PATIENT REGISTRATION Medical Alert
AND

MEDICAL/DENTAL HISTORY

Pharmacy Name e Phone
So that we may provide you with the best possible care, please complete both sides of this medical/dental history form.

(PLEASE PRINT)
Date.

Home Phone Work Phone____ Cell/Pager — Email

Patient Name N

Address s

City___ State Zip—__ Social Security #___ T Dhvers o

Sex: d Male 1 Female Age_____ Birthday __/___/ I Single ' Married lJ Widowed Il Separated (1 Divorced
Employed By = i Person Responsible For Account
Occupation - —=

Name: Relation:

Business Address . R Tl

Billing Address:

ity State Zip— Tel
Spouse Name = Birthos{rEass S
Employed By = = Hm# ( S DL#_ =L el
Business Address = = — | Employer: _
City ____ State Zip __ Tel.
Wk# ( T Ext: SS5# o

Social Security # et P

Dental lnsur;nce Primary Carrier Dental !nsﬁfance Secondary Carrier

Insured’'s Name = _éa.:ﬁ_SW Insured’s Name B Social Security #
Insurance Company Telephone Insurance Company B Telephone
Address Address =
City State . Zip City = State Zip
Group Number ID Number ~ Birthdate ér-oup‘ﬁﬁn"n;er—‘ "~ ID Number Birthdate
Insured’s Employer Insured’s Employer Y

In case of emergency, who should be notified? Tel.

Whom may we thank for referring you? =
Medical History
Physician's Name Date of Last Physical

Address.___ B il L Tel
Please check the box of any condition you may have had.

1 A.D.S. HIV Positive or Other IJ Back Problems I Epilepsy/Seizures I Hypoglycemia - Rheumatic Fever
J Allergies to Anesthetics J Blood Disease - General Allergies® (List Below) < Kidney Problem 4 Sinus Prcblems
 Allergy to Colored Dyes 1 Blood Transtusion a1 Glaucoma -1 Low Blocd Pressure -l Special Diet

J Allergy 1o Latex 1 Cancer, Leukemia J Headaches - Mitral Valve Prolapse - Stroke

- Angina Pectoris - Chemical Dependency - Heart Disease or Attack - Nervous Problems - Swollen Neck Glands
< Arthritis/Rheumatism J Chemotherapy/Radiation Therapy 1 Hearl Murmur - Premedicate - Thyroid Disease
J Artificial Heart Valves d Chronic Diarrhea J Heart Pacemaker 1 Psychiatric Care - Tuberculosis

(1 Artificial Joints \J Circulatory Problems 3 Hemophilia J Recent Weight Loss J Ulcer

I Aspirin Taken Daily J Contact Lenses 1 Hepatitis, Jaundice or Liver Disease I Respiratory Problem J Venereal Disease
J Asthma - Diabetes 1 High Blood Pressure 1 Other* (List below)
*General Allergies:

*Other:
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