
T h o m a s H. Re i t z , D .D .S . S .C.
1007 N. M a i n St .
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Reitz and Gregerson Dental Off ice
Thomas H. Reitz, D.D.S.

Zachary Gregerson D.D.S.
1007 N. Main St., Edgerton, WI 53534

Phone: (608) 884-3358 Fax: (608) 884-4917
Email: office@reitzdental.net

A c k n o w l e d g m e n t o f C o n s e n t , A u t h o r i z a t i o n , M e d i c a l Hea l t h R e v i e w a n d R e c e i p t o f P r i v a c y P r a c t i c e s

¢ M e d i c a l Hea l th : | unders tand t h a t the in fo rma t i on | have given is correc t and t o t h e best o f my knowledge.

| u n d e r s t a n d t h a t it is m y responsib i l i ty t o in fo rm this of f ice o f any changes in m y medica l status.

® Consent : | author ize t h e denta l s taf f t o per fo rm any necessary denta l services t h a t | my need dur ing

diagnosis and t r e a t m e n t w i t h my in fo rmed consent.

© Privacy Practices: Our of f ice is HIPAA compl iant . | have received a copy of Reitz Denta l Not i ce o f Privacy

Practices.

D a t e :

P a t i e n t N a m e : -

Accoun t N u m b e r :

Signature.

i f you are signing as a personal representa t ive o f the pa t ien t , descr ibe y o u r re la t ionship t o t h e pat ien t and t h e

source o f y o u r a u t h o r i t y t o sign th is f o r m

Relat ionship: =

Pr int Name: n n .

Signature:



Tre 9:09 AM Thomas H. Reitz, 0.0.5. 5.C. Date 6/23/2923

E a g l e s o f t M e d i c a l H i s t o r y
Pabent Name: Birth Date: Date Created :

Al though denta l personnel pnmanily t rea t t he area m and around your mouth, your mouth is a par to f y o u r enbre body. Health problems tha t you may have, or medicaton tha t y o u may b e tatong, «

Are you under a physician's care now? O r e s O N e

Have you ever been hospitalized orhad amajor operation? = } Yes. O n o I f yes

Have you ever had a serious head or neck injury? O ves O n e i f yes

Areyou taking any medications,p i l ls , ordmgs? O r e s O)No I f yes

Do you take, or have you taken, Phen-Fen or Redux? O ves O N o I f yes

med i c t i onscon tam ingb i cphosphonaaa? M Y O N Q)Yes O n o yes

Are you on a special diet? O r e s O N o

Do you use tobacco? O Yes O N o

Do youusecontrolled substances? O v e s Q N o I f yes

[ Pregnant/frying t o get pregnant? (Nurs ing?

A r e you allerox t o any o f thefollowing? _ - oe e e e

( A s p i n n CPentail in

oC Metal E i l a t

Other? q I f yes

De youhave,orhave youhad,any o f the f l o w n ?

AIDS/HIV Positive O r e s Q N o | CortisoneMedidne O r e s O o

Alzheimer's Disease O r e s O n o |Diabdetes QO Yes O N o

Anaphyla is OyYes Q N o | Onug Addicton O v e s O n o

Anemia OvYes O N o | Easily Winded O r e s O N o

Ang ina O r e s O N o |Emphysema O r e s © No

Arthr i t is /Gout Q Yes Q o | Epilepsy o r Serzures Q Yes Q N

Artificial HeartValve OyYes Q N o [Excessive Bleeding O ves O N o

Artificial Joint O Yes Q N o | Excessive Thirst O r e s O n o

As thma O ves O N o [Fainting Spells/Dizinss O v e s O N o

Blood Disease O r e s Q N o | Frequent Cough O r e s O n o

Blood Transfusion O ves QNe_ | Frequent Diarrhes O Yes O N o

Breathing Problems O r e s O n o | Frequent Headaches O r e s O n o

Gruse Easily QO tes Q N o | Genital Herpes O Yes O N o

Cancer O v e s O N o | Glaucoms O v e s O N o

Chemotherapy O r e s Q N o [Hay Fever O Yes O N o

Chest Pains QO ves O o | HeartAttack/Failure O r e s O N o

Cold Sores/Fever Bletes §=O)Yes Q)No | Heart Murmur O ves O N o

Congemtal Heart D i s o r d ( Y e s C)No {Heart Pacemaker O r e s O N e

Convulsions O r e s O N o | Hear t Trouble/Disease O ves O N o

Haveyoueverh a dany serous Uinessnot l i s ted above? O r e s O N o I fy e s

Comments:

f

I f yes : ,

I

|

| t a e ee -

-

m o : w o e s -

p r o c c o e e e re e e e e e

[ T a k i n g oral contraceptives?

