PATIENT REGISTRATION AND MEDICAL HISTORY

Date_ H & (PLEASE PRINT) Home Phone HEBaE 5
Cell Phone B Rh T
E-mail A—NLVT KL R
Patient It L (FEIE S TV B LRI T = v 7 X — 1) S RLR—A A =¥ )L Legal FirstName_ K 4%
Last Name Preferred First Name M.I.
Street Address H E{EPT Aptt T 3— +EE City il State I Zip_ WK

Sextt O MZ O F4 Age#fit Birth Date 445 A HO Singlefl& O MarriedB8E4F O Widowed# 1= A O Separated!//& O Divorced

Employed by AND I Occupation Tk Fit

Business Address EhEs Se O T Business Phone S DB
Spouse Name AR O W4

Spouse Employed by B AR O #) 5 Occupation B R O Nk

Spouse Business Address B D B S Spouse Business Phone_Ftfli# O #)#5 e ih &
Who is responsible for this account? TV DOEEE Relationship to Patient_ B3 & D EA{%

Name of Dental Insurance Company BB RBR A Group Number RERD 7 N — T T
Insured Person Name PR 4 Insured Person’s Birth Date_ #{RE#H OAE4EA H

Insured Person’s Social Security ##{RRZ D Y — ¥ /LB F 2 U F ¢ —FK B Patient’s Social Security # B8 Y —L ¥ Lt ¥a VT 4 —FKH

In case of emergency, who should be notified? BXAN T &2 I 5 & T4 9?2 Phone Number T DHDEHEFS

Whom may we thank for referring you? ERTEDUBE BN LE L2

MEDICAL HISTORY
Physician's Name DY ST ONEES Date of Last Physical kBRICZZIhIZ A
Have you ever had any of the following (check boxes that apply): 73 >72Z2 L D H BRALLIERICTF = v 7 2 L TFEW,

O Artificial Heart Valves/Joints A 0.0~ > /&1 O Coumadin/Blood ThinneriE il O High Blood Pressure ifi /1
O Allergies to Medication/Drugs# 7 L 3 — O DiabeticH &7 O HIV Positive/AIDS= 1 X
O Allergies to Anesthetics#iE7 L L ¥ — O Epilepsy/ Seizers TA»AlF WA OO Nervous/Panic Disorder/<= v 7 [
O Asthma® i %< O Excessive Bleedingi# £ o (i O Rheumatic FeverY = —= F#
O Back Problems/i#jm O Heart Conditions/Surgery.Cgsw/ L i T O Sinus Problems&ED A
O Cancerss A O Heart Pacemaker.Lifi<— A& 2 — 71— O Strokefixzer
O Chemotherapy/Radiation Treatment O Hepatitis/Liver DiseasefitZ¢//iTfigs5 O UlcerH &g
(B TR TR R TR R

1. Are you currently in good health? COYES ONO £, LTI ?
If “NO”, explain_ "W\ X" DA BHEZTLAL TFEEW,

2. Are you currently taking any medication at this time? [OYES ONO FRA{E, Mz A SN TETH,?
If “YES”, name of the medications “IZVV'DIBE ., FOEOLFIETLAL TF S,

3. Do you have any drug allergies or have you ever had an adverse reaction to any mediation? [YES CONO
KL TT VAF—ROEWVEEADRH Y £ 2 UILENZZD L O T MBI o7 Z & IEH Y £ 2
If “YES”, name of the drug/medication "|Z\V VDA, FDIHOLFIZTAL TF S,

4. Are you currently under care of a physician? OYES ONO HifE, ERIC TEDDIEREZIT CTET?
If “YES”, for what condition? _ "[Z\V' DA (OER TEEEZZ T TN ALTEIV,

5. (Women Only) Do you suspect that you are pregnant? OYES ONO Are you nursing? OOYES CONO
(FMEDF DR RSN TWD UIZDRTREMENR H D £3 222 BE, AP TN
6. Is there anything else we should know about your medical history?__ Z O EOREZ ERHIITEHA L TEI W,

The above Information is accurate and complete to the best of my knowledge and is only for use in my treatment and the billing and
processing of insurance claims. | authorize Dr. Baba to perform necessary dental procedures and will not hold him or any member of his
staff, responsible for any errors or omissions | may have made in the completion of this form.

EREDFNTEN D IR Y Fe R TEH T, IR L ORBGERICHE S BO L O TY,
Z DOHARIZEEE L7 2 o T S ORE A TRl S 7= FNIC B L TlRHE L Z OIEEBICHEIRIH Y S8 A,

Date H F Signature B4




