (r1Yes 3No LiverDisease ‘D Yes :No Stroke - Yes
Bruise Easily (1Yes {No |Genital Herpes \yY¥es JhNo |LowBlood Pressure i"yYes »No |Swelling ofLimbs 'y Yes -
Cancer {_}Yes < I»No |Glaucoma “yYes (No Lung Discase v.1Yes (yNo |ThyroidDisease ) Yes )
Chemotherapy Yes (yNo |Hay Fever i Yes {_:No |[Mitral valve Prolapse "Yes i No [Tonsillits v Yes
Chest Pains (O Yes IYNo |HeartAttack/Failure {rYes \INo |Osteoporosis :Yes "3No |Tuberculosis 1 Yes
Cold SoresfFeverBlisters  ((j Yes < YNo |Heart Murmur rYes yNo | Painindaw Joints i1Yes (_yNo |TumorsorGrowths M Yes (3
Congenital Heart Disorder () Yes {INo |Heart Pacemaker {)Yes (YNo |Parathyroid Disesse irYes iNo |Ulcers L Yes
Convulsions {)Yes {3No |HeartTrouble/Disease {Yes (3No |PsychiatricCare (™ Yes _3sNo |Venereal Disease U Yes
Yellow Jaundice {iYes yNo |Pacemaker ' Yas »No

Have you ever had any serious itiness notlisted above? (“ives TiNo Ifyes T o ) T

Comments: If you selected yes to any of the above, please advise if the conditions are past or current and indicate any past or current treatment.

To the best of my knowledge, the questions on this form have been accurately answered. 1understand that providing incorrect information czn be dangerous to my {or patient's) health, Itis my
responsibiity to inform the denta! office of any changes in medical status.

Signature of ﬁ;&:ﬁ{ Parent or Guardian:

X

Date:



Plantation Dental Studio and Implant
Center PLLC

Patient Questionnaire

Patient Name: Nickname/Preferred Name:

1. Howdid you hear about us?

2. Who may we thank for referring you?

3. When was your last dental appointment?

4. What is the best way to communicate with you about appointments and other important
information? (Check all that apply.)

o E-mail o Phone o Text

5. On ascale from 1 —10. How were your previous dental experiences?

6. If you could change anything about your smile, what would it be?

7. Do you have any children or grandchildren?

8. Do you have any pets?

0

What are your hobbies?



