John S. Kittrell, D.D.S. * 2600 Grove Avenue ° Richmond, Virginia 23220
(804) 359-6471

PATIENT REGISTRATION AND HEALTH RECORD

In order to help me render the proper dental services to you, would you please be kind enough to answer the following ques-
tions. Please note the space for remarks for any answer that requires clarification or any other information you think I should

have. Thank you for your cooperation.

Patient #
Patient Information (conementiary R i
Date
Name Birthdate Home Phone
Address City State Zip
Check Appropriate Box: O Minor O Single O Married [0 Divorced 0O Widowed
FPatient’s or Parent’s Employer Work Phone
Business Address City State Zip
Spouse or Parent’s Name Employer Work Phone
If Patient is a Student, Name of School / College City State
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
bl Y
Responsible Part .
Name of Person Responsible for this Account to Patient
Address Home Phone
Social Security # Birthdate
Employer Work Phone
Is this Person Currently a Patient in our Office? O Yes O No
Insurance Information i
Name of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer Work Phone
Address of Employer City State Zip
Insurance CoMparzy Group # Umnion or Local #
Ins. Co. Address City State Zip
DO YOU HAVE ANY ADDITIONAL INSURANCE? OYes O No  IFYES, COMPLETE THE FOLLOWING:
Relationship
Name of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer Work Phone
Address of Employer City State Zip
Insurance Company Group # Umnion or Local #
Ins. Co. Address City State Zip

Qvwer Please



Patient Medical History

Physician Office Phone Date of Last Exam
Yes No Yes No
1. Are you under medical treatment 1ow? ..........c.cccoeerue, O O 8. Are you allergic to or have you had any reactions
2 H been hospitalized BT - .
i b f or?u y Local Anesthetics (e.g. NOUOCAIN) .......coevevreveiirreneriinnns O a
surgical operation or serious illness? ..........covvvinue, o 0O Penicillin or any other ARHBIOHCS ..oooevverveseroee B o
3. Are you taking any medication(s) SULA DYUZS ..ot o o
including non-prescription medicine? ..........ccooeoevunes o 0O BAFDIFUTALES ..o o O
If yes, what medication(s) are you taking? BBAITOLS .o rsovsnsossresiinss i ssissibisssass s aisesissas vhemitesssas g o
' ' TR susssscssmssmmmmmass s AT 0o o
HBPIFIN ioisumsmsemssmsspossmssvmsvrsvmseogravsessisscovsovarssssonsisorss o d
4. Doy use SobRero? s O O Other (please list) o o
5. Doyowusealoohol? svnpmnmmmmmmmmmmassn o o 9. Women Only:
i ?
6. Do you use cocaine or other drugs? ...........coocceveeveenne. o O Zﬁ ﬁ:ﬁ zsz zf‘gzzgi or thznkyoumay bepregnunt g g
7. Are you wearing COntact lenses ..........oovmmreomerrnererneens O O c) Areyou taking oral contraceptives? .................... 0o
10. Do you have or have you had any of the following?
Yes No Yes No Yes No
High Blood Pressure .................. o d Thyroid Problem ............cccccounne. O d Chest PAINS ;essusossssssssassaemssossins o o
Hedrt ATACK sossivesisssamorsussossss 0o d HEGTE DISCHSE - ssssussssosnsinssvsorsonssvns o o Stroke o o
Rheumatic Fever ..o O d Cardiac Pacemaker ...........c....... O 0o Hay Fever / Allergies ................... o O
SOl ANKIES svisusssesssorssssssssossss O d Heatt WIUHIHGF cosmsrosssssmonsvosons o 0O Tuberculosis ........cocovvvrniivivneiniens O o
Fainting / Seizures ... O d AUGIE eonr e esiomenesssioiismoiisisny o O Radiation Therapy ... o O
ASHITAA svsomisimerssasssnsnsssussosesernnss O 0O P25 111 /117 o ad Glaucoma .........ccccovueee. O 0O
Low Blood Pressure ................... O d Emplysema. .cssssissisisissavesss O d Recent Weight L0SS ......coeeuveveenns o O
Epilepsy / Convulsions ............... O 0O CANEET - ivvsucussivevsssvmssisesrivivessvsrsnes oo Liver Disease ........ccocvvirviviennn. o o
Leukemia ..o, O O BIHIHS, voueimssnnmmnms 0o o Heart Trouble ............... o d
DHADELES: ovsssvmsovssssssovsssersssissnsaions o o Joint Replacement or Implant ... 0O O Respiratory Problems ... o d
Kidney Diseases ..........cccccoeuuuee O d Hepatitis / Jaundice .................... O 0O Mitral Valve Prolapse .................. o 0O
AIDS or HIV Infection ............... 0o o Stomach Troubles / Ulcers .......... o ad Other o ad
11. How do you feel about your smile?
12. About your teeth?
13. Are you interested in whitening your teeth? O Yes O No
Patient Dental History
) : ) Yes No Yes No
1. Do your gums bleed while brushing or flossing? ........... O O 8. Do you have frequent headaches? .......... O 0O
2. Are your teeth sensitive to hot or cold liguids/foods? ... O O 9. Do you clench or grind your teeth? .........cccccevvvvuernn. o O
3. Are your teeth sensitive to sweet or sour liguids/foods? [ O 10. Do you bite your lips or cheeks frequently? ................. o O
4. Do you feel pain to any of your teeth? ........ccvevevnunn. O O 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? 0 0O in the PﬂSt? ................................................................... O |
6. Have you had any head, neck or jaw injuries? ......... O 0 12. Have you had any orthodontic work? .........cccceevevennes O 0
7. Have you ever experienced any of the followin 13. Have you ever had any prolonged bleeding
' Shasss s Y 8 following extractions? .........owvevvveeersreienssisseniinens o O
Proviems I your Jaw: 14. Have you ever had instruction on the correct
) CHCKING? oo o O thod of brushi - tooth? O 0
b) Pain (joint, ear, side of fACe)? w.ooorrvs. .0 O method of brushing your teeth? .............cccocvevevvinnenns
¢) Difficulty in opening or closing? ..... ... O O 15. Have you ever had instructions on the care
d) Difficulty in chewing? ..........ouureveeereervecrirssnee O O Of YOUT QUINS? .ot o O

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. I under-
stand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and

the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors and/or health practitioners.
L authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that

my dental insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my
dependents. I also understand that any balance over 30 days old will be charged a 1.5% finance fee per month, until balance is paid in full. (18% APR). I

also understand that should my account have to be referred to any attorney for collection that I am responsible for all fees and cost incurred therein.

Signature Date

(if minor or dependent, parents or guardian’s signature)




