Spectrum Surgical
PATIENT REGISTRATION













        Date: ________________    

Patient: (Mr., Mrs., Ms., Dr.)  First Name____________________  M.I._____  Last Name_____________________________ Nickname________________

Sex:  [ ]  Male  [ ] Female    
Birth Date______________   Age______ Social Sec. # _________________________  Email_________________________  Street______________________________________________  City____________________________  State________   Zip Code ___________________

Home Phone________________________  Work Phone____________________  Cell Phone______________________  Pager_____________________

Dentist_______________________________________________________________    Physician _____________________________________________

Driver’s License #________________________  Emergency contact____________________  Phone_____________   Address ______________________

Who referred you to this office? __________________________   Have you ever been a patient in our office?   [ ] Yes     [ ] No       When?____________

How did you hear about us? __ patient referral __magazine ad __newspaper ad __phone book __web __reputation __other

Would you be interested in being contacted for special offers and events? __no __ yes (please provide e-mail address _____________________________)
Who will be responsible for your account?    [ ] Self      [ ] Spouse      [ ] Father     [ ] Mother      [ ] Other _______________

Name______________________________________________   Soc Sec # ______________________________  Home Phone _____________________

Street_____________________________________________  City_____________________________  State________   Zip Code ___________________

Employer Name_________________________________City____________________________State_______Zip________   Phone __________________

Name of Spouse or Parents_________________________________   Soc Sec # _________________________  Home Phone  ____________________

Street_____________________________________________  City_____________________________  State________   Zip Code ___________________

Employer Name_________________________________City______________________________State_______Zip________   Phone ________________

INSURANCE INFORMATION

Patient:   Student:

[ ] Full Time
[ ] Part Time
[ ] Not
School Name/Address _________________________________________


Married:

[ ] Married
[ ] Divorced
[ ] Separated
[ ] Widow

[ ] Single



Employed:
[ ] Full Time
[ ] Part Time
[ ] Retired

[ ] Not

Do you belong to a PPO or HMO?________

	Primary  Dental  Insurance

Employer ___________________________________________
Bus. Address_________________________________________

Bus. Tel #___________________ Plan ____________________

Ins. Co. Name________________________________________

Street_______________________________________________

City/St/Zip __________________________Phone____________

Group #___________________Group Name_______________

Policy Holder________________________Relation___________

Date of Birth ______________ SS# _______________________

Street_______________________________________________

City/St/Zip __________________________Phone____________

ID Number___________________________________________
	Primary  Medical  Insurance

Employer ___________________________________________
Bus. Address_________________________________________

Bus. Tel #___________________ Plan ____________________

Ins. Co. Name________________________________________

Street_______________________________________________

City/St/Zip __________________________Phone____________

Group #___________________Group Name_______________

Policy Holder________________________Relation__________

Date of Birth ______________ SS# _______________________

Street_______________________________________________

City/St/Zip __________________________Phone____________

ID Number___________________________________________


	Secondary  Dental  Insurance

Employer ___________________________________________
Bus. Address_________________________________________

Bus. Tel #___________________ Plan ____________________

Ins. Co. Name________________________________________

Street_______________________________________________

City/St/Zip __________________________Phone____________

Group #___________________Group Name_______________

Policy Holder________________________Relation__________

Date of Birth _______________ SS# ______________________

Street_______________________________________________

City/St/Zip__________________________Phone_____________

ID Number ___________________________________________
	Secondary  Medical  Insurance

Employer ___________________________________________
Bus. Address_________________________________________

Bus. Tel #___________________ Plan ____________________

Ins. Co. Name________________________________________

Street_______________________________________________

City/St/Zip __________________________Phone____________

Group #___________________Group Name_______________

Policy Holder________________________Relation__________

Date of Birth _______________ SS# ______________________

Street_______________________________________________

City/St/Zip__________________________Phone_____________

ID Number ___________________________________________


All professional services provided are charged to the patient.  Necessary forms will be completed to expedite insurance carrier payments.  The patient (or parent, if minor child) is responsible for all fees, regardless of insurance coverage.  It is expected that all fees will be paid at the time of services unless other arrangements have been made in advance.

INSURANCE AUTHORIZATION / FINANCIAL RESPONSIBILITY

I authorize the release of any medical/dental information necessary to process my insurance claim.  I also request payment of government/private insurance benefits to the doctor.  I understand that I am responsible for my total bill, including any portion of those charges not covered by my insurance plan.

Date ____________________  


Signature __________________________________________________________

(If patient is a minor, parent or legal guardian must sign)

HEALTH HISTORY

Since your well-being is our primary concern, please take the time to accurately answer the questions.

