MATHESON & HAN

CLEARWATER DENTAL
5000 W. CLEARWATER AVE
KENNEWICK, WA 99336
(509) 783-5000

PATIENT REGISTRATION
NAME BIRTHDATE SEX
ADDRESS CITY STATE
Z1P S5 HM PHONE# WKH#
CELL# E-MAIL

RESPONSIBLE PARTY (IF MINOR ABOVE)

NAME RELATIONSHIP TO PATIENT

ADDRESS CITY STATE_____ ZIP
HOME # WK # CELL £._

SS# BIRTHDATE

PRIMARY INSURANCE

NAME OF SUBCRIBER RELATIONSHIP TO PATIENT
BIRTHDATE . SS# ID#

EMPLOYER INS COMP GP#
INS ADDRESS INS PHONE #

SECONDARY INSURANCE

NAME RELATIONSHIP TO PATIENT
BIRTHDATE SS# ID #

EMPLOYER INS COMP GP# _
INS ADDRESS INS PHONE #
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Clearwater Dental Center

MEDICAL HISTORY

PATIENT NAME Birth Date

Althcugh dental personnel primarily treat the area in and aruund your mouth, your mouth is a part r:rf your entire body. Heatth problems that you may
~ have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
- following questions.

If yes, please explain:
If yes, please explain:
If yes, please explain:
If yes, please explain:

Are you under a physician's care now? O Yes O No

Have you ever been hospitalized or had a major operation? () Yes () No
Have you ever had a serious head or neck injury? () Yes () No

Are you taking any medications, pills, or drugs? { ) Yes () No

Do you take, or have you taken, Phen-Fen or Redux? {) Yes () No
Are you on a special diet? () Yes () No

Do you use tobacco? () Yes () No

Do you use controlled substances? () Yes () No

—Women: Are you————m e -
E F'regnantﬂ’ rylng tu get pregnant’? O Yes O No Taking oral t:unimcephves'? () Yes O No
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~—Are you allerga-:: tu any of the following? a

] Aspirin Penicillin Codeine [ ] Acrylic [ ] Metal [ | Latex [ ] Local Anesthetics
Other If yes, please explain:
~— Do you have, or have you had, any of the following? e e
. AIDS/HIV Positive () Yes() No | Cortisone Medicine () Yes{) No | Hemophilia {0 Yes( ) No | Renal Dialysis () Yes () No |
. Alzheimer's Disease () Yes() No Diabetes () Yes{) No Hepatitis A () Yes( ) No Rheurnatic Fever () Yes () No
Anaphylaxis () Yes() No | Drug Addiction () Yes{) No | HepatitisBorC () Yes () No | Rheumatism () Yes () No
Anemia () Yes( ) No | Easily Winded () Yes( ) No | Herpes {) Yes () No | Scarlet Fever () Yes( ) No
Angina () Yes() No | Emphysema () Yes{) No | HighBlood Pressure () Yes() No | Shingles () Yes( ) No
. Arthritis/Gout () Yes() No Epilepsy or Seizures () Yes{) No Hives or Rash O Yes( ) No Sickle Cell Disease () Yes () No
- Artificial Heart Valve () Yes() No | Excessive Bleeding () Yes() No | Hypoglycemia () Yes () No | Sinus Trouble () Yes{) No
- Arfificial Joint () Yes( ) No | Excessive Thirst () Yes() No | Iregular Heartbeat () Yes( ) No | Spina Bifida () Yes{ ) No
| Asthma () Yes() No | Fainting Spells/Dizziness() Yes() No | KidneyProblems () Yes(() No | Stomach/ntestinal Disease () Yes(_) No
' Blood Disease () Yes( ) No | Frequent Cough (O Yes() No | Leukemia () Yes () No | Stroke () Yes () No
. Blood Transfusion () Yes() No | Freguent Diarrhea () Yes() No | Liver Disease () Yes () No | Swelling of Limbs () Yes () No
- Breathing Problem () Yes() No | FrequentHeadaches () Yes() No | Low Blood Pressure () Yes(_) No | Thyroid Disease () Yes( ) No
. Bruise Easily () Yes( ) No | Genital Herpes () Yes() No | Lung Disease {) Yes( ) No | Tonsillitis (D) Yes () No
. Cancer () Yes() No | Glaucoma () Yes() No | Mitral Valve Prolapse{_) Yes(_) No | Tuberculosis () Yes () No
Chemotherapy () Yes() No | HayFever () Yes() No | PaininJawJoints () Yes{) No | Tumors or Growths () ves( ) No
Chest Pains () Yes() No | Heart Attack/Failure () Yes() No | Parathyroid Disease {_) Yes () No | Ulcers (O Yes () No
. Cold Sores/Fever Blisters () Yes() No | Heart Murmur (O Yes() No | Psychiatric Care () Yes{) No | Venereal Disease () Yes () No
. Congenital Heart Disorder( ) Yes{ ) No | Heart Pace Maker () Yes() No | Radiation Treatments( ) Yes () No | Yellow Jaundice () Yes() No
Convulsions () Yes() No | Heart Trouble/Disease () Yes{) No | RecentWeightloss () Yes(_) No

. Have you ever had any serious illness not listed above? () Yes () No If yes, please explain:
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Comments:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status.

. SIGNATURE OF PATIENT, PARENT, or GUARDIAN




I agree to be responsible for the payment of all services rendered on my behalf or my
dependants. I am aware that all balance over 90 days will be accessed a finance charge.
If I have dental insurance I authorize and request my insurance company to pay

directly to the dentist, insurance benefits otherwise payable to me. I understand that
Y

my dental insurance carrier may pay less that the actual bill for services. Therefore I am
responsible for any remaining balance.

Signature of patient or parent if minor

- X

Emergency Contact

Name Phone

PLEASE LET US KNOW!

What did you like or dislike about your previous dentist?

Who referred you to our office-we would like to thank them!

Doctor Friend
Television Phone Book
Other

Welcome to our practice, we look foward to working and maintaining you
dental health!



Notice of Privacy Practices--Acknowledgement

We keep a record of the health care services we provide you. You may ask to see and
copy that record. You may also ask to correct that record. We will not disclose your
record to others unless you direct us to do so or unless the law authorizes or compels us
to do so. You may see your record or get more information about it by contacting
Stephanie Krieg, Privacy Officer.

Our Notice of Privacy Practices describes in more detail how your health information
may be used and disclosed, and how you can access your information.

By my signature below I acknowledge receipt of the Notice of Privacy Practices.

Patient or legally authorized individual signature Date Time

Printed Name

Patients(s) Name printed if other than above



