Castleton Cosmetic & Family Dentistry
William €. Tellman, DS

PFatient Registration Date
PATIENT Name Date of Birth___/__J_ Age Sex: Male / Femule
Social Securily ¥ - = Sinple  Married Divorced — Widowed Separated
Home Address ApLF How Loop Al Present Addres
Cliry State Zip Coale Home Fhone
Email Address Pager # Cell Plome
PATIENT Employed By Years Employed? Business _lene X
Business Address Present Position
Whom May We Thank For Eeferring You?
Mame of SPOLUSE _ : Diate of Birth, ! !
SPOUSE"s Secial Security? - - SPOUSE Employed By
Business Address Business Fhone
Who Will Pay This Account? Relationship To Patient _
Address of Responsible Fardy Dgte of Birth i f ShME - -
City Smie ZipCode__ Fhone
MEDICAL HISTORY
D0 YOU HAVE OR HAVE YOU EVER HAD:
Yes Mo Yes No Yes N
o o Anceks o o Glaycoma o a j‘a_'.'thhwh Care
0 o Angiom o a  Hearlag Disorder & o BRwdistion Trestmest
o b Arthritls o o  Heart or Chest Pains & @ Rheumatic Fever
a 5 Asthms (Hay Fever) o ¢ Heart Murmar o & Sipui Problems
a o Blogd Disekse - & Hepatds (¥When b o o Skin Raah
o g Caneer or Tamor i s Hyperthyreid o] o Struke
& o Convulsions & o Hypothyrodd o o Surgery
i o Disbetes 12 o Jeendlce [+ a Tuberculssis
o o Digestive Frobdems o o Kidoey-EBladder Discass 0 o Venereal Discass
Q o Epllepsy Q & hMosonucleosis ] o Heoest Weight Loss
Q 0 Fainting a o Prolenged Blesdisg o v Migraine Headsches
a o Aboermal Bloed Fressure (High o Lo )
a o Hewrtl Disesse (Diagoails b
o o Allergy o food, metal, Mercury, ather( ]
ARE YOU PRESENTLY:

o o Having & medical problem? IF yes, plewse expluin.

Q o Being treated by 3 physician? When was your last visit to 2 medics] dodor?
PFlanning on receiving medicul treatment in the near future?
a o Taking any medicution or drug on 2 repular busis? Name

o
o

Manie of family Physician City
Physician Phone #

o o Muy we request your heath records if needed?

a o  Pregnant? How many menths? Breast feeding ™

HAVE YOl EVER:

" @ ¢ Been bospitalized In the st three years? If so, why?

o o Taken any of these: Cortisone, steroids, blood thinners, tranquilizers, other'

o ©  Hud wo allergic reaction to Pesicilliy or other drug? Name of drug?

o o Been advised pol to take any particular ssedication? What?

DENTAL HISTORY

What ks your immediate dental concern?

Are you preseotly in demtal pain? Why?

D you think that yeu have dental discase? Why?

Are you dissatisfied with the apperasce of your teeth? Why?

ATE YU wanling to improve your smile?_ Il %0, request one of our smile evaloations.
Do you bave any fear of buving dentistry doae? If wes, why't
How loug since you bave seen s denfist? What treatment, if any, was done?




DO YOL: Yes  DNo

Do you pet food caught between any particular tecth? ] o
Have an unplessant odor in your mogih? a a
Chew on ealy ane side of vour mouth? o a
Have any growth or swelllng lo your mouth or peck? o a
Feel puin or discomfort when:
Your teeth come together? 0 o
You eat hot foods (coffes, soup)? o o
You eat cold foods (ice water)? o 0
You eaf sweets? ] o
HAVE ¥OU EVER NOTICED:
Pain or soreaess in elther jaw jointT ] Q
Popping, clicking or grating in either jaw jolot? Q e
Chronie or tendon bendachesT o a
Difficulty in opentig your moath widely? LV o
DifMculry in closing your mouth? 0 o
That you clench or grind your teeth during daytine houwrs? o &
Thut you clench or grind your teeth at night? o o
Have you lost any tecth? From what cause? Have they been replaced?

Do you have removable bridpework? For how long?
Do you feel that eventually you will wear full urtificial dentures?
Dip vou want o retaln your teeth for life?
Have you ever bees told you bave Pyorrbes or Gum DHsease? When'
Have you ever had instructlon on the correct method of brushing your teeth?
How often do you brush your teeth?
Have you ever had instruction on the care of your gums?
Do you ose dental floss? How often?
Do your gums bleed when you brush? Floas? :
Do you have any dental or medical disease, condition, or problem not listed above that you think the doctor
showld kpow about? 1F yes, pleass explain,
Do wou use tobacco? What kind? Amount each day?

CONSENT
The undersigned hereby sutherize doetor to take T-rays, siady models, phetegraphe, or any other disgnosiic aids deemied
appropriate by doctor to make 8 thorough disgoosss of the paticat's dental needs

1 also auiborize doctor 1o perform all recommended trestmest muinslly sgreed wpoo by @ &d 0 96 the appropriate
medication and therspy indleated for siech trestment. Furihermore, | autborice snd consent that doctor choose and emplyy
such sssistance &y deemed [t o provide recemmended (retmemt.

I smdersiand 14 bowrs notice is reguired for smy changes in scheduling or & Dmilure fee of 50% of the total schodialod Toe will b
incurred,

Fatical or Rapenaible Farty, Daie

ACENMOWLEDGEMENT OF RECELFT OF NOTICE OF PRIVACY PRACTICES
"o may refuie o sign this sckoowledgement ™~

I have received & copy of this afMice’s Metice of Privacy Practices, | mnderstand the oifice has the right to change the privazy
praclices as described and will ssee & revised Notiee of Privacy Fradices, which will oatain the changes.

Patlent or Parent /Guardian___ D
. Office Use ﬁ-l;r

Indavidusl reluscd o szgn
Coruraaicelions barriers prohibiied chizinmg the scknowledgement
An gmeTgency silsaton prevenzed us from obasning acknowlodgement
Uher (Fliause Specify)

I
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o oD




