TIME 03:09 AM

ID:

First Name:

PATIENT REGISTRATION
Chart ID:

Last Name:

Patient Is:[_| Policy Holder

First Name:

[ IResponsible Party

Responsible Party ( if someone other than the patient )

Preferred Name:

DATE 6/24/2020

Middle Initial:

Last Name:

Address:

. Address 2:

City, State, Zip:

Middle Initial:

Pager:

Home Phone:

Work Phone: Ext:

Birth Date:

Soc Sec:

\

[ Responsible Party is also a Policy Holder for Patient

[ Primary Insurance Policy Holder

Cellular:

[ ISecondary Insurance Policy Holder

Patient Information

Address:

Address 2:

City:

State / Zip:

Home Phone:

Work Phone: Ext:

Sex:[_|Male
Birth Date:

[ |Female

Marital Status:| | Married [ Isingle

Age: Soc Sec:

E-mail:

[ J1 would like to receive correspondences via e-mail.

Employment[ ™| Fy]f Time
Status:

Student Status:[_| Full Time
Medicaid ID:

Section 2

Section 3

whom Can Wwe tAH

] Part Time IRetired

[ IPart Time

7el lion You about

Pager:
Cellular:

[IDivorced | _|Separated [ |Widowed

aa K, A1,
Us 2

Pref. Dentist:

Employer ID:

Pref. Pharmacy:

Carrier ID:

Pref. Hyg:

Primary Insurance Information

Name of Insured:

Relationship to Insured: [ _| Self

Insured Soc. Sec:

Insured Birth Date:

Employer:

Ins. Company:

Address:

[Ispouse [_|cChild

"lother

Address:

Address 2:

Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Secondary Insurance Information

Name of Insured:

j Spouse | |C

L L

Relationship to Insured: Cself

Insured Soc. Sec:

Insured Birth Date:

Employdk
> v

Ins. Company:

.“Addresg;

hild [ ]Other

Address:

Address 2:

Address 2:

City, State, Zip:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

¢
v .




Time 1117 PM

Patient Name:

Jeffrey Leinassar, DMD, FAGD
FINAL copy 7/30/19
Birth Date:

Date Created:

Date 4/20/2021

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? CiYes () No If yes A
Have you ever been hospitalized orhad a major operation? () ves () No If yes s
Have you ever had a serious head or neck injury? €Y Yes {3 No If yes -
Areyou taking any medications, pills, ordrugs? 3 Yes (" No Ifyes | A
Date of last visit with physician? o Al
Have you ever taken Fosamax, Boniva, Actonel or any other ) Yes (3 No 1f yes ~
medications containing bisphosphonates? ’ ¥
Are you on a special diet? s ves (3INo
Do you use tobacco? if Yes how much per day? (3 Yes '3 No If yes
Do you use controlled substances? ) Yes (3 No Ifyes |
Women: Are you...
' Pregnant/Trying to get pregnant? B 1 Nursingg g Taking oral contraceptives?

Are you allergic to any of the following?

i [ Penicillin ?ibodcine """" Aarylic

[“latex [ SulfaDrugs [ Local Anesthetics

[ Erythromycin

Other? If yes 9
Do you have, or have you had, any of the following? )

AIDS/HIV Positive ) Yes ;No Hemophilia () Yes ((3No |Radiation Treatments ) Yes {; No |Alzheimers Disease ) Yes (3No
‘Diabetes type 10r2 idYes (JNo [Hepatitis A {yYes (JNo [RecentWeightLoss (3Yes (I No |Anaphylaxs yves (3 No
Drug Addiction {yYes (OJNo |HepatitisBorC " Yes (yNo |RenalDialysis {iYes (JNo |Anemia yyes (O No
‘Herpes (yYes (()No |Rheumatic Fever {yYes ((yNo [Angina {yYes ((yNo [Emphysema {aves () No
: HighBlood Pressure {9 Yes (3No |Rheumatism {yYes (JNo |Arthritis/Gout {y¥es (JNo |Epilepsy or Seizures {yves 3 No

High Cholesterol {yves (uNo |Artificial HeartValve {Yes (3No |ExcessiveBleeding {iYes ((yNo |HivesorRash {yyes (JNo
 Shingles (yYes {}No |Artificial Joint (yYes (4No |ExcessiveThirst (yYes ((1No  |Hypoglycemia (yYes {3No
Asthma (" Yes {»No |Fainting Spells/Dizzness () Yes (}No |IrregularHeartbeat yYes (JNo [SinusTrouble {Yes {INo

Blood Disease "y Yes (yNo |FrequentCough yYes (JNo |Leukemia {"yYes ()No |Stomach/Intestinal Disease (") Yes () No

Breathing Problems Frequent Headaches {yYes ((1No |LiverDisease (yYes ((iNo |Stroke yYes (1Mo

Bruise Easily Low Blood Pressure {yYes (3No |[SwellingofLimbs {9¥es {JNo |Cancer {yYes (I No

Glaucoma Lung Disease {yves (yNo |Thyroid Disease {yves (yNo | Chemotherapy ives (3No

Hay Fever Mitral Valve Prolapse (yYes (iNo |Tonsilltis (yYes (3No |ChestPains iYes (i No

Heart Attack/Failure % Yes (3No |Osteoporosis {y¥es (INo |Tuberculosis {y¥es (JNo |ColdSores/FeverBlistrs (7 Yes (:No

Heart Murmur {"yYes ((yNo |PaininJaw Joints {iYes (JNo |Tumors or Growths {ives ((}No |CongenitalHeartDisorder {7 Yes () No

Heart Pacemaker (iYes (3No |Ulcers {yYes (iNo  |Convulsions (Yes ((3No [HeartTrouble/Disease ives (i No

Psychiatric Care 3Yves (3No |Clenching/Grindingteeth {7 Yes () No
H;veyou ever had any serious illness notlisted abo;ae? €3 Yes ;x, Mo 1f yes :
Do you require a Pre-med prior to dental treatment? © Yes {3No
Current oral concerns? 3 Yes (% No If yes A




How often do you brush/floss your teeth?

Date of last dental visit? (Type N/A if currently established in Al

this office) 2
Name of previous dental provider? (Type NJA i currently "*
established in this office) w
Do your gums bleed? Y Yes (I No
Are you interested in whitening? (3 Yes () No
Do you snore? b Yes ) No
Which of these do you own? o ,
Retainer{s) {3 ves (JNo
Night Guard (3 Yes () No

C-Pap {3 Yes (3 No

How often do you wear?
Sometimes

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

. Signature of Patient, Parent or Guardian:

X Date:




