OHANA DENTAL
30 Prospect St. Midland Park, NJ 07432

PATIENT INFORMATION

Date(B 1) Home Phone (BEE:E)
Cell Phone (#E#HEEE)
Email (EX—JL)

Name(£ §iT): Last (%) First(4) SSN(#HERIEES) :

Address({¥FT)

City(t1) State() Zip(BMEES)

Sex(t£31) oM (BtE) o (ZtE) Age(FE#) osingle (32 &) omarried (Bf#&) owidowed(3RT=A) oseparated(BlI/E) odivorced(BfiE)
Patient Employed (175 5E) occupation(H3E)

Business Address({£7T) Business Phone(ZE&ES)

Whom may we thank for referring you(¥3/+%)

In case of emergency, who should be notified( BB 2 & #& %)

PATIENT INFORMATION

Person Responsible for Account(Zh W EEFHE)

Relation to Patient(#& & DREER) Birthdate (€ AA) SSN(#&REES)
Address, if different from patient,(B2& L XFIN R H1545) Phone(E:%)
City(th) State(J#) Zip(BMEES)

Person Responsible Employed by(3Z$h L\E & D E1755E) Occupation(#Z)
Business Address({X /) Business Phone(EFEES)

Insurance Company(fRE&%t)

Contract # (82#9%5) Group(Z'IL—7) Subscriber(Z2#9%&)

Names of other dependents covered under this pan (Z D0 LR RRMAESR)

ADDITIONAL INSURANCE

If patient covered by additional insurance(BIDREEIZIIA L TULV S H) oYES oNO

Subscriber Name(Z2#1& K 4) Relation to Patient(%& & DRE{%) Birthdate(%£ 4 A B)
Address, if different from patient's(B#& & XA RE HI58) Phone(EE&S)

City(h) State(JH) Zip(EMEES)

Subscriber Employed by(32#9& 175 5¢) Business Phone(£75%%&S)

Insurance Company(fRE<%t) SSN(V—o v iLtEXxal) T48ES)

Contact# (#ES) Group (Fn—2 Subscriber(Z2#1&)

Name of other dependents covered under this plan(LE2{RE&INAE D% HI)

ASSIGNMENT AND RELEASE

FhlE REDETOFHREEANTERICEELFS, L LECEENELEBEEETVEBEZRD
FY, ST, XV EHRT S E-OICLELRETOFERERATI S EEFRRIVDELGEHICTEOERZHEAITSIFEE NI 2 —ICBHET,

Responsible Party Signature(ZL H{E&) Relationship(#& & DEE%) Date(B 1)




DENTAL HEALTH HISTORY
(CONFIDENTIAL)

DENTAL HISTORY

Today’s Date(B i)
Patient Name(B & K#) Last Name(#4) First Name(& BiT) Initial(4 =<+ JL) Birthdate((££ A H)

Reason for Today’s Visit(ER=EH)

Former Dentist(AGIM MY DITOEESE)

Address({¥Ff)

Date of last dental care(f#& D EAED B ) Date of last dental X-Ray(F#&ICED L > b o EEFKR =811

Check ( ) if you have had problems with any of the following:

oBad breath(H&) oGrinding teeth(88& L Y)  oSnoring(L U E) oBleeding gum(#EZ A 5 ) oSensitivity to Hot(ZA LV E DAY A B)
oLoose teeth or broken fillings(#55' 5 9 59 % /O A B Tz) oSensitivity to Sweets(H LY D ASiDH 5)
oClicking or popping jaw(28A%I8 %)  oPeriodontal treatment(5/E%&;4) oSensitivity when biting(#§ € B [Zibd* 5)
oFood collection between teeth(# & 8D I1Z55FE %) oSensitivity to cold(aT=LYH DAY B) oSores or growth in your mouth(E DR DEHOCIEE)

Are you happy with the appearance of your teeth? oYES oNO if no, Why ?

How often do you floss ? How often do you brush ?

MEDICAL HISTORY

Physician’s Name(h A\ Y D [+ EEf) Date of last visit(Z & DZEH)

Have you had any serious illnesses or operations ? (EfFCF i DA &) If yes, describe(f&4 )

Have you ever taken Osteoperosis(low bone density) medications.” bisphosphonates ? (B4 L & 5 EPLBERIINFHFIORA) oYES oNO

WOMEN: Are you pregnant? (3F3&k®) ocYES oNO  * Nursing ? (#2%.5) oYES oNO  * Taking birth control pill ? (¥3F EJLDRA) oYES c©NO

Check( ) if you have or have had any of the following:

oAIDS(T 1 X) oCirculatory Problems({EIRIEE) oRespiratory Disease(FFIR25& &)
oAnemia(& 1) oCortisone Treatments(3JLF YV ViA#) oHemophilia(fl &%) oRheumatic Fever(!) < F24)
oArthritis, Rheumatism(B&fiZ.~ 1) < F) oCough,Persistent(L 2 Z L)) oHepatitis(AF %) oScarlet Fever(J24I%4)
oArtificial Heart Valves(A L) oCough up Blood(t 1) oHigh Blood Pressure(&MlE) oShortness of Breath(Rt]#)
oArtificial Joint( A T B %) oDiabetes(#&R &) oHIV Positive(HIVIS %) oSkin Rash(X [E%%)
oAsthma(li &) oDialysis(:E#) oJaw Pain(385%) oStroke(ZEH. F1E)
oBack Problem(f&#%) oEpilepsy(TAMA) oKidney Disease(&#f%) oSwelling of Feet or Ankles(fitl, & & 02 &)
oBlood Disease(Ini& & &) oFainting(Z%8#) oLiver Disease(FF &%) oThyroid Problems(F kiR 8)
oBlood Transfusion(&in) oGlaucoma(#& M) oNervous Problems(##%#&#£) oTobacco Habit(B2/EE1E)
oCancer(f&) oHeadaches(5%%) oPacemaker(R—X A —H—) oTonsillitis(RHKER )
oChemical Dependency(ZE#{&K#F) cHeart Problems (iU i 2£) oPsychiatric Care(f5 f##EE#) oTuberculosis(ffif&#%.~ #&4%)
oChemotherapy ({2 #&i%) Describe:(3##) oRadiation Treatment(B5t##8#) oUlcer(i&%)
MEDICATION ALLERGIES (7 LJL¥—)
List medications you are currently taking: oAspirin(Z7 RE Y V) oPenicillin(R=<1) )
(RERATOE) oBarbiturates(FERREZE) oSulfa(#IL 7 7 /IEYE)
oCodeine($B5&E#!) oOther(Z D fth)
Pharmacy Name(Z &) olLocal Anesthetic(f FrFRE})
Phone(EiEES)

SIGNATURE

LEDORFERIFAOMBBYERTRELLELDTYT ., FHABALTLEVEFELEMERVCH L TEMPZEOR Y v JICHEEZERLERA,

Date(H %) Signature(EZ4)

PLEASE COMPLETE BOTH SIDES OF THIS FORM(FEIZ 8 A 2&LY)



