
TIME 08:28 AM

ID: ChartIDi

First Name:

Patient Is:!Policy Holder IResponsible Party

- 

Responsible Party ( if someone other than the patient

First Name:__-*-:

City, State, Zip, _

PATIENT REGISTRATION

Last Name:

Preferred Name:

Last Name:

DATE 8ノ 2ノ2016

Middlc lnitiali

Middle Initial

Pager:

Cellular:

Drivers Lic:

! Secondary Insurance Policy Holder

Home
Phone:

Birth Date:

Work Phone:

Soc Sec:

! Responsible Party is also a Policy Holder for Patient Ifrimary Insurance Policy Holder

_ Patient Information

Address:

City:

Home
Phone;

Work Phonc:

Address 2:

State/Zip: 
-_-_..

Ext:

Pager:

Cellular:

Sex:□ Mde

Birth Datel

E‐ mail:

!Female Marital Status:[Manied ! Singte

Soc Sec:

fDivorced lseparated lwidowed
Drivers Lic:Age:

! I would like to receive conespondences via e-mail

Section 2 Section 3

Employmentl-l Ful Time
Status:

student sratus: E Full Time

Medicaid ID:

Employer ID:

Carrier ID:

Pref. Dentist:

Pref Pharmacy:

Pref. Hyg:

□Pa■ ■mc

□ Part Timc

!Retired Referred By

Previous Dentist

Location/Telephone

Emergency Contact

Emergency Contact #

Preferred Times

Prefened Phone

_ Primary Insurance Information

Name of Insured:

hrsured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Insured Birth Date:

Relationship to lnsured:!Self !spouse ICt lta □Othcr

Ins Company:

Addrcss:

Addrcss 2:

City,Statc,Zip:

Rem. Deduct

- 

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

Ciry, State, Zip:

Rem. Benefits:

lnsured Birth Date

Relationship to Insured:! Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

一

一

□Spouse□ ch‖d □0山 cr

Rem. Deduct:



Dale α27/2016
恥 e3:08P‖

PatEnt l{ame:

Are you under a Pffician's care novr?

Have you ever been hoqitalized or had a major
operation?

Ha're you ever had a serious head or neck injurf

ire you taking any medications, pills, or drugs?

Do you take, or have You taken, Phen-Fen or Redux?

Ha\€ you ever tdken Fosamax, Eoniva, Adonel or
an:/ other medications containing bisphosphonates?

F.re you on a special diet?

Do you use tobacco?

'!',.'ornen: Are you,.,

, eregnantTnling to get pregnant?

Are you alergic to any of dte ,tolbltitg?

_ :Aspinn

i Fletal

Other?

00 YOl」 U‐Ce COntroi!ed ttbttnceg

:」 Penicl‖ in

l_:Latex

Do !,ou have, or have you had. any ofthe foUowhg?

迎 S/HDノ Posltltle    t γes■ |ヽ・10

嵐zheimers Oisea雙   ::I YeS.11 No

llew tte Dental Aに

Eag16oft Medical HuLory
Brぬ Date: Date Created:

Atfiough denbl personnel prinarty- treat sre area h and around your rnou6r, your routh E a paa of your entie bodv. Health DIobbrN ihat you nBi have' " medkation

＝

　

Ｎ

Ｙ

　

Ｙ

: Yes,'

; Yes.,

::Yes l:l‖ 。

Fves:

lF ves:

, Yes ,-: I.lo

Yes ,'" llo

Fves L

I「

‐
ves l

聾輌 r賓■_____― 一=・II二 董 二  |,VeS II HO  rves i

: :‖ u「 slng? II:Tabn9 ora!conhceptives7

|■ Codelne

l :Su:FD Dru9s

_」 AαViC

'Local Anesthetics

IFves:

rves:

