PATIENT REGISTRATION AND HEALTH HISTORY

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

Blum Dental Clinic

700 24th Avenue S.W.

Norman, Oklahoma 73069
405-360-5566 Fax 405 360.3224
e-mail: mail.com

DATE

EMPLOYEE
STATE ZP DATE OF BIRTH
|CE.LHO. GROUP NO.
UNION OR LOCAL NO.
[MALE [FEMALE IDATE EMPLOYED
[MARRIED SINGLE DIWORCED WIDOWED EMP. SOCIAL SECURITY NO.
SOCIAL SECURITY NO.
DATE
[HAME
ADDRESS
STATE aF IGROUP NO
HOME PHONE NO)| CELL NO. UNION OR LOCAL NO.
|BIRTHDATE AGE MALE FEMALE DATE EMPLOYED
SCHOOL GRADE EMP. SOCIAL SECURITY NO.
IF YOUR CHILD'S LAST NAME AND/OR ADDRESS IS NOT
THE SAME AS YOURS, FILL IN THE TOP BOX ALSO.

ACCOUNT INFORMATION

BUSINESS ADDRESS

CITY

GETTING TO KNOW YOU
ﬁmmw YOUR FAMILY OR RELATIVE A PATIENT
THEIR NAME
REFERRED TO US BY
YOUR FORMER ADDRESS
cITY STATE ZIP

BUSINESS TELEPHONE

EXT.

PERSON TO CONTACT FOR EMERGENCY

PHOME NUMBER

OCCUPATION

ADDRESS

OYER

cImY STATE

|BUSINESS ADDRESS

CITY

CLOSEST RELATIVE NOT LIVING WITH YOU

BUSINESS TELEPHONE

EXT.

FHONE NUMBER

ADDRESS

cmy STATE

Fd o




DENTAL HISTORY

w Blum Dental Clinic
700 24th Avenue S.W.
Morman, Oklahoma 73069

Welcome to our office.

So we may provide you with the best possible care please
complete both sides of this medical/dental history form.
All information is entirely confidential.

& A
Reason for seeing the Doctor today
Date of last dental visit Last dental cleaning Last full mouth x-rays
What was done at your last dental visit?
Your previous Dentist'sname Address
s City State Zip Phone v
&7 T
How often do you see a dentist? How often do you brush? How often do you floss?

Do you use dental aids? (Toothpick, interplak, etc.)

Do you have dental problems now? YesO No O If yes, describe

Are any of your teeth sensitive to: Have you ever had:
Hot or Cold? YesO NoDO Orthodontic treatment? Yes O MNeO
Sweets? Yes[ MNo O Oral surgery?  Yes O NoO
Biting or chewing? YesO MNo DO Periodontal treatment?  Yes O No O
Have you noticed any mouth Your teeth ground or bite adjusted? Yesd Mo O
Rlaa ko K YesO NoDO A bite plate or mouth guard? Yes O No O
h[ﬁ‘;ti::: ;‘f;ﬁ:l‘"ﬁ#%:?'ﬂ;:“ﬂ;? e A serious injury to the head or mouth?  Yes 0 No O

If yes, describe, including the cause

Do your gums hurt or bleed? YesO NoO

Have your parents experienced

gum disease or tooth loss? YyesO MNoDO Have you experienced:
Have you noticed any loose teath or Clicking or popping of the jaw?  YesO No O
change in your bite?  Yes O No DO Pain? (Joint, ear, side of face)  Yesd NoO
Does food become caught
between your testh?  Yes O No O Difficulty opening/closing the mouth?  YesO NoO
Difficulty chewing on either
If yes, whera? D yoir lEri::le of ycﬁ.lr mouth? Yes@d NoDO

Head, neck or shoulder aches? YesO MNoO
Clench or grind your teeth while

awake or aslesp? YesOd MoO Ara you satisfied with the wa;
your teath look YesO NoDO

Bite your lips or cheeks regularly? Yes O NoO
y ps 9 y Would you like to keep all of your

Hold object with your teeth?  YesO No O teeth all of your life?  YesO No O
{Penclls, pins, nalls, sto.) Do you feel nervous about havin
Mouth Breathe while asleep or awake? YesO NoO dental treatment YesO NoO

If yes, what is your biggest concern?

Have tired jaws, especially in

the morning? YesO NoO

Have you ever had an upsettin

Smokeichew tobacco? YesO NoO dental experience Yes O NoO
Snore or gasp for If yes, describe
air while sleeping? Yesd HMoO
p y

Is there anything else about having dental treatment you would like us to know?

