D
First Name:

Patient Is:[ ] Policy Holder

First Name:
Address:
City, State, Zip:

Home Phone:

Birth Date:

[ JResponsible Party

Responsible Party ( if someone other than the patient }

[ I Responsible Party is also a Policy Holder for Patient

Chart TD:

PATIENT REGISTRATION

Last Name:

Preferred Name:

Middle Initial:

Work Phone:

Soc Sec:

Last Namg;

Address 2:

Ext:

{ ) Primary Insurance Policy Holder

Middle Initial:

Pager:
Cellular:

Drivers Lic:

DSeeondary Insurance Policy Holder

Patient Information

Address:

City:

Home Phone:
Sex:[_|Male

Birth Date:

E-mail:

Employment D Full Time
Status:

Student Status: |_| Full Time

Work Phone;

[ Female

Apge:

Section 2

Address 2:

State / Zip:

Ext:

Marital Status: [ |Married [ |Single

Soc Sec:

Pager:
Cellular;

[ IDivorced [ ]Separated [ ]Widowed

Drivers Lic:

[]1 would like to receive correspondences via e-mail.

["iPart Time

Ol

[ JPart Time

Retired

Section 3

Who referred you?
Last dental cleaning
Previous dentist

Medicaid TD: Pref. Dentist: Last exam and xrays
Employer ID: Pref. Pharmacy:
Carrier [D: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:[ ] Self [ Ispouse [ ]Child [ Jother
Insured Soc. Sew: Insured Birth Date:
Employer: Ins, Company:
Address: Address:
Address 2: Address 2:
City, State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured:[_|Self

Insured Birth Date;
ins. Company;
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[JSpouse [Jchild [ JOther




Michael R. Windauer, D.M.D.
Medical History 7-2015{Copy)
Patient Name: Birth Date: Date Created:

Altholigh dental personnel primardy freat the area in and around your mouth, your mauth is a part of your entire body. Health problems that you may have, or medication that yeu may be
taking, could have an important intarrelationship with the dentistry you wil receive. Thank you for answering the follawing questions.

Ars you under a physidan's care now? TiYes iNo If yes | ]
Have you ever been hospitalized or had a major operation? 7 ¥es i No Ifyes I J
Have you ever had a sarious head or nedk infury? I Yes £ No IFyes L —i
Are yous taking any medications, pils, o drugs? “ Yes i No If yes | j
Have you ever taken Fosamax, Boniva, Actonel or any other T iYes i No Tfyes | 'E
medications containing bisphasphonates? N i k
Are you on a special diet? iYes iNo
Do you use tobacca? {iYes iNo

Women: Are you...
[ JPregnant/Trying to get pregnant? £ Inursing? { Traking oral confraceptives?

Are you alergic to any of the following?
{JAsprin [ Penicilin [codene [Latex
15uifa Drugs "] Local Anesthetics [ Erythromydn [ Amasicilin
Do you use controled substances? ' Yes (*iNg If yes | _]
Othar? il IFyes I 1

Do you have, or have you had, any of the folowing?

AIDSHIV Positive Yes iNo  |Alzheimer's Disease “i¥es . Ne |Anginafchest pains iYes “:No | Artificial Heart Valve ~iYes N
Artifidal Joint i Yes N0 |Asthma iYes TiNo | Autism “iYes TiNo |ADHD Yes i No
Bieeding Problems TiYes (.No |Cancer/ChemoTreatments ¢iYes “:Ne |Congenital HeartDisorder (*)ves “SNe |COPD TiYes TiNo
Diabetes ioYes (No |Drug Addiction 1Yes iNa |Eplepsy or Seizures i¥es Mo |FreguentHeadaches rYes 7iNo
GE Reflux TiYes (T'No |Heart Attack/Faire ¥es ©ito | Heart Murmur 3¥es (TiMo  |Heart Pacemakes “i¥es TiMo
Heart Surgery “1¥es T3Ng  |Heart TroubleDisease “Yes INo |Hepatitis A £3Yes “iNo |Hepatitis BorC “¥es Mo
High Bload Pressure i“iYes {":No |Kidney Problems ““'Yes " iNg |tiver Disease “i¥es ¢"iNo |Low Blood Pressure i 1Yes i :No
Renal Dialysis #ifes iNo  |Stroke “i¥es {iNo | Tuberauosis #ives iNp

Hanve you ever had any condition not listed above? TiYes T No If yes W

Comments:

To the best of my knowledge, the questions on this form have been accurately answered. 1understand that providing incorrect information can be dangeraus to my {or patient's) health, Itis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date;




| hcrcby authorize Dr. Michac'l Windauer to take radiograpi-ls, 5tud3 models, Photographs, or any
other diagnostiq raids deemed appropriatc bg Dr Windauer to make a thoroug}ﬁ cliagnosis of my dental
needs. | also authorize Dr. Windauer to Prcscribc any and all forms of medication, and Pcrforrn any thcrapg
that may be indicated and agrecd upon.

| understand that this office Po]icg is to collect Paﬂmcnt at the time of service; and any insurance
estimation of Paamcnt is done as a courtesy for me and not a written guarantee of what | will owe for
treatment. | also assign benefits to be Paid ]33 my insurance company dircct|3 to Dr. Windaucr{:or services
rendered. | understand that clcsPitc insurance benefits | am rcsPonsibic for services rendered and agree to
pay my balance with 30 dags of treatment whether or not my insurance company has rcsPonclcd to my claim
for treatment.

IFurthcr authorize the rclcasc/rcqucst of any information, including the ciiag,nosis and the records of
any treatments or examinations rendered, to my insurance company or consu]ting Prcnccssionags. The
release to my insurance company is sofclg for the purpose of Facilitating the biliing and reimbursement
dircct]g to the dentist of insurance benefits under which | am entitled.

 have been made aware that a copy of the office’s Notice of Frivacg Practices is available to me at

my req uest.

f;arcnt/Guarc!ian: Date
(Please Print)
Signaturc: Date




FRONT TEETH

Are you happy with their color?

Are you happy with their length?

Are they crooked?

Are you happy with their overall appearance?

BACK TEETH
Are they sensitive to hot or cold?
Do they trap food when you eat?

GUMS

Do they ever bleed?

Are your gums sensitive?

Do you feel like you have bad breath?

MISSING TEETH
Do you have any missing teeth?
Are you wearing a partial or full denture?

Does dental treatment make you nervous?

Have you ever had a bad experience at the dentist?

If yes, please explain:

YES
YES
YES
YES

YES
YES

YES
YES
YES

YES
YES

YES

L

Have you had any complications following treatment?

)

If yes, please explain:

|

)

NO
NO
NO
NO

NO
NO

NO
NG
NO

NO
NO

NO




