DENTAL
REGISTRATION
AND HISTORY

(PLEASE PRINT)

1513 Voarhies Avenue
Brooldyn, NY 11235

Date . Homa Phong

LIANA LIBIN, D.D.S.

Telephone: (718) 332-5159

Cell Phone

PATIENT INFORMATION

Name N _ S0c. Sac. #
Last Name Firgt Name Initigt
Address e e
City. ST State Zip .
Sex 1M [1F Age_  Birthdate. [&ingle [JMamied []Widowed []Separated [ ) Divarced
Patient Emplayed by i, O PENON,
Business Address Buginess Phona (. )
Whom may wa tharl for referring you?
n case of emargency who shauld bg -notifjec.i?-lj : ”.“Phone ) P

PRIMARY INSURANCE

Parson Responsible for Account

Last Marma First Name Imitial
Ralation t¢ Patiant Birthdate, ... .. Boc. Sec. & .
Address (It diterant frem pationts), Phona ( )
Parson Responsible Employad by. Oceupation
Businass Address Business Fhohe { ) —-

Insurance Company..,....

Contract # Giroup #

Subscriber #

Nameas of other dapendents coverad under this plan

Is patient covarad by additongl Insurange? [ Yes [ No

Subscribar Name.

ADDITIONAL INSURANCE

Relation to Patient

Birthdate,
[Tl T (N SRR

Address (It ditterent from patient's)

Cly...
Subscriber Employed by W

. Btate__.

Zip:

Business Phone ( }

Ingurancs Company.

. 3oc. Sec. #

Contract #.... - Group #

Subscriber #

Names of other dependents covered under this plan

I, tha undersigned certify that | (or my dependenf} have ingurance covergge with

ASSIGNMENT AND RELEASE

and assign diractly to Dr.

Name of Insurance Compeany(ies)

all insurance benefits, if any, otherwise payable to me for ser-

vices rendarad. | understand that | am financially responsible for all chm"ges whether or not paid by insurance. t haraby authorize the doctor to relaasa

all information necessary to gecure the payment of benefits. | autharize the use of this signature n 4l insurarce submissions,

Data

Responsible Party Signature Relationship

#1720 — @hAncilanl Artn FreuxT -HDO-1PR-7 170



DENTAL HEALTH HISTORY

(Confidential)
Reason tor Todeay's Visit L — g — [;l;ale of :la,slt‘ dental care
Former Dentist L ;Dﬁtg:utimm dental X-raya_.
Addrass_ S— )
Check (v ) if you haver had problems with. any of the fclluwlng
"l Bad breath [ Grindling tagth * 7 {1 Sanltivity to hot
[ Bleading gums Ll Loose teeth or brcken fulllnga , L1 Sensitivity to sweets
[ Clisking or popping jaw | [ Pmmdontal“treatmmt L Sensitivity when biting
[T Food collection betwean teath © Dsensitivyto oo B [ Sares or growths in your mauth

How oftan do you floss?., b, Haw oﬂen do you brush?

MEDICAL HISTOFIY

Physician's Nama____ - :.‘3 . R - '- ' ‘ Diate of Last Visit

Have you ever taken any of the group of drugs mllactlwly reiarrad {o.as “fan- pth"?" These include combinations of lonimin, Apidex, FAstin (brafd
names of phentarmina), Pondimin (fgnfluramlne) and Redis (daxfenﬂuramlna) If}Yaa Ej s

Have you had any satious lingssas or oparatluns?+ if yars, describe
Have you ever had a blood transfugion? Clves O No If yes; give approximate dates:
(Women) Are you pregniant?  (Yes [INo . Nusing? T]Yes {INe  Taking birth control pilis?  [1ves [INo
Check { v } if you have o havs had any of the followlng: | ‘
L] Anemia [ Cprtisbne Treatments - Hepatitis. O Scarlet Favet
0 Arthritis, Rheumatism O Cough, Persistent -~ - [ High Blood Pressura [ Shortness of Breath
[ Artificial Heart Valves 0 Cough up Blood | ' Hiv/aiDs L] Skin Rash
B3 Artificial Joints - [] Diabstes ~ DOdJawPan 0 stroke
[.} Asthma - ClEpilepsy s IJ Kldney Diseage [ Swelling of Feet or Ankles
[ Back Problems [ Fainting ‘ | ' D Liver Disease [} Thyroid Problems
[ Blood Disease O Glaveoma - [ Mitral Valve Prolapse L] Tobacco Habit
O cancer [ Headaches o Pacamaker [ Tonsillitis
O Chemical Dependency L] Heart Murmur : [] Radiation Treatment M Tuberculosis
C] Charmotherapy LI Heart Problems ) Respiratory Disease O Uteer
O Circulatory Proble’ms ‘  ‘ 'L] Hemgphiha S O Rheumatic Faver [ Venareal Disoase
List madications you are. currently takmg;. . - . ‘ . F_’f Aapitin o [ Penicillin
[ Barbiturates {Sleeping pills) [1sulfa
Sharmacy Name, 03 Godeine () Latex
Pron o e [l Logal Anesthotic Ll Other__

SIGNATURE

Tha above Infarmation 15 accurate and complete 1o the best of my-knt;xwledge.'l will ot hold my dantist or any member of his/har staff responsible for
any errors or cmissions that | may have made in the completion pf thig farm.

Date .. . . . Signature




