PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE 1 DENTAL INSURANCE 2
LAST NAME FIRST MLl PRIMARY CARRIER
PREFERS TO BE CALLED BY INSURANCE COMPANY
ADDRESS GROUP NO.
IFTHIS
APPOINTMENT CITY STATE ZIP EMPLOYER NAME
IS FOR YOU
START HERE HOME PHONE NO. FAX INSURED'S NAME
CELL EMAIL DATE OF BIRTH RELATIONSHIP TO PATIENT,
BIRTHDATE AGE MALE FEMALE INSURED'S I.D. NO.
MARRIED SINGLE DIVORCED | WIDOWED INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO. SECONDARY CARRIER
DATE INSURANCE COMPANY
LAST NAME FIRST M. GROUP NO.
Sa ADDRESS EMPLOYER NAME
SRECININERTISS"c Ty STATE ZP INSURED'S NAME
FOR YOUR CHILD
START HERE HOME PHONE NO. DATE OF BIRTH RELATIONSHIP TO PATIENT,
BIRTHDATE AGE MALE FEMALE INSURED'S .D. NO.
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO.
SOCIAL SECURITY NO.

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO

ACCOUNT INFORMATION 4
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME
RELATIONSHIP TO PATIENT SOGIAL SECURITY NO.
ADDRESS GETTING TO KNOW YOU 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
cIry STATE 2P AT OUR OFFICE?
PHONE NO. NAME:
RELATIONSHIP:
YOU
NAME YOU WERE REFERRED TO US BY
OCCUPATION NAME:
B O EED S NAME PERSON TO CONTACT FOR EMERGENCY
ADDRESS cITY NAME:
PHONE NO. FAX NO. EETRNIEED
YOUR SPOUSE HOME NUMBER
NAME
ADDRESS
OCCUPATION
cITY STATE ZIP
EMPLOYER'S NAME
ADDRESS cITY
PHONE NO. FAX NO.
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e | DENTAL HISTORY
[PatientAccountiNo™ = = = & Medical Alert P A ]

Welcome! So that we may provide you with the best possible care please complete both sides
of this medicalldental history form. All information is completely confidential.

What is the reason for your visit today? S Xk

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays

What was done atyour lastdentalvisit?

Previous Dentist's Name Telephone

Address State Zip

How often do you have dental examinations?
How often do you brush your teeth? How often do you floss?
Have you ever used or are currently using topical fluoride? Yes No

What other dental aids do you use? (Interplak, toathpick, efc.)

Do you have any dental problems now? Yes No [fyes, please describe:

Are any of your teeth sensitive to: Have you ever had:

LG GO et s e et e nt el 1051 1TND Orthodontic treatment?........ummmmssmmssssssssssrnen Yes No

OWBEIS T it histcsa it e A T ety R e T e s YOS 4ND Oral Surgery?.... s 0 No

Biting or Chewmg? e 165 ND Periodontal treatmen[? S e e e e ipel TENG

Have you noticed any moulh odors or bad tastes7 SRR 105 NG Your teeth ground or the bne adJus ed7 ............................ Yes No

Do you frequently get cold sores, blisters or any other oral Iesnons’? ........... Yes No Abite plate or mouth Quard?..........ccoommmmirnmessumssennn Yes No
Aserious injury to the mouth or head?.............cvccvnee Yés N0

Do your gums bleed or AUR?......cccuuvvversnees e e 1051 SUNG Please describe, including cause

Have your parents expersenced gum dlsease or touih !oss'? P 1631 i NO:

Have you noticed any loose teeth or change in your bne‘? Yes No Have you experienced:

Does food tend to become caughtin between your teeth?.........................Yes ~ No Clicking or popping of the JaW?.......occcvcmmveceessscssmmnisinsins Yes No

Ifyes, where Pain? (joint, ear, side of face) ............ooversssrsrsssniec Y65 NO
Difficuity in opening or closing the mouth?..........cc.... Yes — No

Do you: Difficulty in chewing on either side of the mouth?............. Yes No

Clench or grind your teeth while awake or aSIeep?........cummvrssireciine YeS — NO Headaches, neckaches or shoulder aches?..................Yes  No