Angina " Yes ,'i{o
Arthriti#Gout '.'Yes -'l'to
Artificial HeErt r7ahe :-' Yes ...: Ho

cOnjsone Medidne

Diabetes

Dru9 Addicbon

Easlly Vrinded

EmphYSema

Eplepsy or Seヒ ures

EXCestte 31eeding

Excessve Thirst

Fantho spe‖ ィDtthes

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Cenital Herpes

Glauconta

Haγ FeVer

Heart AhcVFanure

Heart Mumur

Heart Pacemaker

Heart ttroublげ Disease

Anaphylaxis

Anemia

ム面ldal]oint

Atthma

B!ood Distta雙

Ereathing Problems

Bruise Easily

Cancer

Chemotherapy

Chest Fains

fr Yes 11'No
F「 Yes l,No

:Ⅲ Yes ilNo

:I Yes 11.No

il Yes ifi‖ 0

i Yes ,:_r 1{o

,Yes .: .'llo
' Yes {r t{o

', Yes ,ri t'lo

: Yes :1''., [,lo

,..,.Yes r- f,lo

r-. Yes r ., $lo

.--,Yes :'-,No
.1-; Yes ,i-.: No

.:.l. Yes i. , No

i-,,Yes '-.'No
r':. Yes i -, No

,l- j Yes : "r No

',_:' Yes i-, No

i'. Yes :-i tlo
,1:: Yes :-r l.lo

'.-', Yes r_),t'lo

._i Yes r-; No

'_.Yes ,,: t{o
,-: Yes ,i"l No
. ,Yes ;-i No

r-: YeS : 
'', 

NO

: .. Yes r. ) llo

i'.,Yes ,'.J f,{o

Hemophilia

Hepati[s A

Hepatitis B or C

Herpes

High Blood Pressure

High Cholesterol

Hives or Rash

Hypoglycemia

kregular Heartbeat

Kidney Problems

Leukemia

Liver Disease

Lov,l Blood Pressure

Lung Disease

fuitral Valve Prolapse

0steoporosis

Pain in lavJ loints

Parathyroid Disease

Psychiatric Care

I YeS ll No

:Yes 11‐ ‖0

,Yes l,No

,Yes t ‐No

Yes: ,No

:Yes(I No

l Ves  ,No

i YeS lll No

l Yes i ‖0

,Yes t iNo

YeS II No

:Yes.INo

l YeS i}‖0

.Yes.11:No

,Ves‐ _:‖ o

Ves:I No

Yes t :‖ o

l Yes',‖ o

lY● sl:iNO

:Yes  .l・ Io

.Yes  ‐‖0

.Yes  lklo

:Yes  t‖ o

.Ves  .‖ o

:YeS  ‖0

.Ve5  ‖́o

.Ves  ‖o

.Yes  14o

:Yes  .‖o

l Yes  ‐‖o

,Yes  ‐‖o

:Yes‐  .‖0

.Yo3   ‖0

.Yes  I Ho

l Yes  l‖ o

,Ves I I‖ o

i Yes  ‖o

=γes  No
‐γes l.■o

Blood Tranttsion     ll YeS il,■ 0

Radiation Treatments

Recent v,/eight Loss

Renal DiaFy,sis

Rheumatic Feler
Rheumatism

Scarlet Fever

Shingles

Sickle Cell Disease

Sinus Trouble

Spina Eifida

Stsnadflnteslhd Disease

stroke

Svrelling of Limbs

Thyroid Diseas€

Tonslllitis

Tuberculosis

Tumors or GrovJths

Ulcers

Venereal Disease

Yellow Jaundice

cOu sOres・rFever Bllsters 11'Yes ill N0

c"gentalHeartDsorder r Yes il)‖ 。

Con、 ulsions        111 Yes 11l N0

Have you ever had any serious illness not listed

Conmen'!s:

イ:Yesl l No   F ves

To ihe best of nry kno,.vhdge, the que*ions on thE form have been accurdcely ansrvered. I underscnd that provdhg hconect hfonrBtbn can be dan-oerous to m;' (or
patient's) heaEh. It is nry responsbfrty to inform the denbl office of any changes in mediclstatus.

