ANTHONY FALCIANG, D.D.S., F.A.G.D.
3306 Weidnar Avenue — Coeanside, Mew York 11572
(518) TE4-7955

PATIENT REGISTRATION AND MEDICAL HISTORY

Describe the Reason for Taday's Wisit o - | Exam [ Emergenay [T Corsult
Last Full Exam with X-Rays __ _HomePhone__ ___Cel/Beaper Business___....
Pa:nent__m ........ . T i e S8 .

Street Addrass . ) - City: e State Zip-

e M [F Age__ Binhdate — [single TlMaries [ widowod [ Separated [ Divoroed
HESPOMEIBLE PARTY WILL COMPLETE BELOW = Relationship to Patient

Hame. Lagt Mame First Name T it Preferad SH—

Dooupatian. .. - — Employed By __ R

Business Addess : Businass Phong.. -
Marne of Dertal Insurance Company Group # Inz. Phone #

Spouse Name Lazl Mame Firsi Mame o i Preferad aad
Spouse Employed by . F— _Ccupation
Buzingss Acdraas . . Busingss Phone_ .
Mame of Dental Insurance Company N Group # In=. Fhone #
I CASE OF EMERGEMNCY, WHO SHOULD BE NOTIFIED? (MOT LIVING WITH YOL) Phane —
Whaom may we thank for refering you? —— —
Who is respensible for this accoum? ) R R Phanea
Relationship

MEDICAL HISTORY
Physician's Nams _— . Phone # DateoflastMisi -
Hawe you had any sarious iiinesses or aporations? _____lf yas, dascribe .
Do youl have any curent Health Problems [ yes [Tl Ma  If ves, explain .. . . R
Have you evar had a blood ranslusion? [ Yes [ Mo # yes, give approximate dates . i
ilomen) Do you suspect yvou are pragnant? Mo [CYas DueDate_  HMursing? L Yes Mo Taking bith contol pils? L] ves Ll 4o

Check | v f you have or have had any of the Tollowing:

IF YES TO ANY OF THE {*)'D COMDITIONS, PLEASE CALL PRIOR TO YOUR APPOINTMENT. . . PREMEDICATION MAY BE REQUIRED.

Tl &I0E T HIY or Other L Cortisone Treatments [ High Blood Prassure 1 Gcarle: Fevar
Immuncsuppresssive Disorders I_1 Cough. Persistent L1 v Positive _1Sharinass of Breath
Ll anemia || Cough up Blood L Jaw Pain _18kin Rash
Ll arthritis, Rhaumalism T Biabetas ' LI Kidney Disease _| Stmke
LI Atiticial Heart Vakwes * C Epilapsy [ Livar Disease T Sweliing of Faat or Anklas
L1 astiticial Joints + Tl Fainting [ Low Blagd Pressure 1 hyrald Problams
LI Asthrma U Glausoma [ afitral Valve Prolapss Tl Tobaceo Mabit
[7] Back Pretlems " 1Headaches [ Marvaus Prablams 1 Tonsilitis
[ Blood Disease __|Heart Murmur * [ Pacamaker + I Tubarculosis
] Gancer _|Hear Prablams * [ Paychiatric Cara Tllcer
[C] Chamical Dependanay Dascribe [ Radiation Traatmeant “IWaneraal Diseasae
[ Chamatheragy U Hermaphilia | Raespiratory Disease
[ Circaglatary Problams [ 1 Hepatitis [ Rheumatic Fewar * [ NONE
MEDICATIONS : ALLERGIES
ls pre-medication required [ ves Tl L Aspirin 1 Peniciliin
List medications i i i is . : . =
i ications you are currently taking & correlating diagnosis [ Barbiturates (Sleaping pills) L Sulfa
[l Codeine [l Latex
Pharmacy Mame _lLocal Anesthetic ClOther
Phane L . TTNONE
SIGNATURE

The above information is accurate and complete to the best of my knowledga. | will not hotd my dentist or any member of his‘her staft

responsibie for any arrors or omissions that | may have made in the complation of this form.

Signature




