DR. DAVID KIM, D.D.S.

161-14 Northern Blvd.
Flushing, NY 11358
Telephone: (718) 762-7006

PATIENT REGISTRATION AND MEDICAL HISTORY

Name(4J &) O Male O Femate | [ Married [ Single [J Child (] Other '
Social Security Number(£ 8 ¥ 3) Date of Birth(A 34 %) /!
Address(F2) Apt
City State Zip
. |Residence(Z) () Cell Phone(A=F) ()
Telephone(3 541 ) Business(ZAh) () Employer(3 %)
Name(“d &) Relationship

Emergency Contact Number(-8-3 4] 9 &3])

Phone number(A&W3Z) ()

Referred or Recommended by(4 7} 3}
Reason for the visit(“d BAHY)

DENTAL QUESTIONNAIRES

Date of last dental visit?(P}X B} 2] 3} W} & 2R
Type of treatment done?("Z 241 2| 8)
Have you ever experienced any complications related to dental treatment such as prolonged bleeding, fainting or muscle spasm etc.?

A3 NN J7h 2R dAY EFANAS B2 2847 59 Aol A&7 OYes ONo

Bleeding gum?(3! B-oll A 3 7} YA Y 7}2) OYes ONo
Bad Breath?(Y A 7} W4 Y 717) OYes [ONo
Grinding or clenching the teeth?(0] & ZAY A} FUE & 71 F£ Bl £7) OYes ONo
Sensitive to hot and cold? ( kAU = A A o] 71 7§H?) OYes [ONo
Discomfort in front of ear when opening mouth?(}-& ¥ A & £ §57) OYes ONo
Ulcer or any area of discomfort inside of mouth?(3] ol #| ol 27 22) OYes ONo
Brushing(R £ 3) times/day Dental Flossing(Xl 2) times/day

MEDICAL QUESTIONNAIRES
Physician's name(] 32} A} 43 &) Phone Number(Z 3} )
Are you currently under physician's care?(&d A W3} & F ol 4 Y 7}?) OYes ONo

If yes, reason(X] &A1)
Date of last medical check up?(PF<1 2t A 732 7 G #?)
Medication you are currently taking?(& | 28 3lA1 & 9F)
Please list all the medicine that you ever had adverse drug reaction to your body?(¥-2-8 ¥ 2.7] & <§7)

Please check all your present and/or past illnesses?(3] 3 A &ol] X84 A 2)

Hypertension(Z8%}) ( ) Diabetes(dx) ( ) Heart Disease( 32 $) ( ) Thyroid Ds.(Z3H AghH ()
Liver Ds.(Zt A&) () Hepatitis(zZ+%) ( ) Tuberculosis(2 ) ( ) Parathyroid Ds.(¥&34) ( )
Anemia(¥1 %) ( ) Asthma(d4]) ( ) Kidney Disease(A132%)( ) HIV Positive(ollol = ZF) ( )
Cancer(%) ( ) Leukemia(1@H)( ) BleedingDs.(8%3A&) ( ) Phychiatric Ds.(AAAF) ( )
Stroke(H &%) ( ) Other?2(ZZ 9])

Smoking?(F ) __ pack/day  Drinking?(-55) moderate or heavy Pregnant?(Y4!) __ months

To the best of my knowledge, the information provided on this form is complete and correct.
I understand that I am financially responsible for all fees and services rendered for treatment.

| Signature(¥2} A 9) : Date('2 %) :

-over-



INSURANCE

Dental Insurance( ] 3} H.9)
Primary Insurance .
Medical Insurance(S) 8 K. )
O Self If other than self, Subscriber's Name
[J Spouse Identification #
(] Parent Date of Birth
Dental Insurance(X] 3 2. §)
Secondary Insurance -
Medical Insurance(2] & 8.9)
7 Self If other than self, Subscriber's Name
O Spouse Identification #
(] Parent : Date of Birth
I certify that I am/my dependents are covered by insurance with and assign directly to

Dr. David Kim 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 authorize the use of my signature on all insurance submissions.

Signature(¥ 2} A1) : Date('2 ") :




