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Patlent nformation

Date: / /
Patlent Name:

Last Name Flrst Name
Address
citg State Zip Code
See.Ssee. . Ewmall
Sex[ ] Male[] Female Age BUuthDate / /

Marvied [ Widowed [ Stngle [JMinor[] Sepavate[] Divorced [

Patlent Emptoger/schooL

Occupation

Bmployer’s Address

Spoust’s Nawe Bithpate /  /

SS#_ Spouse’s Emptoljer

Whom May We Thank, For Referving You?

[ consent to whatever dental procedures and anesthetics that are
considereo necessary for the proposed treatment. ( also permit the release
of any tnformationto or from vy physician as may be required.
Because of HIPAA Federal regulations protecting your privacy, we wish
to inform you that we will relense no information about you without

our consent. We are allowed to release this information to your
LMSUKANCE COMPANY oF as necessary to get paid for our services. You can
have access to Your records by stmply asking.

The Dental Spa at Garden Clty

\ Dental Regustration and Medieal History

Dental Insurance and Authorization
wWho s responsible for this accownt?

Relatlonship to Patlent

nsurawnce Co. Group #

Secondary msurance Yes[] No []

Subseriber’'s Name Birth date  / /
Ss#E_ Relationship to Patient
Insurance Co. Group #

Asslgnment and rRelense

 certify that I, and/or my dependent(s), have insurance coverage with

and assign directly to Dr. Cary Ganz all insurance benefits,
if any, otherwise payable to me for services rendered. | understand that | am
financially respoonstble for all charges whether or not paid by insurance. [ authorize
the use of my signature on all insurance submissions. The above named oentist
may use my health care information and may disclose such information to the
above named (nsurance Company (ies) and their agents for the purpose of obtaining
paywment for service and determining insurance benefits or the benefits payable for
velateol services. [ also give permission for the use of my before and after photographs
for educational and marketing purposes.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Patlent Stgnature: bate: /7 Dote Relationship to Patient
Phone Nuwmbers
Home () work () Ext cell Phone ( )
Spouse’'s Work ( ) Best Thme anol Place to Reach You
(N CASE OF EMERGENCY Please Contact: Name: Relatlonship
Howme Phone ( ) Work Phone ( )
Dental Historu Burning sensation on tongue  [J Mouth Breathing O
< Chew on one stde of mouth O] Mouth Pain, Brushing [
Reason For Today's Visit Cloavrette, plpe or cigar smoking [J Ovthodontic Treatment [
clicking or popping of jaw O Pain Around Ear O
Dry mouth Periodontal Treatment [
Most Convenlent Appolntment Tlie Flngernail biting 0 Sensitivity to Cold [
Former Dentist City/State Food Collection between the teeth [ Sensitivity to Hot 0
Date of Last Dental Visit / / Forelgn Objects 0 Sensitivity to sweets O
Date O-lf Last Dental X*Vﬂ% / / C;YLVLD{!:VL@ teeth 0 -S@I/\/Sl:tl/,\/itg whew BLtl//V\/@ ]
Do You have any of the following: Guims swollew or tender O Sove or Growths tn Mouth]
Bad Breath Yes O No [ _Jaw pain or tirediness O How Often do you Floss
Bleeding Gums Yes O No [ :LEp or CheeR Biting O How Often do You Brush
Blisters on Lips mouth or tongue Yes O No O Loose Teeth or Broken Fillings [

400 Garden citg Plaza Garden citg NY 11530 516 741-1230 http://www.ganzdental.com




Health Hlstorg

Phgsicmwg Nawee pate of Last Visit  / / Tel. No. (
Hoave you ever taken any of the group of drugs collectively referved to as “fen-phen?” These tnclude combinations of lonimin, Adipex,

Fastin (brand names of phenetermineg), Pondimin (fenfluramine) and Redue (dexfenfluramine) Yes 1 No [J

Please place a mavke on “Yes” or “no” to indicate if You have ever had or currently have any of the following:

)

AIDS/HIV Yes [ No[ EPLLepsg Yes O No O Radiatlon Tx Yes O No O

Anemlo Yes O NoO Fainting or Dizziness  Yes O No O Resplratory Disease Yes U No O

Arthritils Yes ] No Glaucomn Yes O No [ Rheumatic Fever Yes O No[

Avrtificlal Heart valves Yes [ No[] Headaches Yes O No O Scarlet Fever Yes [ No [

Avtificial Jolnts Yes O Mo Heart Murmur yes O no O Shortness of Breath yes U no U

Asthmn Yes U Nol Heavt Problems Yes NN Shnus Trouble Yes Lo U

Back Problems Yes O No[d Hepatitis (Tgp& ) Yes O No O Shkin Rash Yes O No O

Bleeding abnormally Yes O NolJ Herpes Yes O No O Special Diet Yes U No U

Blood Dlsease Yes [ No[d High Bl Pressure Yes O No O Stroke Yes U No O

cancer Yes O NoO jaundice yes O No O Swollen Feet or Ankles  Yes L no U

CMemicaLDePewdewcg Yes [ No Jaw Pain Yes O No O Swollen Neck Yes O No O

Chemotherapy Yes [0 No[ Kidney Disease Yes O No O Thwo’wi Problems Yes O No [

Cireulatory Problems ves O No Uiver disense yes O no O Tonsilitls ves U no D

Congenital Heart Disease ves U Nold Cow mld. Pressure yes H no U Tuberculosis yes Hono U

Cortisone Treatment Yes O No[d mitral valve Prolapse Yes O No O Tumors Yes [ No [

Cough (Persistent) Yes O No[J Nervous Problems Yes O No O Ulcer yes U no U

Dlobetes Yes O NoOd pacemaker yes O no O venereal Dlsense ves U no U

Emphysema Yes O No Psgcmatric Care Yes O No O welght Loss (unexplained) Yes [ No [

Do You wear contact lenses? Yes [ No[

Woren:

Ave You pregnant? Yes [0 No [ Due date: / / Are You Nursing?  Yes No  [J

Taking Blrth Control Pills? Yes [l No [

Medications Allergles

List any medications you are currently taking and the corvelating diagnosis

(Either Prescription or Over The Counter) L ,

Asplrin O Local Anesthetie [
Sleeping Pills O Pentetllin ]
Codeline O Sulfa U
lodine U Other:

Pharmacy Name: Latex (|

Phone ( ) -

Medical Update
Has there been any change in Your health since your Last dental appolntment?  Yes  No

For what conditions?

Are You taking any new medications? if so what?

Patlent’s Signature Date: / / wWitness Signature

Has there been any change in Your health sinee Your Last dental appointment?  Yes  No

For what conditlons?

Are You taking any new medications? If so what?

Patient’s Signature Dote: / / Witness Signature




