PATIENT REGISTRATION AND HEALTH HlSTbRY
RANDAL S. ELLOWAY DDS, INC

Please complete the following confidential Information

[IF THIS APPOINTMENT IS FOR YOU, PLEASE START HERE:

DATE
NAME . SPOUSE
ADDRESS ’
eIy STATE ZiP
HOME PHONE# CELL PHONE# EMAIL
WORK PHONE# BIRTH DATE AGE
MALE[ ] FEMALE[ ] MARRIED] ] SINGLE[ ]
DIVORCED [ | WIDOWED [ | SOCIAL SECURITY #
IF THIS APPOINTMENT IS FOR YOUR CHILD, PLEASE START HERE: DATE
NAME '
ADDRESS
CITY STATE ZIP
HOME PHONE#
BIRTH DATE AGE MALE ] FEMALE ||
SCHOOL GRADE
RESPONSIBLE
PARTY FOR INSURANCE TELL US
THIS INFO PLEASE ABOUT YOU
ACCOUNT
NAME INSURANCE CO. iS A MEMBER OF YOUR FAMILY A
: PATIENT HERE?
DRIVER'S LICENSE# EMPLOYEE THEIR NAME
BANK DATE OF BIRTH REFERRED BY
BRANCH GROUP & YOUR FORMER ADDRESS
YOUR NAME UNION/LOCAL # | Ty
DATE EMPLOYED STATE i
OCCUPATION PERSON TO CONTACT N
EMPLOYER EMPLOYEE SS# EMERGENCY
PHONE#
SECOND INSURANCE:
S
BUSINESS ADDRESS  SURANCE CO. ADDRESS
BUSINESS PHONE# D OVEE CITY
SPOUSE'S NAME DATE OF BIRTH STATE d
CLOSEST RELATIVE NOT LIVING
: PHONE#
EMPLOYER UNION/LOCAL #
ADDRESS
BUSINESS ADDRESS DATE EMPLOYED Y
BUSINESS PHONE EMPLOYEE SS# STATE 7Ip

{(OVER)




1. Areyouin pain or discomfort at this time? L R EES ot a2 s ARE 10 e s e
2. Haveyou been a patient in the hospital during the past wo L LY A
3. Haveyou been under the care of a medical doctor during the past tWo YEarsP .. s S grras e ias YES NO

Physlclans Name Phanes#
4. Have you taken any medication or drugs during the past two YRR e istinscmsissmssasstavseriisrassssti e sstsseserseens rosmnere YE§ NO

5. Are you now teking any medication, drugs, or pills? e e e .. YES NO
If yas, please st;
6. Are you a smoker? AL AL 90 AL A AR5 e “ YES NO
7. Are you, or have you taken any bone density medicatlons, bisphosphonates (1., Bonlva, Actonel, Fosamay,
Zometa, &6, 1P . . v YES NO
8. Have you taken Fen-phen?....... " e YES MO
. Are you aware of belng allergic to; or have you ever reacted adversely to any medlcations or
5UbSIENCa,....00er YES NO

If yas, please list:

10, Have your ever had an aliergle reaction to 1atex Zloveshu. .o .
11, Indicate which of the fallowing you have at present or have had by circling “yes” or "no®.

Hear{ Faffure.....musn e YES NO StOkE s ccremir s YES NO Hepatltls A {infectiots),.....YES NQ
Heart Disease or Attack,,....... YES NO Artificial Joints...erens.. YES NO Hepatitis B (Serum},...... . YES NO
ANEING PECYOTS.rmmscnssarsnens YES NOQ Kidney Troubig...cen... Venereal Disease........ - YES NQ
Congenital Heart Dlsease...... YES NO 111,751 - A— vuesminireneess YES NO Auta Immune Diseasg... YES NO
Hesrt MUPMUT. s eecrser wounYES MO Diabetes............. e YES NO Cold SOres. e YES NO
High Biood Prassure s YES NO Thyrold Problems.......... YES NO Fever BliSters... i, YES NO
Arteriosclerosls,.... e YES NO GlattOMA e W YES NO Bfood Transfusion.. YES NO
Mitral Valve Prolapse......... wYES NO Cosmetic SUBENY...u.... YES NO Hemophilla... i rrmerss YES NQ
Artificial Haart Valve...,w o YES NO Emphysema......., e YES NU AneMl. e YES NO
Heart PAacamaker, e YES NO Chronic COUEN...vemen. YES NO Sickle Calf DisRasR. ..crrue YES NG

Heart SUrZety. ..