SEmfure of Patient, Paent or &Jarda{I:

X Date;



Sleep Screening Questionnaire
Please answer the questions below to help us assess the possibility of a sleep disorder. There is often a
correlation between TMJ disorders and sleep disorders. Sleep apnea can increase your riskfor many health
conditions.

Patient Name: Height: Weight:

How likely are you to doze off or full asleep in the following situationt in contrast to just feeling tired?
0 = I would never doze 2 = I have a moderate chance of dozing
1= I have a slight chance ofdozing 3 = thave a high chance of dozing

Situation
1. Sitting and reading chance of Dozing

2. Watching W
3. Sitting inactive in a public place (e.g. a theatre or a meeting)
4. As a passenger in a car for an hour without a break
5. Lying down to rest in the afternoon when clrcumstances permit
6. Sitting and talking to someone
7. Sitting quietly after lunch without alcohol
8. ln a car while stopped for a few minutes in traffic

Total Score

New Life Dental Arts I Dr. Amy Moslander-Thompson
425.397.AAAA I www.NewufeDentalArts.com

Not Sure
1. Have you been told{Or noticed on your own)that you snore most nights?

□ □ □
Ｚ^ Have you been told (or noticed on your own) that Vo, stop O.eattrinE oistrt ggle

to breathe in your sleep, sometimes followed by a 6ASp? □ □ □

3 Are you tired, fatigued or sleepy on most days? □ □ □
4 Do you have acid indigestion or high blood pressr.eloiuse mEdiciiion to-

control either of these conditions)? □ □ □

5 Are you overweight?
□ □ □

6 Have you ever been diagnosed with obstructive sleep apnea tOSetl □ □ □
7 Are you currently being treated for OSA? □ □ □
8 Are you aware offamily histOry Of osA?

□ □ □
9 Are yOu aware of clenching Or grinding yourteeth at nlght?

□ □ □
10 Do you snore toudly (touder than tatk;ng or toud eno@h to bETGro bEhilIf

closed door)? □ □ □

Do you often feeltired′ fatigued Or sleepy during the daytime?
□ □ □

12 Has anyone observed you stOp breathing during yOur sieep?
□ □ □

13 Do yOu have,or are you being treated for high bloOd pressure?
□ □ □

14 Are you 50 years old or older?
□ □ □

Ｅ
Ｊ

■
■ Does your neck rneasure more than 15 3/4 inChes(40cm)arOund?

□ □ □
16 Are yOu a male?

□ □ □
17 Do you weigh more for your height than is shown in the table below? □ □ □

Height weisht (lb) Height Weight (lb) Height Weight (lb) Height Weisht (lb)

4'70" ■67 ●
一 197 ０

０
Ｃ
一 230 6',L" 265

4,LL" 773 5′4″ 204 s',9" 6',2" 272
179 5'5" 2ro 5',10" 243 279

)1 ０
０ 5r, 216 s',7t" 250 6'(', 287

5'.2" 191 s',7" 223 6' 258 295
Weights shown in the tables above correspond to BMt of35 for a given height-



A.rtqy N4,oslonder-ilrhorn psg,n, iEES

Date:

To:

Fax:

Fr:

Ph:(425)397-8888

Fax:(425)397-8889

Paticnt: DOB:

Records Requested: Please email or mail a current copy of patient's Pano. BWs. FMX

and Perio Charting. Thank you.

Mailing Address:

Attn: Dr. Amy Moslander-Thompson, DDS
New Life Dental Arts
9633 Market Place Suite 202
Lake Stevens, WA 98258

OR

Please email requested records to : office@newlifedentalarts.com

We would like to thank you in advance for your prompt attention. Have a wonderful
day!

Patient/Guardian Signature Date

If you have received this fax in error, please contact our o{Iice and let us know as

soon as possible. Due to HIPAA, please return the fax or shred immediately.
Thank you.

NewLife Dentol Arls
9633 Morket Plocer Suite 202 Loke Stevens′ WA 98258

Phone:425-397‐8888 0 FcⅨ :425-397-88890-`NewLtteDentolArts,com


