FEH - FAER (Children and Students Information Form)
PATIENT REGISTRATION AND MEDICAL HISTORY

Date H £+ (PLEASE PRINT) Home Phone HEEEES
Cell Phone T R 2 7
E-mail A—=NVT FVA
Patient Jic3 A TV D AR T =y 7 R — 1) N A e N e P Legal First Name N4
Last Name Preferred First Name M.1.
Street Address EEE5) Apt#_ 73— b3 5 City il State M Zip_  E{HEEE
Sextt OMFE OF4 Age_ 4 i Birth Date AEHH
School Status (If college student) KZ=~if-> T\ %5 DA OFull-time  OPart-time  School Name FAR D4 i
Father's Name R DA
Mother's Name BB D 4
Who is responsible for this account?__ ZHAWEATFF Relationship to Patient__ 5 & © Bt
Responsible Parent Employed by FH WAL DO O ik % Occupation _ k3
Business Address KHNFAE DO D 7 e DO{ERT Business Phone _$h#5 /e Ak =
Name of Dental Insurance Company HRHRBR S O 4 i Group Number__ fRER 7V — 7% &
Insured Person Name HRRE O k4 Insured Person’s Birth Date_ #{RERE O AEHH H

Insured Person’s Social Security # WRREDO Y — v /LEXx= T 4 —3%K%E  Patient’s Social Security # 2HE DY —v ¥ vt x 2 VT 4 —F 5

In case of emergency, who should be notified? BEZKF T & 7272 1CHf% 4 2 2% T2 Phone Number DS DOEFEE S

Whom may we thank for referring you? I PIUBEE AR LE LIoh 2

MEDICAL HISTORY

Physician's Name DY ST ONEES Date of Last Physical KBRICZZIhIZ

Have you ever had any of the following (check boxes that apply): 737 >72Z2 & D H BRALLIERICTF = v 7 2 LT FEW,

O Artificial Heart Valves/Joints A 0.0~ > /& O Coumadin/Blood Thinnerig 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 AnestheticsFiE7 L L ¥ — O Epilepsy/ Seizers TANALT W ILA OO Nervous/Panic Disorder/s= v 7 [
O Asthma® i %< O Excessive Bleedingi# £ o (i O Rheumatic FeverY = —= F#
O Back Problems/i#jm O Heart Conditions/Surgery Cgiwi/ L i T4 O Sinus Problems&E DA
O Cancerss A O Heart Pacemaker.Lifi<— A& A — 77— O Strokefixzer
O Chemotherapy/Radiation Treatment O Hepatitis/Liver DiseaseffF 4/l O UlcerHi&s
AEZETR TR S R B IR

1. Are you currently in good health? [COYES ONO EifE, {EETT /2

If “NO”, explain WD XOE | BERA AL TE S
2. Are you currently taking any medication at this time? COYES ONO HfE, 23 ZRHA SN TEd 02

If “YES”, name of the medications PGS ZFOEROARTEFTA L TEFEW

3. Do you have any drug allergies or have you ever had an adverse reaction to any mediation? OYES ONO
HICHLTT LAF—ROEWEERAR S Y ET022 UILHNZED XS R I PRI o722 L iTH 0 £T 022
If “YES”, name of the drug/medication NEWOEE . ZOEROLFTEZFTAL TFE W

4. Are you currently under care of a physician? OYES ONO BifE, ERIZ TRI2NDIRMEZ T TEF 2
If “YES”, for what condition? WO E, MOIER TR A T TV D EA L TR EW,

5. (Women Only) Do you suspect that you are pregnant? OYES ONO (ZMED T O R) MEREN TV A XITZ O A[REENH Y 572

6. If patient is a child, what is his/her weight? (BTHEDA) BUEOEWEEFTAL TFEV,

7. Is there anything else we should know about your medical history? Z O TR E O EAHIVUFEEA L TFE VN,

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.

EREOHANIE D IR He R IER T, IGHE L OREGERICME > 2O b O TY,
Z O HHIZFER L 2253 o 72 SO 2 CRUi S M7z SHIC B L Tl RHE & 2 DIERRICEHIIEH Y $H A,

Date H £F Parent’s Signature(if child is under 18) B4 (BT8R FOGE I R#EE DEL)