W YES NO

Tubearculosls,,......,..

Brulsa Eastlynesmmicr o YES NO

Rheumati¢ Fever...... .. YES NO AStIM B crmmensissenes YES NO Livar DISEase . mumn YES NO
Fladildl < ST, YES NO Hay Fever,,,...... Yallow Jaundlee....wimeerens YES NO
UL E ) (T YESNG  Allergles or Hives.....,....YES NO Epilepsy or Selzures.......YES NO
Pain in Jaw 1oints..m, JYES NQ SINUS Troubien... e YES NO Fainting or Dizzy Spelis........YES NO

Cortisone Medicine. ... YES NO
Drug Addietion. e YES KO

Radiation Therapy.,m...YES NO
Chemotherapy..oumwn. YES NO

Nervousness. e YES §O
Psychlateic Treatment, ... YES NO

tennnnna, YES NO

12. When you walk up stairs or take 3 walk, do you aver have to stap bacause of pain in your chest,
shortness of breath, o DECIUSE YOU BIE VIV Irel uuimms.eeerermsorssssiseesssisssmasmmsssseessammssmssssassonnens oo winseaennae TES NG

f

13, Do your anklas swelt during the dayPue. e, " o YES NO
14. Do you use mora than two pillows 1o SIEERP. ... o YES NO
15. Have youi lost of galned more then 10 pounds in the past yeart.. .o, --YES NO
16. Do you ever wake up from sleep and fasl short of breath? ‘ v YES NO
17, Arevou on a spaclal diet?.. " R v YES NO
18, Has your medical doctor ever said you Have a CAnCer oF tUMOFY..mumssesrrrerssrtssssoonsesm nsteeerrrenn TES NO
19. Do you have, or have you had, any disease, condition or Problem ot ISt e, i YES NO
If YES, please list: !

20, FOR WOMEN DNLY:
Are you pregnant? YES, what month?___ NO Are you nursing? YESNO Are you taking birth controf plils YES NO

tunderstand the above Information is necessaty to provide me with dental care In a safe and efficient manner, | have answerad all
guastions truthiully and to the bast of my knowledge,

Patlent Signatura: Date

CONSENT:

The undersizghed hereby authorizes Doctor 1o take x-rays, study modals, photographs, or any other diaghostic aids deemed approptiate
by Doctor to make 2 thorough dlagnosis of the patient's dental neads, | also authorize Doctar to perform any and all forms of
treatment, medicatlans and therapy that meay be indleated in connection with:

{name of Patient) and further authorize and consent that Dactor choose and
empfoy such assigtence deemed fit. | alea understand the use of angsthetic agents embadies a certaln risk, | understand that
respansibility for the payment for dental services provided In this offica for myself of my dependents is mine, du and payable at the
time services are rendered unless financial arrangements have baen made. | further understand that a 1% % finance charge (18%
annually) wili be added to any balance over 60 days. In tha event of a default, | (we] promise to pay legal interest on the indebtedness
togethar with such vollection costs and reasonable attorney Fees as may be redquired to effect collection of this note, | hereby cerify
that the facts set forth in the above ¢redit application are true and complete to the bast of my knowledga. You are hereby authorized
to make any investigation of my financlal and eredit record through any investigation or credit agencies or bureaus of your choice,

'

Date Witness

Patient

Relationship to Patient

"Parent or Responsible Party




