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NADINE B. NICOLAS DMD. PA

PATIENT INFORMATION (CONFIDENTIAL)

NAME DATE

ADDRESS _ CITY STATE ZIP

E-MAIL ] SOC. SEC. # __ __ BIRTHDATE HOME PHONE

chEck aprroPRTE Box: LI Minor [ sincle [ marrien [ oivorcen 1 winewep [ seraraten

JF COLLEGE STUDENT, ET/PT., NAME OF SCHOOL cmy STATE

PATIENT'S OR PARENT'S EMPLOYER WORK PHONE o

RUSINESS ADDRESS : cmyY STAIE 7P

SPOUSE OR PARENT'S NAME ‘ EMPLOYER WORK PHONE

WHOM MAY WE THANK FOR REFERRING YOU? __
|_PERSON T0 CONTACT IN CASE OF AN EMERGENCY PHONE

RESPOI\_JSIBLF, PARTY _ S

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT _ TO PATIENT

ADDRESS HOME PHONE

DRIVER'S LICENSE # _ : BIRTHDATE SOC. SEC. #

EMPLOYER . WORK PHONE

S THIS PERSON CURRENTLY A PATIENT IN QUR OFFICE? B3 YES DINO

INSURANCE INFORMATION

RELATIONSHIP

NAME OF INSURED TO PATIENT ___

BIRTHDATE SOCIAL SECURITY NUMBER . DATEEMPLOYED

NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

EMPLOYER ADDRESS cy __ STATE ZIP

INSURANCE CO. TEL. # CRP # POLICY / LD, #

INS. CO. ADDRESS CY STATE 2P

HOW MUCH 1S YOUR DEDUCTIBI E? HOW MUCH HAVE YOU USED?____ MAX ANNUAL BENEFIT? _

DO YOU HAVE ANY ADDITIONAL INSURANCE L1 YES O NO IF YES, COMPLETE THE FOLLOWING:

RELATIONSHIP

NAME OF INSURED TO PATIENT B

BIRTHDATE SOCIAL SECURITY NUMBER __ DATEEMPLOYED _

NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE

EMPLOYER ADDRESS _ __cm . STATE 71P

INSURANCE CO. TEL # _ GRP #__ _ POLICY/VD. #

INS. CO. ADDRESS ciry , STATE 7IP
LHOW MUCH 15 YOUR DEDUCTIBLE? ___ HOW MUCH HAVE YOU USED?____ MAX ANNUAL BENEFIT? ____
SIGNATURE OF PATIENT OR PARENT IF MINOR PATIENT NUMBER

REGISTRATION



NADINE B. NICOLAS DMD. PA

PATIENT NAME : DATE

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health

problems that you may have, or medications that you may be taking, could have an important interrelationship with the dentistry
you will receive. Thank you for answering the following questions.

Are you in Good Health O yes O no O N/A
Have There been any changes in your general health within the past year O yes O no QO N/A
Date of your last physical exam? Q yes O no O N/A
Are you under A physician’s care Now? Q yes O no O N/A
Phiysician’s name, address, and phone

Have you ever been hospitalized or had a major operation? O yesQ noQ N/A
Have you ever had a serious head or neck injury? Q yesO noQ N/A
Are you 1aking any medicarions, pills, or drugs? Q yesQ noQ N/A
Do you take, or have you raken, Phen-Fen or Reduz? O yesQ noQ N/A - Do you use tobacco? O yes O no O N/A
Are you on A specidl diel? QysO noONA __ Do you used conmolled subsinees? O yes Q no ONA
Women: Are you [J Preguant/mrying 10 ger preguant? [0 Nursing? [ Taking oral conTRACEpTiVES?

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING?
O Aspirin - [0 Penicilliv: O Codeine  [J Acrylic [0 Meral OO Larex [ Local Anestherics
O3 Barbitares, Sedatives or Sleeping Pills I Sulfa Drugs [0 Other

DO YOU HAVE, OR HAVE YOU HAD, ANY OF THE FOLLOWING?

3 AIDS/HIV Posirive [ Chest Pains 3 Freguent Headaches [ Irreqular Heartbear [ Scarler Fever

O Alzheimer’s Disease 01 Cold Sores/Fever Blisters [ Geniral Herpes O Kidney Problews O Shingles

O Anaphylaxis [ Congenital Heart Disorder 1 Glaucoma g tiiuel::r]"izms O Shormess of Breath

O Anemia [ Conwvulsions 1 Hay Fever F bt Bl Pcsiies 0O Sicklﬁ Cell Disease

O Angina O C?RIESONE Medicine [ Hearr Amack/Failure 01 Lung Disease O Stn.ms Tn.o_uble

O Arihritis/qour O Diaberes [J Hearr Murmur* 00 Mireal Valve Prolapse® O Spina Bifida . .

1 Awrrificial Hearr Valve* Al Owioakction [ Hearr Pace Maker® I Nervousaess S A e i Dl
G o [ Easily Winded : [ Pain in Jaw Joints O Swroke :

[J Awificial Joinr Fi Cokat DRtk [ Hearr TR'O-inlE/DISEASE O3 Parathiyroid Disease D1 Swelling of Limbs

O Asthma . 3 Pl m} HEMOI?‘?I[!A | Psyi:hi'amic Care [ Thyroid Disease

O Blood Disese 3 Epilepsy or Seizures g HF‘pATf"s A g RRAd'A"O\';TREMTENTé [ Tonsillivis

O Blood Transfusion [ Excessive Bleeding 81 Heparitis B or C o R:ﬁi? ;)iAE;; e O Tuberculosis

O Breathing Problem 1 Excessive Thirst £ Herpes = F W aniaie Feocs O3 Tumors or Growrhs

1 Bruise Easily 3 Fainting Spells/Dizziness O High Blood Pressure O Rheumatic Hearr Disease T Ulcers

00 Cancer [ Freguent Cough O Hives or Rash 3 Rheumartism 3 Venereal Disease

O Chemotherapy O Freguent Diarrliea O Hypoglycemia [ Riment Disease O Yellow Jaundice

DO YOU HAVE ANY DISEASE, CONDITION OR PROBLEM NOT LISTED ABOVE THAT YOU THINK | SHOULD KNOW ABOUT Oyes [ no
COMMENTS:

* Condition may require medicarion  N/A - Not answered by parient

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in
medical status.

SIGNATURE OF PATIENT, PARENT, OR GUARDIAN

MEDICAL HISTORY