Name:___________________________________     



Age:______     Sex: M / F    Date:______________   

* Reason for visit: ___________________________________________________________________________________________

* Your current physical health is:  Good / Fair / Poor                          Height:____________           Weight:______________

* Are you currently under the care of a physician?  Yes / No                 Date of last visit:______________________________

  If Yes for what:_____________________________________________________________________________________________

* Do you have any allergies?  Yes / No  List:______________________________________________________________________ 

 
Are you allergic to (please circle):  Penicillin, Sulfa, Clindamycin, Tetracycline, Codeine, Morphine, Ibuprofen, Aspirin, Iodine

            Tape, Latex, Shellfish, Eggs or Soy

* Have you ever had any problems with Local Anesthesia?     Yes / No    Type of Reaction:_________________________________

* Have you ever had any problems with General Anesthesia? Yes / No    Type of Reaction:_________________________________

         * Do you or a family member have any history of Malignant Hyperthermia (life threatening reaction to general anesthesia)? Yes / No 

* Are you taking any medications, drugs or pills (birth control / inhalers / aspirin / nitroglycerin / blood thinners / vitamins / Herbs)?

             Yes / No  List:________________________________________________________________________________________

* Have you ever taken cortisone / prednisone or other steroid drugs longer than 2 weeks?  Yes / No

* Have you ever or are you currently taking bisphosphonate medication for osteoporosis or cancer treatment?  Yes / No

* Have you ever taken Accutane?  Yes / No

* Have you had any Operations or been Hospitalized?  Yes / No    List: _______________________________________________

   ________________________________________________________________________________________________________

   ________________________________________________________________________________________________________

* Have you had or do you currently have any of the following?  (Circle Yes or No for each one)

	Y / N   Recent Weight Loss
	Y / N   Glaucoma
	Y / N   Irregular Heartbeat
	Y / N   Diabetes

	Y / N   Dieting (pills  y / n)

Y / N   Angioedema 

           (spontaneous swelling)
	Y / N   Hearing Problems

Y / N   Nasal Congestion
Y / N   Nose Bleeds
	Y / N   Pacemaker/ ICD
Y / N   Heart Surgery
Y / N   Circulation Problems
	Y / N   Thyroid Problems

Y / N   Blood Clots
Y / N   Abnormal Bleeding

	Y / N   Vitiligo (loss skin pigment)
	Y / N   Cold Sores / Fever Blisters
	Y / N   High Blood Pressure
	Y / N   Bruise Easily

	Y / N   Acne
	Y / N   Bronchitis
	Y / N   Low Blood Pressure
	Y / N   Anemia

	Y / N    Radiation Treatment

	Y / N   Asthma
	Y / N   Heartburn / Reflux
	Y / N   Sickle Cell

	Y / N   Chemotherapy Treatment
	Y / N   Difficulty Breathing
	Y / N   Ulcer
	Y / N   Porphyria

	Y / N   Dizziness

	Y / N   Snoring
	Y / N   Pancreatitis
	Y / N   Blood Transfusion

	Y / N   Fainting
	Y / N   Sleep Apnea
	Y / N   Liver Disease/Hepatitis
	Y / N   Cancer 

	Y / N   Frequent Headaches
	Y / N   Emphysema / COPD
	Y / N   Bladder Problem

	Y / N   Tumor

	Y / N   Hay Fever

	Y / N   Tuberculosis
	Y / N   Kidney Disease
	Y / N   HIV + / AIDS / ARC

	Y / N   Sinus Problems
	Y / N   Chest Pain / Angina
	Y / N   Dialysis
	Y / N   Sexually Transmitted Disease

	Y / N   Popping/Clicking Jaw Joint
	Y / N   Heart Attack
	Y / N   Organ Transplants
	Y / N   Seizures

	Y / N   TMJ Pain (Jaw Joint Pain)
	Y / N   Heart Murmur
	Y / N   Arthritis
	Y / N   Stroke

	Y / N   Clenching/Grinding Teeth
	Y / N   Artificial Heart Valves
	Y / N   Back Pain/Sciatica
	Y / N   Numbness

	Y / N   Use Night/Bite Guar
d
	Y / N   Rheumatic Fever
	Y / N   Fibromyalgia
	Y / N   Artificial Joints

	Y / N   Contact Lenses/Glasses
	Y / N   Heart Failure
	Y / N   Osteoporosis/Osteopenia
	Y / N   Depression / Anxiety

	
	
	   
	Y / N   Other Psychiatric Illnesses


Are there any conditions / problems not listed above you think the doctor should know about?  Yes / No    List: ____________

__________________________________________________________________________________________________________

* Do you now or did you ever use tobacco?  Yes / No  ( Chew / Smoke )  Packs per day: ____ Years: _____  Date Stopped: _______

* Do you now or did you ever drink alcohol? Yes / No   Amount: ___________________________________  Date Stopped: _______

* Do you now or did you ever use recreational drugs?  Yes / No     Type:  ___________________________  Date Stopped: _______

* Family history of disease: (Heart Disease / Blood clots / Stroke / Angioedema / Diabetes / Vitiligo / Skin Cancer / Cancer)? Yes / No 

            List:  ________________________________________________________________________________________

* Women - Are you or could you be pregnant?  Yes / No    Last Period Date?___________      Are you nursing?  Yes / No

* Men - Difficult urinating?  Yes / No                Enlarged prostate?  Yes / No

I hereby certify that the answers I have given to the above questions are true & correct to the best of my knowledge.  I will not hold my surgeon, or any member of their staff, responsible for any errors or omissions that I may have made in the completion of this form.

Date ____________________  

Signature __________________________________________________________

Updated _________________  

Signature___________________________________________________________