— PLEASE COMPLETE OTHER SIDE —

( Patient Name Account No. )

(Ray 011131




MEDICAL HISTORY

-

If yes, list name dosage

Are you currently taking any medication, drugs or pills? Yes 0 No O

Have you been under the care of a medical doctor during the past two years? YesO Mo O

If yes, for what reason?

Physician's name Phone

Address City State Zip
Have you taken any medication or drugs during the past two years? Yes O No O

If yes, describe

Are you aware of having an allergic or adverse reaction to any medication or substance?

Yes O No O

|\Hav¢ you been a patient in the hospital during the past five years?

YesO No O

J

\\_ZZZZZZZZZZZZZZZZ

(-—P.lease indicate which of the following you have had, or have at present. Circle Y for Yes, N for No.
Heart Attack, Surgery or Disease... ¥ N Ulcers .... ¥ N Hepatitis A (infectious) B (serum) . Y
ChEst PaIN oo eeeisses ¥ M Diabetes .........ccocvmmnimnimicicisnnicncnss. ¥ N Venereal Disease ........ccoiiceniececae. ¥
Congenital Heart Disease ............ Y N Thyroid Problems .......cciveiieinees. ¥ N ALDAE. ... T
Heart MURMUE ovvesisssssesrseesee. ¥ M LETETTE T - TIPS | | H.LV. Positive .........cccoueeee .
High Blood Pressure ... ¥ N Contact Lenses . Y N Cold Sores/Fever Blisters . e ¥
Mitral Valve Prolapse ... ¥ N [0 1y ET ) |- ——— Blood Transfusion ... ¥
Artificial Heart Valve .... ¥ N L T T T TT T | TR N . | Hemophilia ... ¥
Hoart PAcemaker ..oo.oveveereeee ¥ N Tuberculosis ......vveniiisncs. ¥ N Sickle Cell Disease .....covienae ¥
Rheumatic FEVEF ooveeviieenineeee ¥ N ASthMA ... M Bruise Easily ... ¥
Arthritis/Rheumatism ... ¥ N | Hay Fever ... ¥ N | Liver Disease . ¥
Cortisone Medicine ... Y M Latex Sensitivity .....cocmmmmne. ¥ N Yellow JEundice .....ccovmnenmnvisicnenes T
SwWollan ANKIES woeeeeseiiesesneeens. ¥ N Allergies or Hives .........cccccecvvveeeeee. ¥ N Meurological Disorders ..........ccce.. ¥
SEFOKE vevvervessrsessorenssrsssosmssrinnseeeee. ¥ N Sinus Trouble .....ccoovvininivinnicnee. ¥ N Epilepsy or Selzures .......cocwe. ¥
Diet (Special/Restricted) .............. ¥ N Radiation Therapy ......cccovvcvcveceeeee. ¥ N Fainting or Dizzy Spells ......cccoeeee ¥
Artificial Joints (Hip, Knee, etc.) ... ¥ N Chamotharapy ..........ccceccvceneceee. ¥ N Nervous/AnXious ......ccemmene Y
\Kidnny Trouble coveeeeeeseevesseeeneeee ¥ M BTy T - S —— Paychiatric/Psycheological Care ...... Y
P
Do you use more than two pillows to sleep? Yes O No O
Have you lost or gained more than 10 pounds in the past year? Yes O Mo O

Do you have or have you had any disease, condition, or problem not listed above? Yes O No O

If yes, describe

Women: Are you pregnant? Yes [ - Months Mo  Mursing? Yes[ No 0  Taking birth control pills? Yes O Mo O

- e

| understand the information on both sides of this form is necessary to provide me with dental care in a safe and efficient . | hawve wd all i to the best of my
knowledge. If further infarmation is nesded, you have my permission to ask the respactive haalth care providar or agency, who may release such information to you. | will notify the
Dactor of any changs in my bealth of medication. The u haraby authorizes Doctor to take w-ray, study modals, photographs, or any othar diagnostic aids deemad appropriate
by Doctor to make a thorough diagnosis of the patient's dental nesds, | alao suthorize Doctor to perform any and all forms of treatmant, madlcation and tharapy, that may ba indicated
in connection with the patient. | further authorize and consant that Doctor ch and amploy such @ as d d fit

Date

Lastly, | understand that all regponsibility for payment for dental senvicas provided in this office for myself or my dependents is mine, due and payable at the time services are rendered
unlesa othar arrangemants have bean mada. In the avent paymants are not received by the agreed upon dates, | understand that 3 1-1/2% finance charge (18% APR) may ba sdded to my
account. |, understand treatment plans are an estimate of insurance benefits. |, also understand that the responsibility of Children of Divorce are the parents,

Patient Signature

Patiant Date Witness




