1420 Tara Hills Dr., Suite C, Pinole, CA 94564 510.724.8441

GREGORY S. MEYERS, DDS, MSD
Periodontics & Dental Implants

REGISTRATION / HISTORY
Patient's Name Birth Date Height Age
If Patient is a Child — Name of School Where Presently Enrolled
Single Widowed Married Divorced Separated_______
Street Address
City
Name of Spouse
If a Child, Parent’s Name
Patient Employed by
Business Address
Present Position How Long Held
Social Security No. Birth Date of Insured
Name of Insurance Company. Self CJ Spouse [J Parent [J Group No.
In case of Emergency, whom should be notified
Please answer each question. Check yes or no. If in doubt, leave blank. YES NO
B R L i is. ... oeeuesinsaressanessosasesnsssessaassessausmas baunRm R Sann hes ases AN R ¥ s G  assstansenuanananavandeatnanas a
Ll El
If so, what is the condition being treated
3. Have you been hospitalized or had a serious illness in the past 2 years?...........ccoe i i [
4. Have you tested positive to the HIV virus or had eXposure t0 the VITUS?..........cceecieeiiceeeccecceecne s esssssessssesssesssssesseasane L=
5. Have you ever had excessive bleeding following an extraction, or do cuts take longer to heal now than previously?............. & ERE
65 Faveyorfeveriag Nepatiis? (IEyes, WNICH TYPE A, B OF C) .. . it ieesaiusenusasensascarsbunnssnabunanseinansisessasssssasnansntossansnsns Ed 5 B
7. (Women) Are you pregnant? If so, give due date Bl
8. Do you use tobacco in any form? If yes, how much O o0
9. Do you drink alcoholic beverages (more that 2 drinkS PEr AAY)?.........cccerrueeerreeresnnessanssessasessssesssssnesssanesesssessssssesesssssssossssssnesss B o B
i@ Rrostheticiiariheial) joint replacement; D, Kee, Ol 0 L i T et rers soetoaness 3 aemonse rensioaes o e e e vtrasaans Bl E
illl- Fave you ever:taken diet:medication (Fen-Phenor Redii) s i e El B
12. Are you taking any bisphosphonate drugs for treatment of osteoporosis, osteosarcoma, or post menopausal bone loss?.... O O
(Such as Fosamax, Aredia, Actonel or Zometa?)
e o = o T o [ A e S el e LT A B
N e o 10 L e e e e e A e L e P o pr o S G s R A i A S L Bl T
15. Do you have or have you ever had any of the following?
GENERAL RESPIRATORY SYSTEM
YES NO YES NO
Hemobhilia -7 DT SRR - FRaR Lung Disease ........................ 8B
Bikio Coll Anagilaec o PPl SREEE < oo e ddo sim s o E s
Kdnoy: Dleaas oy e e . s Bl 2= Emphysema..................ceeeeen L -
; : : BRI 8 s S e S
Githosis:/ Jaundieassses o e L L 8 Bronchitis g o
Cancer (Radiation / Chemotherapy) . ........ 0 o Sl Bty i RG]
Siomach Uleamses s e oo e oo O O D|ff|cu|ty Breathing while ly’ng O O O
BlisiBload Biessiire a0 L Gl Bl ENDOCRINE
R R S e N S Bl o BlaBatar o o roURER SRR S et a - T BaE
NERVOUS SYSTEM Family History of Diabetes ............... ElcEE
S R R AR S R R R A SRR SRS Gl I B D A R O R Bl ]
He_adaches ........................... d E CIRCULATORY SYSTEM
SeIZUMES ..............iiiiieienn, O O Congenital Heart Disease ............... I El
Fainting .........................0000 Bl BAcamaker e SRR T S B SE
BEvehiatric Treatment i oo oo EPCRE imegularHeartBeat e . ... ... ... [




YES NO YES
ST ST 2 s e A R g R R G S 3 RifeRmMaNEFaVer s, s £
Mitral Valve Prolapse . ................... e AnginaiChestiPalpsstese T UL U =
Valvaleplaceomant = .- il i v el 5 et | HearkMurmir $URE i s rgid Shn it :
T e G Sy R R N R e o B s .

15. Are you ALLERGIC or have you ever experienced any reaction to the following?

YES NO YES NO

Local anesthetics (e.g. Novacaine) .......... Bl B Aspiint: fubesi ause Sa a0 LTS 3=
Barbiturates / Sedatives / Sleeping pills . ..... B i (T7 DT S e A e R s L S e e (< =1
Penicillin / other antibiotics . ............... e B ST YRR R RS G S DA S R EEE
DT 2 T R L A R e R e P EYaE] COEBRIND e R el
Other allergies
16. Are you taking any of the following?

YES NO YES NO YES NO
Antibloties vt e U E Antihistamines / allergy drugs / Digitalis / other heart medications . . [J
Bloodithlonomssi . b v o0 sk cold:remedies - . a T, O O NIteglyeeRn .= o S 7]
Blood pressure medication ...... B FS Tranguilizers: == . o rir e st @ s 5 R e R e FER SRR RN Felic =S
Thyroid medicine . . ............ HEYE Insulin / other diabetes medications 1 [
Cortisone /steroids ............ & Recreational drugs ............ EsaE3

If yes to any of the above, list name of medication and dosage below:

1.

PG b

17.

cannot do? If so, explain

Is there any disease, condition or problem not listed above that you think we should know about, or is there any activity your doctor says you

18.
19.
20.

Physician’s Name ; Phone

Date of last Medical / Physical Examination

Have you ever had any serious trouble associated with previous dental treatment?

21.

. Have you ever been treated for periodontal disease (gum disease, pyorrhea, trench mouth)?__

Date of last dental visit : YEEH

If so, when?

MOUTH TEETH ORAL HYGIENE ———
YES NO YES NO YES NO

Bleeding, soregums ........... Lo G Logsarlaeth = & i itee 2 e 2 Do you use the following?
Unpleasant taste/bad breath ... .. Eloaf) Sensiivetohot ' | - : s o sists B8 R BRIaR 2 e R N e Bl
Burning tongue /lips . .......... =) =] sensitiveto.cold. . .o ui T A PIOHIEINEEEE T s o (8 m
Frequent blisters, lips/mouth .... [ I Sensitive to sweets . ........... £k} BIIOHABIINS0 G coemroniviciare-vinivie EREE
Swelling / lumps in mouth ....... =Rl Sensitive to biting . ............ SRR A B Other
Ortho treatments (braces) ....... | 0 Eoatpraction .. . ..o Do SR
Blpng cheeks /‘hps' ............ 2 lj Clgnghlng fodnding v S - L How often do you brush?
Clicking / popping jaw .......... e Shiitipgofiieeth: .. ... Sl io s Bl : e >
Difficulty opening or closingjaw ... = [ CHANGO INDRE. & . v s BEdE Brush is: Soft(J Medium ) Hard TJ

Baseline BP Pulse

To the best of my knowledge, all of the preceding answers are true and correct.
If | ever have any change in my health or change in my medication, | will inform the dentist at the next appointment.
| understand that | am financially responsible for payment of my account.

Signature of patient,
Parent or Guardian 5 Date

Reviewed by: : ; __ Date




