T@da b’s Dr. Dirk B. Newington
14406 Harrison Street

’ Yo.w Omaha, NE 68138
Deniai 402.333.1120

) P F 402.697.8713

Patient Information

Date Social Security Number
Name Email
Last, First, MI *We will not sell or share your information
Address City State Zip
sex. A m I F Age Birthdate MaritalStatus A m L o s L p
Patient Employer/School Occupation
Employer/School Address Employer/School Phone ( )

Whom may we thank for referring you?

Phone Numbers

Home ( ) Work ( ) Ext Cell Phone ( )
Emergency Contact Relationship
Contact Home ( ) Contact Work ( )

Pr i.'m,a-'ry Insurance

Subscriber Name

Relation to Patient Birthdate SS#

Address (If different from Patient’s)
City State Zip Phone ( )

Person Responsible Employed By

Business Address Business Phone ( )

Insurance Company

Contract # Group # Subscriber #

Names of other dependents covered under this plan

Additional Insurance

Is Patient covered by additional insurance? O ves A No Subscriber Name

Relationship to Patient Birthdate SS#

Address (If different from Patient’s)
City State Zip Phone ( )

Insurance Company

Contract # Group # Subscriber #

Names of other dependents covered under this plan

Medications Allergies

List any medications you are currently taking 4 Aspirin ) Local Anesthiatic
and the correlating diagnosis:
D Sleeping Pills D Penicillin
1 codeine U sulfa
Pharmacy Name 1 1odine ( other:
Phone ( ) ) Latex

<0OVER>



Dental History

Reason For Today's Visit Date of Last Dental Care

Former Dentist Date of Last Dental X-rays

Place a X on"yes” or no” to indicate if you have had any of the following:

Bad breath dYes QNo

Bleeding gums when brushing QYes UNo Mouth breathing JdYes O No
Blisters on lips or mouth OYes QNo Mouth pain with brushing QYes UWNo
Burning sensation on tongue QYes QONo Orthodontic treatment UYes UNo
Chew on one side of mouth QYes QNo Pain around ear OYes UNo
Clicking or popping jaw QdYes QNo Peridontal treatment dYes No
Dry mouth QdYes 1 No Sensitivity to cold QdYes QO No
Fingernail biting QdYes QNo Sensitivity to heat QdYes QNo
Food collection between teeth QYes QONo Sensitivity to sweets OYes U No
Grinding teeth dYes ONo Sensitivity when biting dYes QNo
Gums swollen or tender dYes [ No Sores or gl’OWthS in your mouth dYes QNo
Jaw pain or tiredness QYes QNo Tobacco Habit UYes WNo
Lip or cheek biting dYes QNo How often do you floss?

Loose teeth or broken filings OYes QNo

How often do you brush?

Medical History

Physician’s Name Date Of Last Visit

Have you ever taken one or more of the following medications; Fosamax, Zometa, Didrocal or Actonel? Uves o

Have you ever had any serious illness or operations? Qyves o if yes, describe

Have you ever had a blood transfusion? Ayes no If yes, give approximate dates
(Women) Are you pregnant? Uves No Nursing? Uyes Wno Taking birth control pills? ves Wno

Place a X on“yes” or no”to indicate if you have had any of the following:

Aids/HIV dYes QdNo Diabetes dYes W No Lung Disease dYes No
Alcohol use dYes U No Drug Addiction OYes QNo Mitral Valve Prolapse QYes QNo
Frequency Easily Winded QYes dNo Pain in Jaw Joints dYes W No
Alzheimer's Disease QYes O No Emphysema QYes UdNo Parathyroid Disease dYes U No
Anaphylaxis QYes O No Epilepsy or Seizures OdYes QNo Psychiatric Care dYes U No
Anemia QYes O No Excessive Bleeding/ dYes U No Radiation Treatment dYes UNo
Angina dYes O No Abnormal Bleeding Renal Dialysis dYes W No
Arthritis/Gout QdYes UNo Excessive Thirst dYes UNo Respiratory Problems dYes UNo
Artifical Heart Valve O Yes O No Fainting Spells/Dizziness 1 Yes [d No Rheumatic Fever dYes UNo
Artificial Joint O Yes O No Frequent Diarrhea OYes QNo Scarlet Fever QYes UNo
Asthma OYes UNo Frequent Headaches OYes QNo Sickle Cell Disease OYes QNo
Back/Neck Problems QdYes dNo Glaucoma OYes QNo Sinus Trouble QYes QNo
Blood Disease dYes ONo Hay Fever QYes dNo Sleep Poorly dYes UNo
Blood Transfusion dYes UNo Heart Attack/stroke QYes QNo Snore QYes U No
Breathing Problems QYes U No Heart Murmur QYes dNo Stomach/Intestinal Disease [ Yes [ No
Bruise Easily QYes O No Heart Trouble/Pacemaker U Yes [ No Street Drug dYes No
Cancer QYes U No Hemophilia QYes dNo Use/Frequency
Cerebral Palsy QYes O No Hepatitas (Type ) QYes JNo Stroke QYes UNo
Circulatory Problems QYes No Herpes dYes UNo Swelling of Limbs QdYes U No
Chemical Dependency QdYes U No High Blood Pressure dYes O No Thyroid Disease dYes U No
Chemotherapy QdYes O No Hives or Rash QYes QNo Tonsillitis QYes U No
Chest Pains QYes O No Hypoglycemia OYes QNo Tuberculosis 0 Yes U No
Cold Sores/Fever Blisters [ Yes [ No Kidney Problems QYes UNo Tumors/Growths 0 Yes O No
Congenital Heart Disorder [ Yes [ No Leukemia OYes W No Ulcers QYes UNo
Convulsions dYes QdNo Liver Disease OYes dNo Unexplained Weight Loss [ Yes U No
Cortizone Medicine QYes UNo Low Blood Pressure OYes UNo Venereal Disease dYes U No

| certify that the information provided on this form is accurate to the best of my knowledge:

Signature of Patient, Guardian or Personal Representative Date



