W ELCOME

TO OUR PRACTICE!

KERRY J. BROWN, D.D.S.
2025 W. Long Lake Rd. Suite 110 Troy, MI 48098  Phone (248) 641-9490

REGISTRATION
Date

Name
Address City Zip
Home Phone Spouse’s Name
Business Phone Cell Phone
Date of Birth Sex

Macried
Employed By ‘l%,li\;lo(;"(‘:z((il

Separated

Whom may we thank for referring you

PRIMARY DENTAL INSUR.

Person Responsible for Account

Last Name First Name Initial
Relationship to Patient Birthdate Soc. Sec. #
Address Home Phone
City State Zip
Responsible Party Employed By Business Phone
Business Address Occupation
Insurance Company
Insurance Company Address
Subscriber I.D. # Group #

SECONDARY DENTAL INSE

Insured Name

Last Name First Name Initial

Relationship to Patient Birthdate Soc. Sec. #

Address Home Phone

City State Zip

Insured Employed By Business Phone

Insurance Company

Insurance Company Address

y Subscriber LD. # Group #

Please complete reverse side

FORM 082843 N/06/09 ITEM 8101



DENTAL HISTORY

Former Dentist Date of Last X-Rays

City, State How Often Do You Floss?

Date of Last Dental Visit How Often Do You Brush?

Please check all that apply:

Bad Breath..voeeeeeriveiessesssessreens =] Loose Teeth or Broken Fillings . [ Sensitivity t0 SWEets ..ovevereereereeresnenees []
Bleeding GUMS........ceverrrerrennes ] Orthodontic Treatment ............. L] Sensitivity When Biting........cccccevevnen. []
Blisters on Lips or Mouth.......... L] Pain Around Ear........ccceeevevennens O Frequent Headaches...........ccevervinennnne. U
Fingernail Biting........ccceoerererene. [ Periodontal Treatment .............. = Jaw, Head or Neck Injuries......cceueuee. ]
Grinding Teeth........cocoviviirinnnnins ] Sensitivity to Cold.........cceerenee. L] Jaw Difficulty: Clicking and/or Pain .. []

Lip or Cheek Biting .................. L] Sensitivity to Heat.......ccoeeevuennne i, ToothiPain psr ni it s saun L]

MEDICAL HISTORY

Physician’s Name Date of Last Visit

Yes No 7. Please list any allergies to food or drugs

1. Are you currently under medical treatment?.. [] []
2. Have you ever had any serious illnesses

DT OPCTALIONET o\ oiereicararssrsiods vainasisocaonisansitsssss L] L]
3. Are you currently taking any medication? ...... L] L]

Please describe:

A IDG VONRSTIIEC R (o ke dises mein s isshemmsissnirinvasss [ Ll g, (Women Only) Are You: Yoz, No
5. Do you use 31001101, roaine or Other drugs? e l:] D Pregnant? ............................................. \:‘ D
: IN LTSI B 5is 32 o e Fashs o ea s seb Pa s U O

6. Do you wear contact lenses?.......ovveeeveerivuenenns =l =]
y Taking birth control pills? ................... i L]

Please check all that apply:

AIDSEm = SN e, Tt ] EmphySe mAR e s . e ] Pacemalicr: s i i O
INTICTT At AR el oo he [l Epilc oy e A N ] Psychiatric Care ..........cccuvververerennens L]
Arthritis, Rheumatism .............. L] Fainting or Dizziness................. O] Radiation Treatment ...............c..e.... L]
Artificial Heart Valves......coveneen. ] GlATICOMA s es s oo ieass e smessoes s L] Respiratory DiSease......coeerervervennens L]
Artificial JOINES .ovevereererrerrrerannes (] Headachos s v ] Rheumatic Fever.........ooviuenrererrenees =
T Tt oy Ea ARER S e e = Heart MUIMUr .....cocovveeveveereerennes | Scarlet Fever ......cicvnrivrisnessesessessenee L]
Back Problems ..o.e.veerereereeennns [} Heart Problems ........covvoreorsesesses ] Shortness of Breath ....................... =
Bleeding abnormally, Hepatitis=Aype = ieiinorss ] Sinus Tronbles ol o Ui s o, ]
with extractions or surgery ....... = L IES e vt St taee oy varars ane s L] Sl Rashiv:.ciscoiniitiimenasvenisensonenns (]
BloOd DiSEaSE...vevreevesrsrrernensnens | High Blood Pressure...........un... = SO T e O s e W, ]
CANCCE s D e A 3 ] 18 Y RYA) e T S It A e e = Swelling of Feet/Ankles.........ccoeunu. ]
Chemical Dependency .........c.c.n. L1 Jaundices sz e L] Swollen Neck Glands.......ccccevevuruene &=
Chemotherapy.........ccoveeeeererene & 7 T e e R B B L] Thyroid Problems........ccceerereeevensnes L]
Chronic Fatigue Syndrome......... (] Latex Sensitivity. i osesesecssocsssssss ] 0 YT e e, i i [
Circulatory Problems ................ U Kidney DiSease .....eerevverrerensuenas L] Tuberculosis .....ocovenemeenecrsseencmeaas L]
Congenital Heart Lesions.......... O Liyeriiscasei i s n e = Tumor or growth on head/neck...... ]
Cortisone Treatments................ O Low Blood Pressure......cooovunnene [ |8 Oy e e e e ]
Cough - persistent or bloody..... Cl Mitral Valve Prolapse.......cccoeveees [] Venereal Disease......oovvvivererensenans ]
DS o e e s o e e 3 Nervous Problems ......cccccecveueenes Ol =

I understand that even though I have some type of dental insurance coverage, I am responsible for payment of
services not collectible from my company.

Date

Signature of Patient




