GERARD A. CENTRELLA, D.M.D.

738 SALEM STREET

MALDEN, MA  02148

TEL:  (781) 322-8951

Patient Information

TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION
Insurance Information

                     Medications






     Allergies

 TURN OVER →
History

Health History

Welcome to our Practice


We are pleased to welcome you to our Dental Team.  Please fill out this form to help us meet your healthcare needs.  If you have any questions, please ask.  We will be happy to help.





Name______________________________________    S.S. #____________________________________  Birth Date______________


Address_______________________________________________________   City__________________   State_______   Zip________


Check Appropriate Box:   □ Child   □ Single   □ Married   □ Divorced   □ Widowed		Sex:  □ Male   □ Female


                           Home Phone_____________________________   Cell Phone________________________   	





Patient’s Employer_______________________________________   Work Phone______________________


Business Address_____________________________________   City______________   State_________   Zip Code_____________





Whom May We Thank For Referring You?________________   Emergency Contact Name_________________   Phone____________	





Insurance Company______________________________________   Group #_______________________________


Name of Insured (Responsible Party)_______________________________   Relationship to Patient:  □ Self  □ Spouse  □ Child  □ Other


Responsible Party Birth Date__________________________   Responsible Party S.S. #______________________________


Responsible Party Employer____________________________________   Union or Local #_________________





Is patient covered by additional insurance?   □ Yes   □ No


If yes:


Insurance Company_________________________________   Group #________________________


Responsible Party Name____________________________   Responsible Party S.S. #___________________________


Responsible Party Birth Date___________________  Responsible Party Employer______________________   Local or Union #______





ASSIGNMENT AND RELEASE


I, the undersigned, certify that I (or my dependent) have insurance coverage with ________________________ and assign directly to Dr. Centrella 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 herby 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.  





____________________________________  Relationship_________________________   Date________________________


Responsible Party Signature





List medications you are currently taking:______________________


________________________________________________________________________________________________________________________________________________________________________





Pharmacy Name_____________________


Pharmacy Phone #______________________





Do you have any Allergies:   □ Yes   □ No





If yes, please check any that apply or Specify Below:


	□ Aspirin	□ Local Anesthetic


	□ Codeine	□ Penicillin


	□ Latex	□ Sulfa


	□ Iodine	


□ Other__________________________________________








Reason for today’s visit____________________________________________________________________________________





Former Dentist__________________________   City/State____________________   Date of Last Dental Visit___________________    


Date of last dental x-rays______________  How often do you floss?_______________  How often do you brush?______________





Place a mark on “Yes” or “No” to indicate if you have had any of the following:





History of fever blisters or “cold sores”	□ Yes  □ No      Gums swollen or tender            	□ Yes  □ No          


Bleed excessively        		□ Yes  □ No      Blisters on lips or mouth	□ Yes  □ No      


Cigarette, pipe or cigar smoking         		□ Yes  □ No      Sensitivity to cold	□ Yes  □ No





Any Dental Problems you may have that is not listed above    □ Yes  □ No


  


If yes, please specify_________________________________________________________________________________________











Primary Care Physician’s Name_____________________________________    Date of Last Visit_____________________________





Place a mark on “Yes” or “No” to indicate if you have had any of the following:





Aids	□ Yes  □ No                Fainting	□ Yes  □ No	Rheumatic Fever	□ Yes  □ No


Anemia	□ Yes  □ No	Glaucoma	□ Yes  □ No	Shortness of Breath	□ Yes  □ No


Arthritis, Rheumatism	□ Yes  □ No	Headaches	□ Yes  □ No	Sinus Trouble	□ Yes  □ No


Artificial Heart Valves	□ Yes  □ No	Heart Murmur	□ Yes  □ No	Stroke	□ Yes  □ No


Artificial Joints	□ Yes  □ No	Heart Problems	□ Yes  □ No	Swelling of feet or


Asthma	□ Yes  □ No	Hepatitis	□ Yes  □ No           ankles	□ Yes  □ No


Back Problems	□ Yes  □ No	  Type________		Thyroid Problems	□ Yes  □ No


Bleeding abnormally, with 		High Blood Pressure	□ Yes  □ No	Tumor or growth on


   extractions or surgery	□ Yes  □ No	HIV Positive	□ Yes  □ No	   head or neck	□ Yes  □ No


Blood Disease	□ Yes  □ No	Jaundice	□ Yes  □ No	Tuberculosis	□ Yes  □ No


Cancer	□ Yes  □ No	Jaw Pain	□ Yes  □ No	Ulcer	□ Yes  □ No


Chemical Dependency	□ Yes  □ No	Kidney Disease	□ Yes  □ No	Weight Loss,


Chemotherapy	□ Yes  □ No	Liver Disease	□ Yes  □ No	  unexplained	□ Yes  □ No


Circulatory Problems	□ Yes  □ No	Low Blood Pressure	□ Yes  □ No


Congenital Heart Lesions	□ Yes  □ No	Nervous Problems	□ Yes  □ No


Cortisone Treatments	□ Yes  □ No	Pacemaker	□ Yes  □ No


Cough, persistent or bloody	□ Yes  □ No	Prosthetic Replacement	□ Yes  □ No	Women:


Diabetes	□ Yes  □ No	Psychiatric Care	□ Yes  □ No	Are you pregnant	□ Yes  □ No


Emphysema	□ Yes  □ No	Radiation Treatment	□ Yes  □ No	  Due Date_______


Epilepsy	□ Yes  □ No	Respiratory Disease	□ Yes  □ No	Are you nursing?	□ Yes  □ No








TO THE BEST OF MY KNOWLEDGE, ALL OF THE PRECEDING ANSWERS ARE TRUE AND CORRECT.  IF I EVER HAVE ANY CHANGE, I WILL INFORM THE DENTAL INSTRUCTOR AT MY NEXT APPOINTMENT.





	Patient Signature___________________________________________		








