244 ADELIA ST

LAM, WELKIE, MIDDLETOWN, PA 17057
W & ASSOCIATES o
OFFICE@LAMANDWELKIE.COM

/ FAMILY AND COSMETIC DENTISTRY

PATIENT REGISTRATION

TODAY’S DATE:

NAME: Omate  [CJreMaLE
ADDRESS: CITY: STATE: zZIp:

DOB: SS:

HOME PHONE: WORK PHONE: CELL PHONE:

EMAIL:

PERSON TO CONTACT IN CASE OF AN EMERGENCY: RELATIONSHIP TO YOU?

PERSON FINANCIALLY RESPONSIBLE:

ADDRESS: CITY: STATE: zZIp:

HOME PHONE: WORK PHONE: CELL PHONE:

DENTAL INSURANCE INFORMATION

INSURANCE COMPANY:
WHO IS THE INSURANCE THROUGH? ~ [JseLr [ spouse

SPOUSE FULL NAME: SPOUSE DOB:
SUBSCRIBER/MEMBER |D#: GROUP #:
EMPLOYER: (PLEASE PROVIDE INSURANCE CARD)

DENTAL HISTORY

ARE YOU PRESENTLY IN DISCOMFORT? [] VES [ NO  IF YES, PLEASE DESCRIBE
DO YOU HAVE DENTAL FEARS? [ ves [J NO IF VES, PLEASE DESCRIBE
ARE YOU DISSATISFIED WITH YOUR TEETH & THEIR APPEARANCE?

HOW OFTEN DO YOU BRUSH YOUR TEETH?

HOW OFTEN DO YOU FLOSS YOUR TEETH?

DOES ANYONE IN YOUR FAMILY HAVE GUM DISEASE? [ ves O ~o

DO YOUR GUMS BLEED WHEN YOU BRUSH? [ ves O ~o

DO YOU HAVE SWELLING AROUND ANY TEETH? [ ves O n~o

DO YOU NOTICE A BAD TASTE OR ODOR? [ ves O n~o

ARE YOUR TEETH SENSITIVE TO (CHECK ALL THAT APPLY) [JHoT [ coo O sweer  [IBITING PRESSURE
HAVE YOU NOTICED ANY JAW PROBLEMS LIKE Ocuckineg [ paN - crosing CJoPENING [JCHEWING

ARE YOU CONCERNED ABOUT THE FINANCES REQUIRED TO GET YOUR TEETH TO EXCELLENT DENTAL HEALTH? D YES D NO

DO YOU GET FRUSTRATED BECAUSE YOU ALWAYS NEED SOMETHING TO BE TREATED OR REPAIRED AT THE DENTIST? [1ves [ No
WHY DID YOU LEAVE YOUR LAST DENTIST?
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