Eddleman Dental Patient Registration

Name, First Last Middle Initial__ Preferred Name
Address City State Zip
Home Phone Work Cell Email

Birth Date SSN # Drivers Lic #

| prefer to be contacted for appointment reminders by: Phone (Home - Work - Cell ) Text Message Email
Please circle your marital Status:  Single Married Divorced Widowed Separated

Patient’s (or Parent's) Employer Work#

Spouse Name Employer Work#

Name & Ages of Children/Siblings:

Emergency Contact: Relationship Phone #

Who may we thank for Referring You (How did you hear about us)?

Responsible Party (If Other Than Patient)

Person Responsible for this Account Relationship to patient
Address City State Zip
Employer SSN# Phone #

Dental Insurance Information

Policy Holder Birth Date SSN#

Employer Insurance Company

Policy Holder Member ID#

Secondary Insurance Information:

Policy Holder Birth Date SSN#

Name of Employer Insurance Company

Policy Holder Member ID#

| agree that the above information is accurate and that by signing below, | understand & accept the following:

Payment is due in full as treatment is rendered. This practice does not have a contract with my insurance company, but | do. Insurance
payment and coverage is my responsibility. We file your claim as a courtesy to you. If your insurance does not pay within 90 days,
denies your claim, or does not pay the full estimated portion, we will request immediate payment in full from you, but will still assist you
in collecting your insurance reimbursement. In the event that my account becomes delinquent and/or is turned over to a third party for
collection, | am responsible for any and all billing fees, finance charges, legal fees, and collection costs incurred. When necessary, this
practice emails dental x-rays, records, and/or dental photographs to your insurance company and dental specialists or laboratory
technicians involved in your treatment, via a non-encrypted web source.

SIGNATURE of PATIENT (PARENT or GUARDIAN ) DATE



Patient Name:

EDDLEMAN DENTAL MEDICAL HISTORY
DOB

Your general health, medical conditions, and/or medications have an important interrelationship with your oral health.
We thank you for answering the following questions thoughtfully and completely so we may better care for you!

Are you under a physician’s care now?

YES NO If yes please explain:

Have you been hospitalized or had any surgeries? YES NO

If yes, please explain:

Have you had a serious head or neck injury? YES NO If yes, please explain:

Please list all medications you are currently taking:

Have you ever taken Fosamax, Boniva, Actonel, Prolia or any other medications containing bisphosphonates? YES NO

If yes please explain:

Do you use any tobacco products? YES NO If yes what? And how often?

Do you use any controlled substances? YES NO If yes please explain:

Women, are you: {) pregnant? (O Nursing? { Taking oral contraceptives?

Are you ALLERGIC to any of the following medications?

(O Aspirin (O Penicillin () Codeine () Latex (0 Local Anesthetics () sulfa

D Other?

Do you have, or have had, any of the following? (Please circle YES or NO)
AIDS/HIV YES NO Cortisone meds YES NO | Hemophilia YES NO | Radiation YES NO
Alzheimer's YES NO Diabetes YES NO | Hepatitis A YES NO | Weight Loss YES NO
Anaphylaxis YES NO Drug Addiction YES NO | Hepatitis Bor C YES NO | Asthma (stress) YES NO
Anemia YES NO | Herpes YES NO | Rheumatic Fever YES NO | Asthma (allergy) YES NO
High blood pressure YES NO | Arthritis YES NO | Epilepsy/Seizures YES NO | Scarlet Fever YES NO
Artificial heart valve YES NO | Bleeding disorder YES NO | Hives/Rash YES NO | Shingles YES NO
Artificial joint YES NO | Dry mouth YES NO | Hypoglycemia YES NO | Sickle Cell YES NO
Easily winded YES NO | Fainting spells YES NO | Irregular Heartbeat YES NO | Sinus Trouble YES NO
Frequent cough YES NO | Kidney problems YES NO | Spina Bifida YES NO | Leukemia YES NO
Stomach disease YES NO | Breathing problems YES NO | Freq Headaches  YES NO | Liver Disease YES NO
Stroke YES NO | Bruise easily YES NO | Low blood pressure YES NO | Swelling of imbs YES NO
Cancer YES NO | Glaucoma YES NO | Lupus YES NO | Thyroid disease = YES NO
Chemotherapy YES NO | Mitra valve prolapse YES NO | Tonsillitis YES NO | Angina YES NO
Heart Attach YES NO | Osteoporosis YES NO | Tuberculosis YES NO | Cold sores YES NO
Heart Murmur YES NO | Tumors YES NO | Congenital heart disorder YES NO | Fever blisters YES NO
Parathyroid disease YES NO | Heart disease YES NO | Psychiatric Care  YES NO | pacemaker YES NO

Have you ever had any serious illness not listed above?

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

Signature

Today’s Date







