FARRA ISAACSON, DDS
1150 PORTION ROAD SUITE 15

HOLTSVILLE NY 11742

631-696-3820
HEALTH HISTORY REGISTRATION FORM
PATIENT INFORMATION:

Name_______________________________________________________________________  Date__________________________

Address_____________________________________________________________________________________________________

            ______________________________________________________________________________________________________

                                City                                                                                 State                                                         Zipcode

Home Phone _____________________        Work Phone_____________________   Cell Phone/Pager__________________________
________Male   __________Female              Birthdate __________\___________\___________ SS#__________________________

_________Single  ____________Married _______________ Widowed  ____________ Separated  ____________Divorced

In Case Of Emergency Please Contact:  Name______________________________________________________________________

Phone________________________________________________  Relationship___________________________________________

WHOM MAY WE THANK FOR REFERRING YOU?_______________________________________________________________

DENTAL INSURANCE INFORMATION

Member  Name__________________________________________    DOB_____________________  SS#______________________

Address( if different than patient)_________________________________________________________________________________

Insurance Co._________________________________________________________________Group #_________________________

Insurance Address & Phone #____________________________________________________________________________________

Members Employer____________________________________________________________________________________________

Employer Address & Phone #____________________________________________________________________________________

Is patient covered by additional dental insurance?  _____ Yes  _____No      If yes: 

___________________________________________________________________________________________________________
Member’s Name  and Address
_____________________________ _________________________ ____________________________________________________
DOB                                SS#                                                          Relationship to patient
._____________________________________________________________ _____________________________________________
Insurance  Co. Name and Address and Phone No.                                         Group Number
___________________________________________________________________________________________________________
Employer Name,  Address And Phone Number

ASSIGNMENT OF BENEFITS AND RELEASE:  I, The undersigned, certify that I (or  my dependent) have insurance with 

______________________________________ and assign directly to Dr. Isaacson  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.

____________________________________________________________________________________________________________

Responsible Party Signature                                                  Relationship                                                                   Date
DENTAL HISTORY

Reason for Today’s Visit___________________________________________________ Former Dentist______________________________________________________

Date of Last  Dental Visit___________________________________________________Date of Last Dental X-Rays____________________________________________







 Please continue on back  of this form
Do You Have Any Of The Following:

Bad Breath

( Yes
( No

Grinding Teeth 
( Yes
( No
Pain In Ear


( Yes
( No

Bleeding Gums

( Yes
( No

Jaw Pain

( Yes
( No
Periodontal Treatment

( Yes
( No

Blisters on Lips








Sensitivity To Cold

( Yes
( No

Or Mouth

( Yes
( No

Lip or Cheek Biting`
( Yes
( No
Sensitivity To Heat

( Yes
( No


Burning  Sensation on tongue
( Yes
( No

Loose Teeth or Broken






Fillings

( Yes
( No
Sensitivity To Sweets

( Yes
( No

Chew On One Side of Mouth
( Yes
( No

Mouth Breathing
( Yes
( No
Smoker


( Yes
( No

Clicking or Popping Jaw
( Yes
( No

Mouth Pain When 


Sores or Growths in Mouth
( Yes
( No






Breathing

( Yes
( No
How Often Do You Brush___________________

Dry Mouth

( Yes
( No

Orthodontic Work
( Yes
( No
How Often  Do You Floss___________________






HEALTH HISTORY

Physician’s Name______________________________________Date of Last Visit____________________________________

Have you ever taken any of the group of drugs collectively referred to as “fen-phen”?. These include combinations of Lonimin, Adipex, Fastin (brand names of phentermine) Pondimin (fenfluramine) and Redux (dexfenfluramine)


( Yes
( No

Check “Yes” or “No” if you have had any of the following:

AIDS/HIV

( Yes
( No

Epilepsy

( Yes
( No
Radiation Treatment

( Yes
( No

Anemia

( Yes
( No

Fainting/Dizziness
( Yes
( No
Respiratory Disease

( Yes
( No

Arthritis

( Yes
( No

Glaucoma

(  Yes
( No
Rheumatic Fever

( Yes
( No

Artificial Heart Valves
( Yes
( No

Headaches

( Yes
( No
Scarlet Fever

( Yes
( No

Artificial Joints

( Yes
( No

Heart Murmur
( Yes
( No
Shortness of Breath

( Yes
( No

Asthma

( Yes
( No

Heart Problems
( Yes
( No
Sinus Trouble

( Yes
( No


Back Problems

( Yes
( No

Hepatitis Type___________________
Skin Rash


( Yes
( No

Bleeding Abnormally with



Herpes

( Yes
( No
Special Diet

( Yes
( No

Extractions or Surgery
( Yes
( No

High Blood Pressure
( Yes
( No
Spina Bifida

( Yes
( No

Blood Disease

( Yes
( No

Jaundice

( Yes
( No
Stroke


( Yes
( No

Cancer

( Yes
( No

Kidney Disease
( Yes
( No
Swollen Feet/Ankles

( Yes
( No

Chemical Dependency
( Yes
( No

Liver Disease
( Yes
( No
Swollen Neck Glands

( Yes
( No

Chemotherapy

( Yes
( No

Low Blood Press.
( Yes
( No
Thyroid Problems

( Yes
( No

Circulatory Problems
( Yes
( No

Mitral Valve


Tonsillitis


( Yes
( No

Congenital Heart Disease
( Yes
( No

  prolapse

( Yes
( No
Tuberculosis

( Yes
( No

Cortisone Treatments
( Yes
( No

Nervous Problems
( Yes
( No
Tumors or Growths on Head

Cough,  Persistent/ Bloody
( Yes
( No

Pace Maker
( Yes
( No
    or Neck


( Yes
( No

Contact Lenses

( Yes
( No

Ulcer

( Yes
( No
Venereal Disease

( Yes
( No

Diabetes

⁭ Yes
⁭ No




ALLERGIES:




MEDICATIONS:


WOMEN

Aspirin

( Yes
( No

List any medications you are taking
Are you Pregnant

( Yes
( No

Codiene

( Yes
( No

_____________________________
Are you Nursing

( Yes
( No

Local Anesthetic

( Yes
( No

_____________________________
Due Date


( Yes
( No

Latex Allergy

( Yes
( No

_____________________________
Taking Birth control

( Yes
( No

Penicillin

( Yes
( No

Barbituates

( Yes
( No

Pharmacy Name_______________
Pharmacy Phone #_____________________________

Sulfa

( Yes
( No

_____________________________

Are you Allergic to Avocados, Bananas, Chestnuts, Hazelnuts, 




Can You Blow Up Balloons
( Yes
( No

Kiwis, Potatoes or Tomatoes
( Yes
( No





Do You Have A History Of

Do You Wake Up Multiple







Repeated Surgeries in Childhood
( Yes
( No

Times at Night to Change Your  Clothes or Bedding due to Unusually Heavy Perspiration   ( Yes
( No
In order to properly diagnose and treat dental problems we require, and it is recommended by the American Dental Association that a full mouth series of  

X-rays or Panorex be taken every 3-5 years. 

________ I agree to this treatment.

________ I hereby waive the need for this treatment and fully understand the risks involved with not having routine dental X-rays.




email address____________________________________________________________
Patient /Guardian Signature________________________________________________________________________Date____________________________

We thank you for choosing us for your dental care needs.  In order to provide quality dental care for our patients, we set an ample amount of time aside for you.
In the event you must cancel an appointment we will require at least 24 hours notice.  We reserve the right to assess a fee if notice is not given or if you fail to

show up for an appointment without any notice.  We are here for you, so please be here for us! 

Patient Initials_________________