Bite your lips or cheeks regularly?..... A Yes No Sore muscles (neck, ShOUIErS)? ......vevvcnesvssscnnccinees YBS No

Hold foreign objects with your teeth? (pencﬂs plpe etc ) ~.Yes  No

Mouth breathe while awake or asleep?.......cewuirricvnin Yes  No Are you satisfied with your teeth’s appearance? Yes  No

Have tired jaws, especially in the MOmING? ...........cccerreeonirereriinseiscrrecnes 188 NO Would you like to replace your silver fillngs? ............c. Yes No

Snore or have any other sleeping diSorders?........c.rmremmins Y68 NO Would you like to keep all of your teeth all of yourlife?.... Yes ~ No

Smoke/chew tobacco or use other (00acco Products?..........oovmesresrerrens Yes No

B, N TR St o i i o e e AR e R L o i 0 S S R (R 1

Please describe

oo T DO AT T IO i s e A eV S A1 e S . T 1

Please describe

Have you ever been told to take a pre-medication prior {0 dEntal frEAMMENLD..........coooocossemimss st et ee et Yes  No

Is there anything else about having dental treatment that you Would 1iKe US 10 KROW? ........oooe.vevoeemsenrseecsssssomeeseesmsmsnessesoeeeeeeeeeeen Yes No

If'yes, please describe

(Please complete other side)

€ Pride Institute FORM 015 (10.12) 1.800.925.2600 www.prideinstitute.com



|Patient Name

Patient Account No.

|Medical Alert
|

MEDICAL HISTORY

1

1. Physician's Name Phone ( )
Have you had any medical care within the Past tWO YEAIST ... sricnrimiriimssmssessssssssensssssssrsassrsisssssnssssssonsssessasssasensesssisosnsosssssisasaess | YES
Describe

2. Have you taken any medication or drugs during the Past tWO YEAIS? ........cuereeeisinimmmesmissessssssssesssmssssissiessssssssssensssssssessassansessenens | 169
If yes, please list name and dosage

3. Are you currently taking any medication, drugs, pills or herbal remedies, including regular dosages of aspirin? .......cccvveeommimeiines Y88
If yes, please list name and dosage

4. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other bisphosphonates? .......cocoviceiiiriennee, YES
If yes, please list name and dosage

5. Are you aware of having an allergic (or adverse) reaction to any substance or MediCation? .........cocvuemerissrismmmmssrisssinsessesssssssssesass Yes
If yes, please specify

6. Have you been a patient in the hospital during the past five YBAIST .......iiiimimminsiirismsmssmssssesenssissssesssnios sessmnessssssasssssssessssesses Yes

7. Indicate which of the following you have had, or have at present. Circle "yes" or “no” to each item.
Heart (Surgery, Disease, Attack)... Yes N0 UICEIS .uuuvvvvuummmminmismsssssssssssssssnins Yes No Hepatits A B C (circle).. Yes
GhestPainlaassir s s Yes No B E] o) e i E e R Yes No Venereal DISEase ..........owresne. Yes
Congenital Heart Disease ........... Yes No Thyroid Problems ... Yes No ALD.S/H.LV. POSHtIVE ..vvooevvires Yes
R VI TR recsve ettt o Yes No (CIEUEIRES s e Yes No Cold Sores/Fever Blisters .......... Yes
High/Low Blood Pressure ............ Yes No Contact [enSeS ....vceseersmresersansinns HAS NG Blood Transfusion .........cevevvene: Yes
Mitral Valve Prolapse ........oouweeeee: Yes No Emphysema .....ccoovcummienns o Yes No (I PelalIEY (et preer oo etrects Yes
Artificial Heart Valve/Pacemaker ........ Yes No Chronic CoUgN ....ceeiemsersssiess Yes No Sickle Cell DiSease .........rveernes Yes
Rheumatic FeVer .......ccoumenmrinnns Yes No T el i tor e Yes No Bruise Easily .......cveuercrsnnressnns Yes
Arthritis/Bheumatism ........ocvuenn. Yes No ST o e e o5 NG Liver Disease/Yellow Jaundice .. Yes
Cortisone MediCing ......occeneieais Yes No Hay Fever/Allergy/Hives .........c.. Yes No Neurological Disorders .............. Yes
Swollen AnKIES .....veeivierereiiiis Yes No Latex Sensitivity .......ccceeiiininnes Yes No Epilepsy or Seizures ... YeS
S I b et A ot Yes No SISO B I e Yes No Fainting or Dizzy Spells ............. Yes
Diet (Special/Restricted) .............. Yes No Radiation Therapy. ... 788 NO NErvous/AnXious .....cccceerercee €S
Artificial Joints (hip, knee, etc)) ... Yes  No Chemotherapy ... eeeissessssesses Yes No Psychiatric/Psychological Care..  Yes
Kidney TroubIe ....vveersenssersesmonses Yes No TUIOTS el e e araheey Yes No ANCBN i s e e ES,

