PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

PATIENT REGISTRATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST M.I. e
PREFERS TO BE CALLED BY INSURANCE COMPANY
GEELa ADDRESS GROUP NO.
AETHIS
APPOINTMENT CITY STATE ZIP EMPLOYER NAME
ISFORYOL.
START HERE HOME PHONE NO. FAX INSURED'S NAME
T CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT,
BIRTHDATE AGE MALE FEMALE INSURED'S I.D. NO.
MARRIED SINGLE DIVORCED WIDOWED INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO. GO oA
DATE INSURANCE COMPANY e
LAST NAME FIRST ML, GROUP NO.
IETHIS ADDRESS EMPLOYER NAME
| APROIBAMENT S\ Ty STATE ZIP INSURED'S NAME
" FORYOURCHILD
START HERE HOME PHONE NO. DATE OF BIRTH RELATIONSHIP TO PATIENT
BIRTHDATE AGE MALE FEMALE INSURED'S 1.D. NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

© Pride Institute FORM 001 (02.13)

Please turn over and sign

ACCOUNT INFORMATION 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT

NAME

RELATIONSHIP TO PATIENT SOGIAL SECURITY NO. _ Ahr. Kyl d

e GETTINGTO KNOW YOU : i 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT

CITY STATE ZIP AT OUR OFFICE?

PHONE NO. AALE

L RELATIONSHIP:
YOu :

NAME YOU WERE REFERRED TO US BY

OCCUPATION NAME:

EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY

ADDRESS cITY NAME:

PHONE NO. FAX NO. e NUMBER

YOUR SPOUSE HOME NUMBER

NAME
ADDRESS

OCCUPATION
CITY STATE zZIP

EMPLOYER'S NAME

ADDRESS CITY

PHONE NO. FAX NO.

1.800.925.2600 www.prideinstitute.com




CONSENT FOR TREATMENT

1. | hereby authorize doctor or designated staff fo take x-rays, study models, photographs,
and other diagnostic aids deemed appropricte by doctor fo make a thorough diagnosis
of (name of patient) 's dental nesds.

2. Upon such diagnosis, | authorize doctor fo perform all recommended treatment
mutually agreed upon by me and fo employ such assistance as reguired to provide
proper care.

3. | agree 1o the use of anesthetics, sedatives and other medication as neceassary. | fully
understand that using anesthetic agents embodies certaln risks. | understand that |
can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individualy identifiable as mine for the
purpose of carrying ouf my freatment, payment and health care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the profection of my
personal health information is avaliable.

5, | agree to be responsible for payment of ail services rendered on my behalf or my
dependents. | understand that payment is due at the time of service uniess ofher
arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% lafe charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

Patient's Signature Date Witness

Parent/Responsible Party's Signature Relationship o Patient




Patient Name |
. | DENTAL HISTORY

Patient Account No. ; IMedical Alert

Welcome! So that we may provide you with the best possible care please complete both sides
of this medicalldental history form. All information is completely confidential,

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays

\What was done at your last dental visit?

Previous Dentist's Name Telephone

Address State Zip

How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No

What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now? Yes No Ifyes, please describe:

Are any of your teeth sensitive to: Have you ever had:

Hiomeogeen o e e i e Yes N Onhodontigleaiment?. = e Yes No

SMEElRE . Oral Surgery? .... No

Biting or Chewing? .......c.cvveuns cemsoaes Mo Periodontal treaiment? e No

Have you noficed any mout h odors or bad {as es'? o es N Your teeth ground or the blte ad usied? e No

Do you frequently get cold sores, blisters or any other oral Iesmns? ........... Yes No Abite plate or mouth guard?.....,................... No
Aserious injury to the mouth or head? ... s Yes No

Dovsipqnmshieed g2 i - s o e Yes No Please dascribe, including cause _

Have your parents experienced gum disease or tooth 10887.................. Yes  No

Have you noficed any loose teeth or change in your bite?....... caoYes . N Have you experienced:

Does food tend to become caught in between your teeth?........cooo Yes— No Clicking or popping of the JaW?.......comeis s Yes No

If yes, where = Pain? (joint, ear, side 0f face) ..ucvvcouveciriciisnssisins Yes No
Difficulty in opening or closing the mouth? .............ueunen Yes No

Do you: Difficufty in chewing on either side of the mouth?............Yes  No

Clench or grind your teeth while awake or asleep?.........c.iooocnn Yes No Headaches, neckaches or shoulder aches?................ Yes No

BileVouripsorehesksmgilami? - vl Yes No Sore muscles (neck, shoulders)? ... Yes - No

Hold foreign objects with your teeth? (pencils, pipe, efc.) ... 2 Yes o Np

Mouth breathe while awake or asleep? .....o.oooceven..e =.0es  No Are you satisfied with your teeth’s appearance? Yes No

Have tired jaws, especially in the moming? ..........c........ e 1es  No Would you like to replace your sitver filings? ... Yes No

Snore o have any other sleeping diSOrders?.......co.ommmeccsmon Yes— No Would you like to keep all of your testh all of your ife?.... Yes ~ No

Smoke/chew tobacco or use other tobacco products?................cee Yes - No

Dovouicelnenmisanoutiovingdenfaiteatenie.. - 2 . o o o A N

Please describe

Hayeyou cverhad an upsetingdental expeienee?. . L e Yes WD

Please describe _ _

Have you ever been told to take a pre-medication prior to dental EAMMENLY.........ccm vt eessistss st esssreses s Yos N

Is there anything else about having dental treatment that you Would like US 10 KNOW? ............c..cooicccnorsomnecmns e Y88 NO

Ifyes, please describe

(Please complete other side)
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MEDICAL HISTORY

“[Medical Aleft

o

No

~ No

No

No

No.

_ "Hepatiﬁs A BC (csrcle) ~ No
. No oHeeees oo No  Venereal Disease .....meie Yos  No
. Yes No  Thyoid Prob!ems e 18 Ne  ALDS/HLY. Pos:twe . = N
Yes No  Glacoma ... . No  Cold Sores/Fever Blisters ......_....__'Yes, No
Ye: HNo -Gontac_t_ien'ses - No BeodTanshslon ... ..., Y5  No
o Yes No EMPhYSEma ..o Y85 NO  HOMODHA oo Yes Mo
Yes No ChonicGCough ..o Yes No SickeCellDissase ..o Yes Mo
 Yes No  Tuberculosis ... .. Yes No  BuiseEasily ... = Yes No
s No  Astma.... . Yes MNo LiverDisease/Yellow Jaundsce Yes No
No  Hay FeverfAilergy/Hwes Yes No  Neurological Disorders ........... Yes No
. No  Latex Sensitivity ... s No  Epilepsyor Seizures ... Yes No
Yes No SinusTrouble ... ~No Fainting or Dizzy Spe!ls Yes No
. Yes Neoo Radiation Therapy .. “No ~ Nervous/AnXious ........ . s o

. Yes No '-Chemoth_érapy 5 Mo fPsychlatnc/Psycholuglcal Care. Yes No _-
Yes .Tﬁmors : No 3Cancer Yes No

. ".Yes.'_ 'N'O'-' -".Ulcersk

Yes  No
. Yes No

- NQ

u pregnant or thmk you ¢ couid be pregnant‘? Yes_ Months .
“*IO?Pfescﬁptmns’?..,;,_...‘................._....._.‘._.,.....__..' ...... -

_ues*tluhs to the best of my knowiedge Should further 1nformat|0n be needed you have my perm|sszlon to
tive health care prov:der or agency, who may release such mformatlon to you 1 will notlfy the d@ctor of




