REGISTRATION FORM

Section I: Patient Information Date

Name: | Prefer to be called:

Address: City: State: Zip

Phone ( ) Work Phone ( ) Cell Phone ( )

The best time to contact me is: [JAM.[]P.M. on my[|Home phone [_] Work phone [_] Celi phone
Date of Birth: Social Security Number:

Check Appropriate Box: [ |Minor []Single [ |Married [ |Widowed [ |Separated [ |Divorced

If Student, Name of School City/State OJfr [JeT
Spouse or Parent’s Name: Employer Work Phone

Whom may we thank for referring you?

Person to contact in case of emergency Phone

Email Address Would you like to receive our e-newsletter? ] Yes[ | No
Section Il Responsible Party

Relationship to Patient: [_]Self [ |Spouse [ |Parent [_|Other

Name: Relationship to Patient:

Address:

City: State: Zip: Phone: ( )

Employer Work Phone ( ) SSN#

Section lil Dental Benefit Information

Name of Insured DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )
Address of Employer: ~ City State: Zip
Insurance Company Grp # ID#

Ins Co Address: - Ins Co. Phone:

------------ DO YOU HAVE ANY ADDITIONAL INSURANCE? []Yes [ JNo IF YES, COMPLETE THE FOLLOWING  -----enemx-

Name of Insured - DOB Relationship to Patient
SSN#: Name of Employer: Work Phone: ( )
Address of Employer: City State: Zip
Insurance Company Grp # 1D#

Ins Co Address: Ins Co. Phone:




Date of last exém

How often do you brush your teeth? X per day
How often do vou floss? X per day
Do you use mouthwash? Y N

What kind?_

Do you have bad breath or bad taste? L 4 N

De you gums bleed when you brush? Y N

Hes fear ever prevented you from seeking dental treatment? Y N

Are you happy with the appearance of your teeth? Y N

Is there anything you would like to change? Y N

*Color Shape Straighter Whitening
Do you have any other concerns?

ROUTINE TREATMENT-LOCAL ANESTHETIC INJECTIONS-WHAT YOU SHOULD KNOW

| understand that from time to time my treatment with Dr. Chase Smith may include routine
procedures such as fillings, crowns, bridges, dentures, veneers, periodontal scaling & root
planing. | understand that these procedures are not invasive and carry very little risk. | also
understand that these routine procedures are generally very successful. However, | understand
tha: each patient is different and responds to treatment differently. As such, in limited instances,
routine treatment may not be successful and other treatment options may be necessary.

In eddition, | am aware that these routine treatments may require the injection of local
anesthetic for my comfort during the procedure. | understand that local anesthetic injections
carry a small risk for infection. | further understand that the biology of every patient is different
anc that discomfort from a local anesthetic injection may linger for a longer period of time in one
patient to another. | agree to advise Dr. Chase Smith anytime the injection site continues to be
uncomfortable after treatment.

| also understand that the local anesthetic (articaine, lidocaine, benzocaine, carbocaine,
‘mepivacaine, etc.) contain epinephrine which assists in the efiectiveness and longevity of the
anesthetic. However, epinephrine can cause increased heart rates and in more sensitive
patients, cause mild anxiety. | also undersiand that some patients are allergic to epinephrine
and if | have such an allergy | have advised Dr. Chase Smith.

I understand the risks and benefits to local anesthetic injections and | consent to the use of local
anesthetic injections as may be appropriate throughout my care.

Patients Name: Date:
Patient Signature:




Are you under a physidan's care now?

Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or nedk injury?
Are you taking any medications, pills, or drugs?
Do you take, or have you taken, Phen+Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or any other

medications containing bisphosphonates?

Are you on a spedal diet?

Do you use tobacco?

Do you use controlled substances?

Women: Are you...

(O Pregnant/Trying to get pregnant?

Are you allergic to any of the following?

(] Aspirin
CIMetal

Other?

Du wu have, ar havevuu had, any of the fullowmg7

AIDSHIV Positive
Alzheimer's Disease
Anaphylaxis
Anemia
Angina

- Arthritis/Gout
Artifidal Heart Valve

. Artifidal Joint

| Asthma

‘Blood Disease
Blood Transfusion
Breathing Problems
Bruise Easily
Cancer
Chemotherapy
Chest Pains

Cold Seres/Fever Blisters
Congenital Heart Disorder

Convulsions
Yellow Jaundice

Have you ever had any serious illness not listed above?

Comments:

Oves (ne
Oves OiNo
OvYes OMo
Oves ONo
OYes ONo
Oves ONo
OYes ONo
Cives Ono
Cives Ono
COives ONo
Oves ONo
Oves ONo
OYes Oho
OYes Oho
Oves Oho
Oves O
Oves (o
(OYes (No
OYes (ONo
Ovyes OINo

(O Yes (No

Oves OMo

(ves (Mo

(OYes (ONo

Oves (ONo

O yes (ONo

OYes OMNo

(O Yes (ONo

(Oyes (JNo

(TINursing?