8. Have you lost or gained more than 10 pounds in the PAS YEAI? ...ttt sin st ss e Yes

9. Do you have or have you had any disease, condition, or problem Not ISTEA? ... Yes
if yes, please list:

10. Women: Are you pregnant or think you could be pregnant? ~ Yes ______Months No Nursing? Yes No
14 Doy olEUse bith GO DO D e S E D ON S i s S i A I et Dl 0 T e R Yes

No

No

No

No

No

No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No
No

No

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have
answered all questions to the best of my knowledge. Should further information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. | will notify the doctor of

any change in my health or medication.

Patient/Guardian Signature Date
Ty FIOv M AT R o e e e e oy R s

\

! Dentist Signature Date

© Pride Institute

FORM 015 (10.12)
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CONSENT FOR TREATMENT

1. | hereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis
of (name of patient) 's dental needs.

2. Upon such diagnosis, | authorize doctor to perform all recommended treatment
mutually agreed upon by me and to employ such assistance as required to provide
proper care,

3. | agree to the use of anesthetics, sedatives and other medication as necessary. | fully
understand that using anesthetic agents embodies certain risks. | understand that |
can ask for a complete recital of any possible complications.

4. | give consent to the doctor's or designated staff's use and disclosure of any oral,
written or electronic health records that are individually identifiable as mine for the
purpose of carrying out my treatment, payment and health care operations. |
understand that only the minimum amount of information necessary to provide quality
care will be used or disclosed and that a notice fully outlining the protection of my

personal health information is available.

5. | agree to be responsible for payment of all services rendered on my behalf or my
dependents. | understand that payment is due at the time of service unless other
arrangements have been made. In the event payments are not received by agreed
upon dates, | understand that a 1-1/2% late charge (18% APR) may be added to my
account. If required, | also understand a check of my credit history may be made.

6 Cell Phone: O | consent to the dental practice using my cell phone number to (choose
one or both) O call or O text regarding appointments and to call regarding treatment,
insurance, and my account. | understand that | can withdraw my consent at any time.

My cell phone number is (include area code)

Patient's Signature Date Witness

Parent/Responsible Party’s Signature Relationship to Patient




MARK W LANGBERG DDS, MAGD, PC
26206 W. 12 MILE RD, STE 303
SOUTHFIELD, MI 48034
(248)356-8790

We are grateful you have chosen us. Please help us learn more about our
web presence.

How did you hear about us?

If you found us on the internet, how did vou search?

Google . Yahoo Bing ~ Angie’s List Other

What specific search words did you use?

What about our website attracted you?

Acknowledgement of Receipt of this Practices Privacy Notice

[ acknowledge that I have been given the choice of reviewing the Notice of Privacy Practices
of this office. | am aware that | may receive a paper copy of this notice if I request it. In
addition, I acknowledge that the Notice of Privacy Practice is kept in each treatment room
of the office where I can review it if desired.

Patient or Patient Representative or Parent Date
(If patient representative signs above, please include relationship to patient)

The patient presented for treatment on this date and was provided with the Practice
Privacy Notice. A good faith effort was made to obtain written acknowledgement of
receipt. A written acknowledgement was not obtained because:

Patient refused to sign, with the reason

Patient is unable to sign due to

There was a medical emergency’preventng tumelv signature, and an attempt will be made
to obtain acknowledgement later.

Other

Employee Signature Date






