PATIENT REGISTRATION FORM

Welcome to our practice!
» » P PLEASE PRINT CLEARLY! Thank You

patient (last name, first name) Mr. Mrs. Ms. Miss Dr. date of birth
postal address street name and house number city and zip code

( )
country phone number email

[] employee [] self-employed

occupation
employer Zip code city
are you insured? [] yes ] no german insurance company  [_] yes [] no
dental insurance company (Krankenkasse) located in policy number
Are you presently under the care of a physician? [] yes [] no

name, adress and phone of the physician

MEDICAL HISTORY
The purpose of the following questionnaire is to determine possible risks. Please answer conscientiously on behalf of your own
safety. Your answers will be treated according to medical secrecy. Should any points be unclear, please ask my staff for help.

Yes No
1. Do you suffer from any heart-, circulatory- or vascular diSEaSeSs? ...........ccoceueueueueveeeuerereeeeeeeeseseeeeeeeseseeenenenenenas ] ]
2. Do you suffer from any respiratory diSEASES? .......cccuuuiiiiiiiiiiee ettt e e e e e et r e e e e e e s s e e e e e e aaeeeeaneanaes O O
3. Do you have any blood diseases or high bleeding risks (e.g. clotting factor disease)? ..........cccecevievieeeeeennenn. ] ]

Do you take any of this medication: Warfarine, Marcumar, Falintrom or other coumarine derivates which can
induce a high potential of bleeding ? If yes please specify
4. Do you SUffer from QI@DEIEST .......oeiiiiiiiiiie ettt e e ettt e e ettt e e e e et et e e e e e tbee e e e e taae e e e e nrraeaeeanns ]
5. Do you take medication on @ regular DASIS? .........ooiiiiiiiiiiii e n U
If so, please list any medications, including non-prescription, which you are currently taking

o

o

Do you suffer from any allergies?
If so, please list them
7. Do you/did you suffer from any liver diseases (e.g. Hepatitis)? .......coooiiiiiiiiiiiieee e

8. Do you/did you suffer from TUberculosis (TBC)? .......ccuiiiiiiiiiiiee e e e st e e s e e e e e aeeeeens O
9. Do you suffer from AIDS (HIV ) 2 ..ottt e e et sr e s e e et e e snneenneeeas O
10. Do you suffer from any rheumatic diSEaSES? ... e e e e e e e e e ]
AN = 1 o] = Yo = o | 7 TS SPRRPR O
12. Are you afraid of the dental treatment? ... e O

If so, in what degree [] alittle [] reasonably [] alot
13. DO YOU have t0OThACKHE? ...t et e e e e e e s e e et ra e e eeeeaeeesseanansresbeaeeeaeeeean
14. Do you wish to be treated under local anesthesia? ... e
15. Do you have problems/pain With YOUF JAWS? ... ..ooiiiie et ee e s e e e e snneeee e s
16. Do you have ever been treated orthodontiCally? ............cooiiiiiiii e
17. Do you sometimes have bleeding of the QUMS? ... s
18. How did you find our office? (Refferal Source)

Ooooono oooogo O

OoOooogd

I attest to the accuracy of the information on this form and hereby authorize the dental staff to perform necessarydental treatment mutually
agreed upon by me as may be required for proper dental care.

Date Signature