(D Pericilin
[Oiatex

a
Cortisone Medidne O ves
Diabetes O Yes
Drug Addiction O Yes
Easily Winded O ves
Emphysema (i Yes
Epilepsy or Seizures O Yes
Excessive Bleeding O Yes
Excessive Thirst () Yes
Fainting SpellsDizziness () Yes
Frequent Cough () Yes
Frequent Diarrhea Yes
Frequent Headaches O ves
Genital Herpes (Oves
Glaucoma O Yes
Hay Fever O Yes
Heart Attack/Failure O Yes
Heart Murmur () Yes
Heart Pacemaker () Yes
Heart Trouble Disease (O ves
Infective Endocarditis OYes

OYes (ONo

IfYES [—777 e

e | |
If yes E ]
If yes E }
Ifyes [____ > }
If yes | I
If yes el

[ 7aking oral contraceplives?
[ Codeine () Aaryic
() suifa Drugs {TLocal Anesthetics
If yes i = i) __J

INo | Hemophiia Cives (ONo Radiation Treatments Oves Omo

(ONo  |Hepatitis A {Oves (Mo  |Recent Weight Loss Oives (ONo

{JNo |HepatitisBorC (OYes (JNo |Renal Dialysis OYes ONo

Ohno  |Herpes (O Yes (JNo |Rheumatic Fever Oves ONo

({ONo | High Blood Pressure OYes (ONo  |Rheumatism OvYes ONo

{ONo  |High Cholesterol OYes (Mo | Scarlet Fever Oves ONo

()No  |Hives or Rash OvYes (ONa |Shingles (Oves ONo

CiNo  |Hypoglycemia Yes ()No |Sickle Cell Disease (Oves (No

(Cino  |Irregular Heartbeat OYes (ONo | Sinus Trouble (Otes (ONo

(INo  |Kidney Problems Oves (ONo | SpinaBifida Oves OiNo

(Mo | Leukemia {OYes {ONo |Stomach/Intestinal Disease () Yes ()Mo

(JNo  |Liver Disease Yes (ONo  |Stroke Oves ONo

(ONo  |Low Blood Pressure ves (ONo | Swelling of Limbs Oves ONo

(ONo  |Lung Disease {ves (ONo |Thyroid Disease Oves ONo

{OnNo | Mitral Valve Prolapse Oives (ONo | Tonsilltis Oves ONo

(ONo | Osteoporosis {ves (ONo | Tuberauosis OYes ONo

(ONe  |Painin Jaw Joints ves (JNo |Tumors or Growths OYes (ONo

(ONo |Parathyroid Disease Yes (ONo  |Ulcers DYes (ONo

(INe | Psychiatric Care {ves {JNo |Venereal Disease OYes (ONo

OnNo
If yes l




| 2L ) yUU 11aQvec Icguldi uchiLal L,'Ht:bf\-ijpb f i ]
Date of last exam

How often do you brush your teeth? X per day
How often do you floss? X per day
Do you use mouthwash? Y N

What kind?

Do you have bad breath or bad taste? Y N

Do you gums bleed when you brush?

Has fear ever prevented you from seeking dental treatment?
Are you happy with the appearance of your teeth?

Is there anything you would like to change?

*Color Shape Straighter Whitening
Do you have any other concerns?
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ROUTINE TREATMENT-LOCAL ANESTHETIC INJECTIONS-WHAT YOU SHOULD KNOW

| understand that from time to time my treatment with Dr. Chase Smith may include routine
procedures such as fillings, crowns, bridges, dentures, veneers, periodontal scaling & root
planing. | understand that these procedures are not invasive and carry very little risk. | also
understand that these routine procadures are generally very successful. However, | understand
that each patient is different and responds to treatment differently. As such, in limited instances,
routine treatment may not be successful and other treatment options may be necessary.

In addition, | am aware that these routine treatments may require the injection of local
anesthetic for my comfort during the procedure. | understand that local anesthetic injections
carry a small risk for infection. | further understand that the biology of every patient is different
and that discomfort from a local anesthetic injection may linger for a longer period of time in one
patient to ancther. | agree to advise Dr. Chase Smith anytime the injection site continues to be
uncomfortable after treatment.

| alsc understand that the local anesthetic (articaine, lidocaine, benzocaine, carbocaing,
mepivacaine, etc.) contain epinephrine which assists in the effectiveness and longevity of the
anesthetic. However, epinephrine can cause increased heart rates and in more sensitive
patients, cause mild anxiety. | also understand that some patients are allergic to epinephrine
and if | have such an allergy | have advised Dr. Chase Smith.

| understand the risks and benefits to local anesthetic injections and | consent to the use of local
anesthetic injections as may be appropriate throughout my care.

Patients Name: Date:
Patient Signature:




