WELCOME

PATIENT BIRTHDATE AGE
ADDRESS

STREET amy STATE ZIPCODE
E-MAIL ADDRESS SS# DL#

[ sinGLE [0 marrIeD [0 wipoweD [ SEPERATED [ DIVORCED — SPOUSE/PARENT'S NAME BIRTHDATE SS#
HOME # WORK # SPOUSE/PARENT WORK # CELL #
IN CASE OF EMERGENCY, CONTACT (SPECIFY SOMEONE WHO DOES NOT LIVE WITH YOU)
NAME RELATIONSHIP
HOME PHONE WORK PHONE
WHO MAY WE THANK FOR REFERRING YOU?
DENTAL INSURANCE
RESPONSIBLE PARTY FOR ACCOUNT: RELATIONSHIP DL#
INSURANCE CO GROUP # ADDITIONAL DENTAL INSURANCE?
IF YES, SUBSCRIBER'S NAME BIRTHDATE SS#
RELATIONSHIP TO PATIENT INSURANCE CO GROUP #
ASSIGNMENT AND RELEASE

I, THE UNDERSIGNED CERTIFY THAT I (OR MY DEPENDENT) HAVE INSURANCE COVERAGE AND ASSIGN DIRECTLY TO DR. LEWIS ALL INSURANCE BENEFITS, IF ANY,
OTHERWISE PAYABLE TO ME FOR SERVICES RENDERED. I UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR ALL CHARGES WHETHER OR NOT PAID BY
INSURANCE. I HEREBY AUTHORIZE THE DOCTOR TO RELEASE ALL INFORMATION NECESSARY TO SECURE THE PAYMENT OF BENEFITS. I AUTHORIZE THE USE OF THIS
SIGNATURE ON ALL INSURANCE SUBMISSIONS.

SIGNATURE OF RESPONSIBLE PARTY DATE
HEALTH HISTORY
Physicians name Phone Number Date of last visit,

Have you ever taken any of the groups of drugs collectively referred to as “fen-phen?” These include combinations of Ionimin, Adipex, Fastin (brand
names of phentemine:, Pondium (fenfluramine: and Redux (defenfluramine). [] Yes O No

Have you had any serious illness or operation? [] Yes [ ] No  If yes, describe
Have you ever had a blood transfusion? [ ]Yes [ ] No If yes, approximate date

(Women) Are you pregnant? [ ] Yes [ ] No Date Due Doctor’s Name

Nursing? [ ]Yes [ ] No Taking birth control pills? [] Yes[] No Doctor’s Phone #

Check if you have had any of the following:

[] A1DS/HIV Positive [ chest pains [0 erequent Headaches [ 1rregular Heartbeat [0 scarlet Fever
|:| Alzheimer’s Disease D Cold Sores/Fever Blisters D Genital Herpes D Kidney Problems D Shingles
D Anaphylaxis [0 Congenital Heart Disorder [0 Glaucoma O Leukemia D Sickle Cell Disease
O Anemia O convuisions [ Hay Fever [0 viver Disease [0 sinus Trouble
[0 Angina [0 Cortisone Medicine [ Heart Attack/Disease [ Low Blood Pressure [0 Spina Bifida
[ Arthritis/Gout [ piabetes [0 Heart Murmur [ Lung Disease [0 stomach/Intestinal Disease
[ Atificial Heart Vaive O orug Addiction [0 Heart Pace Maker O witral Vaive Prolapse 0O stroke
O Artificial Joint O easily winded [0 Heart Trouble/Disease [ Pain in 3aw Joints [ sweliing of Limbs
[ Asthma [J Emphysema [0 Hemophilia [ Parathyroid Disease [0 Thyroid Disease
D Blood Disease D Epilepsy or Seizures D Hepatitis A I:] Psychiatric Care D Tonsilitis
[0 Biood Transfusion [0 Excessive Bleeding [0 Hepatitis Bor C [0 Radiation Treatments O Tuberculosis
[0 Breathing Problem [0 Excessive Thirst O Herpes O Recent weight Loss O Tumors or Growths
[ sruise Easily [ Fainting Spelis/Diziness [ High Blood Pressure [0 renal Diatysis O uicers
O cancer [ Frequent Cough [ Hives or Rash [0 rheumatic Fever [0 venereal Disease
D Chemotherapy [I Frequent Diarrhea D Hypoglycemia [:| Rheumatism D Yellow Jaundice
MEDICATIONS ALLERGIES
List all medications you are currently taking: Check if you are allergic to or had a reaction to any of the
following:
[ Local anesthetics like Novocain ~ [J Latex
[0 Penicillin or other antibiotics O Aspirin

[0 Sedatives or sleeping pills [ Any other thing?






