Norwell Oral Surgery
and Dental Implant Center
200 Cordwainer Drive, Suite 100 * Norwell, MA 02061 « (781) 871-7800  Fax (781) 871-5553

PATIENT REGISTRATION

Today’s Date: / / Pharmacy

Patient Name: Mr. Mrs. Ms. Dr.
Address: e s Tow“xg"City: State: Zip:
Date of B;irth: / / Age: Male: ____ Female: ____ Marital Statqs:
Home Phone: ‘Work Phone;

Cell Phone: E-mail:

Social Security Number: Dentist:

Physician: Referred by:

If Student, name of College:

Name and phone number of person to contact in an emergency:

PERSON RESPONSIBLE FOR FINANCIAL ARRANGEMENTS:

Name; Address:

Town: State: Zip Code:

Social Security Number: Relationship to patient:

Daytime Phone: ( ) Evening Phone: ( )

PRIMARY DENTAL INSURANCE: SECONDARY DENTAL SERVICE:
Carrier: Carrier:

Address: Address:

Subscriber: Subscriber:

Subscriber DOB;: Subscriber DOB:

1D#: iD#:

Employer: Employer:

Groupi: Group#: .
PRIMARY MEDICAL INSURANCE: SECONDARY MEDICAL INSURANCE:
Carrier: Carrier:

Address: Address:

Subscriber: Subscriber:

Subscriber DOB: Subscriber DOB:

Employer: Employer:

ID#: ID#:

Relationship to patient:.

**Signature of Patient or Legal Guardian
If patient under age of 18




Health History

Patient name: Weight
I, Are youin good REalth?. ... s s e st sasnesessesenssssaresaene e snere s sas nen s ea e se e s seeasanans Y N
2. Are you presently uader the care of a physician for a chronic medical coRdition?.......ovveeerevcenreriseeecarenns Y N

If so for what reason?

3. Have you had any serions illnesses, operations or hospitalizations?.............cvoccecneereneresrenesssennissssns Y N
If so please describe
Have you had any adverse reactions to any form of anesthesia?
4. Do you have any of the following? - please circle
Cardiovascular

heart trouble heart attack heart murmur/mitral valve prolapse  stroke palpitations
high blood pressure  ceronary artery disease heart surgery  pacemaker angina
Rheumatic fever/rheamatic heart disease congenital heart disease ...........ccocoeecvereencirncrcrnas

asthma emphysema  chroniccough bronchitis pneumonia  tuberculosis

chestpain  severe coughing  lung surgery ... ireratsaesererasnarEers e re s e aee s re st et s nesae s e aaabesarrasaans
Bleeding disorder - please circle
Anemia bleeding tendency  need for transfusions  bruise €asily .....coceeeeeeerresemrceeneresenrercecessenens
Liver disease. . mmmimimrscscssenn CereresriEEeaLSISIE ISR E R e e r b e e R £ AR FLE SR RSSO RE R R R RES Sab ERRERRR RS Y N
KIANEY GHSBASE..... e ecerecrrrerceeesnsssiassesensnessssersrssresesssensasassssstarss sesesssessnsssssrseress esse rreee sttt nenaneas Y N
Stomach UICers, COLHIS ...t e sesaarronssssrsnsssssassaressnssssssssssarnons apsnsnssste Y N
Arthritis, artificial Joint TePlACEMENT. i s et s saraesasaresre s b rasrsanasR TS Y N
Seizures, cONVUISIONS, EPIEPSY.u et s s snsssss s rs s srsmar s s ran s nes Y N
Thyroid disease tretoeareneaaereraesreasaaneres erer e asnnd bHRERASS LR HRr 4B I ESESSHS4 b SRR R LR e RSN be b e femeesesssessesresrnnens Y N
AIICET . vnamsererensriassasaseasaseresrrsisestsesssasnenssasassssessnrassesmsnsssssssassanmanssbsbsntedbiddsasbsbetesbsbebasbsabe AR s s mb b st b bt Y N
Radiation Y N Chemotherapy Y N
DHADELES. ..o rcrirrr s ssemesesccnenssesassrassssneresessarrsrnnns verestsae bbb e trereerenee e Y N
GlAUCOMIA 1rvrverrrerarssarssnssnsssnsnsscesesesenerassssemememesrees se st s AR AR B R RS 18 PR 4SS AR TR TR 08RO BRSS9 80RO R R AR e an b n b bban Y N
Sinus/Masal ProblemIs. ...ttt s g Y N
PSyChIatriC treatmENt. it i srs s sres s rsressbots e s bsessron s nap enasanasessnsranans aveteriersresaases Y N
Any disease, drugs or transplant operation that would depress your immune SyStem........ccouesuescesesians Y N
AIDS/HIV, Hepatitis or Herpes? - Dlase CIICIE.......uimesmisirismsissssssesssssssssssssenssssssssassssscsasasersacss Y N
Please list all allergies inclading drugs, latex, food etc.
5. Please list all medications yon are currently taking including prescription, non-presciption and
herbal/natural supplements
6. Have you ever taken bisphosphonate medications (Fosomax, Zometa, Actonel, Boniva,
Aredia) for osteoporosis, maltiple myeloma or other cancers? Y N
7. Do you use alcohol? How much per day?.......oveecrecriesicnsnns reesteaenreneer e eSS b S it n s s a T aes Y N
8. Do you use tobacco? How much perday? _____ For how Iong? i Y N
9. Have you recently used any recreational drugs?........ccoveermmmesrseserisseans srerserererren ervessasea e aas b e e e e Y N
10. Women: Are you pregnant, trying to become pregnant or any chance you might be pregnant?............ Y N
Are you taking birth control pills? Y N Are you breastfeeding? ¥ N )
11. Do you have any other disease/conditions the doctor should know about? If yes please explain.......... Y N

I understand the importance of an accurate heaith history. The above questions have been answered to the
best of my knowledge.

Signed: Date:

Reviewed by: Date:




