KENNETH J. JACKSON, D.D.S.
809 Redskin Trall
Wapakoneta, Ohio 45895
www.AuglaizeFamilyDental.com

Telephone: (419) 738-2426

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL PATIENT REGISTRATION INFORMATION FORMS USING
YOUR KEYBOARD AND MOUSE. PLEASE PRINT, SIGN AND THEN MAIL, FAX, OR BRING THE FORMS WITH
YOU TO YOUR NEXT APPOINTMENT. OUR MAILING ADDRESS IS 809 REDSKIN TRAIL, WAPAKONETA, OH
45895. OUR FAX NUMBER IS (419) 738-6411.

PATIENT INFORMATION

Home Phone Cell Phone Date
Name Soc. Sec. #
Last Name First Name Initial
Address
City State Zip
Sex: [0 Male [ Female Age Birthdate O Single [ Married [0 Widowed [J Separated [ Divorced
Patient Employed By Occupation
Business Address Business Phone

In case of emergency, who should be notified?

How did you hear about us? [J Yellow Pages [J Newspaper [0 Radio [0 Existing Patient [ other

If referred by an existing patient, please tell us that person's name so we may personally thank them.

PRIMARY DENTAL INSURANCE

Person Responsible for Account

Last Name First Name Initial
Relation to Patient Birthdate Soc. Sec. #
Address (if different from patient's) Phone
City State Zip
Person Responsible Employed By Occupation
Business Address Business Phone
Insurance Company Address
Contract # Group # Subscriber #

Names of other dependents covered under this plan

ADDITIONAL DENTAL INSURANCE

Is patient covered by additional insurance? OYes [ONo

Subscriber Name Relation to Patient Birthdate
Address (if different from patient's) Phone
City State Zip
Subscriber Employed by Business Phone
Insurance Company Address Soc. Sec. #

Contract # Group # Subscriber #

Names of other dependents covered under this plan



www.AuglaizeFamilyDental.com

DENTAL HEALTH HISTORY

(Confidential)
DENTAL HISTORY

Reason for Today's Visit

Former Dentist Address

Date of last dental care Date of last dental X-rays

Check if you have had problems with any of the following:

[0 Bad breath [ Grinding teeth [0 Sensitivity to hot

[ Bleeding gums O Loose teeth or broken fillings [J Sensitivity to sweet

O Clicking or popping jaw [ Periodontal treatment [0 Sensitivity when biting

O Food collection between teeth [0 Sensitivity to cold [0 Sores or growths in your mouth
How often do you floss? How often do you brush?

Are you happy with the appearance of your teeth?

Are you happy with the color of your teeth?

Do you like your smile?

Are there any other problems with your teeth and/or smile you would like addressed?

MEDICAL HISTORY

Physician's Name Date of Last Visit
Have you had any serious illnesses or operations? If yes, describe
(Women) Are you pregnant? OYes [CNo Nursing?  [Yes [No Taking birth control pills? OYes [ONo
Check if you have had problems with any of the following:
[0 Anemia [ Cough, Persistent [0 Hepatitis [0 Rheumatic Fever
[ Arthritis, Rheumatism [J Cough up blood O High Blood Pressure O Scarlet Fever
[0 Artificial Heart Valves [J Diabetes [0 HIV Positive [ Shortness of Breath
[ Artificial Joints [ Epilepsy [ Jaw Pain [ Stroke
O Asthma [ Fainting O Mitral Valve Prolapse O swelling of Feet or Ankles
[ Blood Disease O Headaches [ Nervous Problems O Thyroid Problems
[0 Cancer O Heart Murmur [0 Pacemaker [ Tobacco Habit
[ Chemical Dependency O Heart Problems [ Psychiatric Care [ Tonsillitis
[J Chemotherapy Describe [0 Radiation Treatment [0 Tuberculosis
[ Circulatory Problems [OJ Hemophilia [0 Respiratory Disease [ Venereal Disease
List any medications you are currently taking: U Aspirin O Penicillin
[ Barbiturates (Sleeping pills) O Sulfa
[ Codeine O other

Pharmacy Name
Phone [ Local Anesthetic

ASSIGNMENT AND RELEASE

I certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. | understand

that providing incorrect information can be dangerous to my health. | authorize the dentist to release any information including the diagnosis and records of any
treatment or examination rendered to me or my child during the period of such dental care to third party payers and/or health practitioners. | authorize and

request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise to me. | understand that my dental insurance carrier may
pay less than the actual bill for service. | agree to be responsible for payment of all services rendered on my behalf or my dependents.

Date Signature of patient (or parent, if minor)
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