Kevin Mendez, D.D.S. & Associates, PL.L.C

Patient Registration

Today's Date

Sax M F
Last Mame

Firsl Nama kAl

Address

City, Stale, AP,
Social Securily #

E-mail

Home Phone

Call Fhone

Work Phond

Ocoupalion

Emplayer

Date of Birth ! !

Spousa Name

mmnanm!.ha-}k'hr referting you to our office

Please provide lo our staff a copy of:

* Yaur primary insurance card
* Yaur secondary insurance cand
* Yaur Drivers licensa

Patient Registration

Responsible Party Information

Today's Dale
Sex M F
Last Mame

First N Ml

Address

City, State, ZIP

Socizl Seourity ¥

E-rrzil

Hama Phaav

Call Phona

Waork Phisui

Oeeupation

Employer

Date of Bidh / !

Spouse Nama

IN CASE IF EMERGENCY MOTIFY:
Hame 2

Home Phone

Cell Phone __

Email

Please read cargfully and sign:

All infsrmation on both sides of this fonm i3 acourale and mumbﬂ:ﬂmhﬂw.lﬂ rcd heoid ey dontist o any maembarof
hagher responsitle foe any orrors of omissions thal | may have made in the completion of this form. i | ever have any changss in my
heakh,. m currenlly taking , respenaible party, Insurance eoverage, or address or contact infarmation, [ will inform the office al the

next dental appointment

1 undersiand that | am financially responsible to the office of Kevin Mendez, D.D.5. & Associates, P.LL.C. for all chasges incurted by

myself and [ oc my dopendents., | understand that | will be responsibla for ary and a¥ approprinle fees incumed by myselll of mry

dependents, that are not covered by my Infurance policies. | ateo agre thal if my dependents of | ave not covered by an insurance plan that

| have represented 1o ba vabid, | wil be responsible for alf charges whether of nol pakd by sakd insurance.

| Agree that i my account bacomes past due 45 days of more, | will pay interest on the past dus balance ot he fale of 1.5% per menth (18

mnnuaily), | sgree that In the event my acopuat is past dus B0 days
collection agancy for collection, | will ba Eabla for up to one-third (1/3) of the tolal balance for

cofleclion oisls,

| herby assign o medical, dentall or surgica! benofits ko which | am enled for any
professional in his'olice ko Kevin Mendez D.0.S. & Associales, P.LL.C. This assignemnent wl | :
A phatocopy of this assignment i% 1o be consicersd as valkid a5 mn oiganal, | herby authorize asshgns 1 nelease all informaton o seowe

pannmeent.

of mong froe the dzle of sendce, and i referred 1o an allomey or
colbectian/alioney’s fons phus o cour and

DATE

servicas rendered mefor my dependents by any docloror
will rernain in effect until revoked by me in writing,

SIGNATURE



1t i femport that | know about your Medical and Denlal history. These facls hava a drect bearing on your dental headth and our provision
of quality care for you. The information ks striclly confidential and wil not be refeased ta aryone withoul your consenk Thank you for
taking the time to completety fll out this questionnaire.

Medieal History Dental Histony

Do your have sny curiénd heakh probloms? Yas MO At peat hareing denlad poin? Yos HO

fre you unider & Phiakesn's care? Yos MO Is your present dentl health poor? Yoz MO

I;Hmﬂ Doyt ol onturies pacial oo fully? Yoy HO

What medications are you currently taking? Do yeus b Missing beeth? Yes MO
Are you inferosled in replacing messing leoth? Yos MO
Arm you spprehenshoe aboul dental canal Yexr MO

mlmuﬂcmulumﬂhmiﬂn? Do your gumsg bloed when brushing? Yezx WO
B yous dneed Boen bodd you have TR You HO

Are you afiengic 1o lalexy Wes WO Do you Ehink your (esth and "eracked™! faa MO

Are you aBorgic io penitiin (asmeaxdciin? Yor MO Hiwva yous had cihadonBos (beaces)? Yz MO

Vhol surgeies have you hod in the past 5 yeas?  Yes  NO Doryou use chgars, cigasetiod of chew? Tea RO

Appranimate dates? Do you ke the color of yout tesh? Yes MO
Ase your teeth kaze? 2 Yes MO

Do yoia have artificial joints? ~ Yes NO Do you brush mguiaty? Yes  HO

Do you need 1 take pre-medications for dental work? Yes  NO " Datwoflast dental cleaning:

FOR WOMEN ONLY Date of last full month xrays:

Aog you preghard? - Yes WO Cether denind problams yeu would o o sddress? .

H 2o, due daind

H:;n,mmmgﬁﬁm‘:wﬂ Yee NO

fus you raEding T _ Ye: HO ) A you Bapger with your laalhy Yos

Agn you taking bith cordrel pila? Yes MO Have your seon a gum specialis! in B past? Yoz WO

Faraily Physiclan Name Phamne EmaH

Ploasa rank th folowing in ordar in which they would katn woy Foen harving dental inegtment

: {1 = meast, 4 least)
Foarofpain (1) (2) (3) (4) lackeleoncern (1) (2} (3) (&) Costofbeatment (1) (2} (3) (3) Missingworktme (1) (2) B} &)

Medical Condition

" BIDSHIV pos Yes B0 - Emphysema Yes ]a] Pacemaled oy Wes  NO
Anaphyisos You HO Faanilireg b | B Paychialric Cafa Yes ~ WO
Anemin Yes HO Gisucoma Tes B Rachation Treamend Yes MO
Asiificizl Head Vabaes Yos NO Hiort Bunmar el U . Fheumabotscidel b  Yes RO
Asthma Yz [Jin] Hiarl probisrs Yed RO Sheeiness of breath Yer  HO
Artfizial jinis Yo MO Hatpes Yis [114] Spina Bifida Yer WO
Biood Digoase s HO Hegatits A Wes [ Stroka Yez HO
Carger Yes [Lin] Hipatitis B Yea HO Sweling (Tosd, Ankles) Yes WO
Chemisal deperdency Yes HO Hopatits C Yoz B Thiyroid dissasa es  NO
Chemotherapy Yos HO High Blood Pressura Yes ] Tuberoufiosis Yes WO
Corlisons eatmerd  Yes WO Jww paln- Wes MO LicaraSve Colse Yz MO
Dipbabes Yes KO Keney disopse  © Yol HO Vororeal ciseasa Yes KO
Eplopsy Yoz HO Liver Disease Yeos KO Cahaf {eriguss with Yes  NO

A Donitisl)

SIGNATURE DATE
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