Harvey L. Kansol, DDS, PA 3098 W. Lake Mary Blvd., Lake Mary, ﬁ 32746 (407) 323-2300

Pationt Numbar a8 ¢ HEALTH HISTORY & REGISTRATION
Patient's Name Sex: M F Birthdate Age Today's Date
Home Address Chy State Zip
Email Address: Cell Phone #:
Pleass Circle One: Singls, Married, Separsted, Diverced, Widowsd Occupation Home Phone Number =
Your Employer Your Soc. Sec. # Work Phone
Are you a full time student? [] Yes [] No I Patient Is a minor we nesd: Mother's Birthdate______ Fether's Birthdate
Name of Spouss (Persnt H kinor) Person Responsible For Account
Spouse’s (Parents) Employer Spouse’s Soc. Sec. # Work Phone
Raterred to us by EMERGENCY INFORMATION
Mame, Address & Telephone of
Reason for this visit a Relative Mot living with you

TAL INSURAMCE INFORMATIOM (Primary Carrier

i ( izl it you have double dental Insurance coversge complete this for the
Insured’s Name second coverage.
Insurance Co. Insured’s Name
Insurance Co. Addrass Insurance Co.
Insurad’s Employer Insurance Co. Address,
Insured's Insured’s
Soc. Sec. # Group # Local # ____ | |nsureds =pioyer

Soc. Sec. # Group #____ Local #

Ins. Phone # D.0.B. Ins. Phone # i BaE ;4

It is impartant that | know aboul your Medical and Dertal History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will nal be released lo anyone. Thank you for laking the lime lo completaly il oul this queslionaire,

*DENTAL HISTORY* YES NO *MEDICAL HISTORY* YES NO

LONG SINCE you have sean a Dentist you have any CURRENT H E
Last COMPLETE Dental Exam, Date: Ara you under a PHYSICIAN'S CARE now? L1 Ol
Last FULL MOUTH X-RAYS, DATE. For What? o
‘Maching that rofates around your head, or 16 small films. Are you currently taking any medicalion? ] ]
Are you having PROBLEMS now? (1[I W yes what?
WHAT? Circla any of the following which you have had or have &l prsent:
Is your present dental health POOR? L1 01 1 Heart Faire ALDS. Bruise Easly
Do you wear DENTURES? (Partials or Full) ] | Haart Disease or Altack Hapatitis A (infectious) Emptryserma
Are you UNHAPPY with your dentures? O 0 na Pacioris Hepaits B {serum) Tuberuiosis (T8)
Would you like to know maore about Biood Pressury Liver Denoase Asttrma
Haart Murmue Yedow Jaundics Hy Fever
PERMANENT REPLACEMENTS? 0 O 1 Aheumstc Fever Blood Transkusion Sirus Trouble
Have you had BAD dental experiences in the pasi? | || Haart Lesions DOrixg Adeicion Margles or Hives
Are you APPREHENSIVE about dental treatment? O O ol Fenver Hemophila ]
Have you had any PERIODONTAL (GUM) ireatmenis? i SO0 5 B,y oo B o it O it
Do your gums BLEED, or feal TENDER of IRRITATED? =] [1 Heart Surgany ity o Dizzy Spells Arthrite
Are your teeth SENSITIVE to hot, cold, sweets, Artificial Joints (Hip. Knes)  Mervousness Rheumatism
pressura’ (circle) | & Aneemea Ssychistnic Treatment Cortisons Medicine
Are you UNHAPPY with the APPEARANCE of your teeth? — [1- [ ] | m i m Dissacq Pain in Jaw Jorts
Are you aware of GRINDING or CLENCHING your teath? [B] | Ukcars Chemotharagy (Cancer, Leukamia)
Do you have HEADACHES, EARACHES, or NECK PAINS? Cosmetc Surgery Veneraal Disaase (Syphils, Gonomhed, eic.)
Do you have LOOSE, TIPPED, or SHIFTING teeth? (circle) [ )
Have you worn BRACES on your teeth? (DRTHODONTICS) [ il Ars you allergic of have you macted adversely 1o any of the madications ?
Do you have DISCOLORED leeln thal bother you? O L[] r"-l-""": m HE{‘\“W
Would you like your smile 1o LOOK BETTER or DIFFERENT? [ | Mitrous Chice Codesna Paniclin
Do you have problems with leeln/fillings BREAKING? | [] )
Do you REGULARALY use DENTAL FLOSS? (1 [] | Areyouaware of beng alergic 1o any ofhér medicabons or substances?
r‘mum ou like us 1o help rnu;&a:nt prc;:;elllr methods of - s If yis, piaase lst:
ome Care, $0 you can siop dental problems in your moul ;
Name of Previous Dantist FANILY PHYGIGAN PHONE NO.
City: State: s theve any other Medical or Dental mipemabon that pou feed | shoukd know about?
How do you leel about your teath?
Piaass FAANE e lolosng » e Soer in which
IFsby would KEEP ¥0L) FH Fara i darlal inaatmani
FEAR of pain # LACK ol concern #
COST of treatmant # MISSING work time #

COMNSENT:

The undersigned hereby authorizes Doctlor to take X-rays, study models, pholographs, or any other diagnostic aids deemed appropriate by Doclor to
make a thorough diagnoss of the patients dental needs. | also authonze Doctor to perform any and all forms of treatment, medication and tharapy,
that may pe indwcated. | also understand the use of anesthetic agents embodies a certain nsk. | understand that responsibility for payment for Dental
Senaces provided in this office for mysell or my dependents is mine, due and payable at the time services are rendered unless financial arrangements
have been made. | further understand that a finance charge will be added to any overdue balance. | also assign all Insurance benefits fo the Doctor.

PATIENT Signature {FParent of Child) Date: DENTIST Signature