[ C o d e i n e _ ? A e r i e ?

CC Sulfa Drugs ECLoca lAnesthetics

I

Hemophilia QO Yes ( N o | Radiation Treatments O Yes ©} No

HepatitisA O Yes C}No [Recent Weight loss O ves Q N o

Hepatiis Bor QO Yes CINo | Renat Dialysis O r e s Q N o

herpes @ Yes Q o | Rheumatic Fever O ves CyNo

High Blood Pressure O r e s Q N o [Rheumatism O Yes C)No

High Cholesterol O r e s C)No [Scarlet Fever O r e s O N o

Hives or Rash O r e s O N o [Shingles O r e s O N o

Hypoglycema OyYes O N o |Sickle Cell Disease QyYes O N o

Irregular Heartbeat O ves O N o | Sinus Trouble O r e s O N o

Kidney Problems OyYes O N o | Spina Bifida O ves O N o

Leukemia O Yes C)No | SXomach/Intestinal Disease © ves © No

Liver Disease O r e s O N o [Stroke O r e s O N o

Low Blood Pressure O ves N o | Swelling of Limbs . O ves C N o

Lung Disease O r e s Q N o | Thyroid Disease QO Yes O N o

Mi t ra l Valve Prolapse © ves C N o = | Tonsilits O r e s Q N o

Osteopoross OYes Q3No | Tuberculoss QO Yes O N o

Pain in Jaw Joints O Yes G N o | Tumors or Growths © Yes N o

Parathyroid Disease O r e s O N o [Ulcers O Yes O N o

Psychiatric Care O v e s O N o |Venereal Disease Orves O N o

Yellow Jaundice © Yes No

- - - ? ee

T o t h e b e s t o f m y know ledge , t h e quesbans o n t h i s formh a v eb e e n a c c u r a t e l y answered . 1 unders tandt h a t provid ingincon e c t i n f o rm a t o n c a n b e d a n g e r o u s t o my (or p a t e n t ' s ) hea l th . I t s my
Tesponsibdityt o i n fo rm t h ed e n t a l office o fa n y c h a n g e s mn medca l status.

D a t e :



TIME 09:19 AM DATE 6/23/2023

PATIENT REGISTRATION

I D : Chart ID:

First Name: Last Name: Middle Initial:

Patient Is: L}Pol icyHolder O Responsible Party Preferred Name:

Responsible Party ( i f someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: : Cellular:

Birth Date: / Soc Sec: Drivers Lic:

[_}Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder (_]Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

C i t y : State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: [ " ]Male (_]Female Marital Status:[_]Married  [_]Single ( )Divorced [_]Separated [ ] W i d o w e d

Birth Date: Age : Soc Sec: Drivers Lic:

E-mail: ( J I would like to receive correspondences via e-mail.

Section 2 Section 3

E m p l o y m e n t /F u l l Time (_]Part Time ( R e t i r e d
Status:

StudentStatus: [_]Ful l Time (_]Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Primary Insurance Information

Name o f Insured: Relationship to Insured:C ]S e l f CO) Spouse t l Ch i ld O Other

Insured Soc. Sec: Insured Birth Date:

Employer: Ins. Company:

Address: Address:

Address 2: Address 2:

City, State, Zip: City, State, Zip:

Rem. Benefits: Rem. Deduct:

Secondary Insurance Information

Name o f Insured: Relationship to Insured: [__}Self (_}Spouse oO Child [[J Other

Insured Soc. Sec: Insured Birth Date:

Employer: Ins. Company:

Address: Address:

Address 2: Address 2:

City, State, Zip: City, State, Zip:

Rem. Benef i ts : Rem. Deduct:


