Remark Dental

New Patient Registration and Medical History

Last Name_ ANATEWS First Name NAH131 pos 12{15/Q|

strest Address BOL BOAC] 8. city MW ErT state. PR zip 14355
email N ANAYEWSEGMAN-COM  social security # 301 -12- 2130

phone (Homel Lo 10~ 355- 5555 Phone (Work) M/ A

B vale Name of Insured JﬁSSlCa ﬁndYCUOS pos 9 }20/70
O Female ID # (00008057 Group# 4050 0\

Insured’s Street Address 80\ Road St City Ha\\fﬁr\’\

] Single State Pp Zip \QSBB Relationship to patient HO’r\”\ﬁ\’
O Married Insurance Plan Name and Address BaS \C/ I\’\SU(G nCC
O other 65(0 N 668\' ST : M\i N\l

Primary Physician’s Name Dr : P\ODﬁﬂ' Da\flS Practice Ma Nﬁr ﬂ HCd R&SO C\a*CS

Are you experiencing/have you experienced any of the following? (Mark all that apply):

[J chronic Headaches O Hiv/AIDS O Liver Disease

[J Heart Problems O Hepatitis [0 Kidney Problems

B High/Low Blood Pressure O Arthritis O seizures

B Circulatory Problems [ Epilepsy O Tonsillitis

[J Large Weigh Gain/Loss [0 Radiation Treatment [ Allergies (please list below)
[ Blood Disease O Fainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature Date I /5/ l“?




Remark Dental

New Patient Registration and Medical History

Last Name HSNQV‘ rirst Name AATNEYING pos 3]0\ /&7

street sadress 101 \NESE 8t. city WEST CNESYEY state PR 7ip 19332
email_AHATVEY @GMaLCOM social security # 12H - 32-12\Z

Phone (Home) 5595601 - (6510 Phone (Work) B0 - 615 -515]]

O Mmale Name of Insured DOB

B Female ID#UOG\SO‘(D Group # 200715

Insured’s Street Address City
O single State Zip Relationship to patient H\!E’)ﬁ\F
0 married Insurance Plan Name and Address BaS\ C IﬂSUTa ﬂ CC

B Other 56(.0 NE&S’( St ) MY;MY

Primary Physician’s Name D\r pd\CC G\(ﬁfn Practice (S!TCCH HCC\ RSSOC,\EI ‘\'CS

Are you experiencing/have you experienced any of the following? (Mark all that apply):

[0 chronic Headaches O Hiv/AIDS [ Liver Disease

O Heart Problems O Hepatitis O Kidney Problems

[0 High/Low Blood Pressure O Arthritis O] seizures

O circulatory Problems O Epilepsy O Tonsillitis

O Large Weigh Gain/Loss O Radiation Treatment M Allergies (Please list below)
O Blood Disease B rainting Spells Qlutﬁ\’]

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature 7’/{%,@%{/“@/77/%(}%// Date lZ l 1q /16




Remark Dental

New Patient Registration and Medical History

Last Name C1AY KA First Name QMU EC pos 4 [5/0]
Street Address lq d. 6\’d S'ﬁﬁtt City M a\V‘CYn State Pp( Zip lq856

Email social Security # 183 "3 Bl 683%

phone (Home) (P10 -BIAYU-5565 Phone (Work) e

B Male Nameofmsured EX 1Gd ST pos 3/10/ 71

O Female p# (0005 08A0w Group# 10Z118AH
rsuredrsstreeratdress 19 B S0 8. ciy MAIWEYN

B single state PR 7ip 193DD Relationship to patient. M OHEY

O Married Insurance Plan Name and Address YA S1C TNSUYANCT

O Other A5 W.E45t 8t. NY, NY 10030

Primary Physician’s Name Dr- I/\c’:l\’Cﬂ Sm\ ‘\’n Practice Mc’:ll\fﬁ\’ \’\ pCd lélﬂ’lCS

Are you experiencing/have you experienced any of the following? (Mark all that apply):

[J Chronic Headaches OJ Hiv/AIDS O Liver Disease

O Heart Problems O Hepatitis [J «kidney Problems

0 High/Low Blood Pressure O Arthritis O seizures

M Circulatory Problems [ Epilepsy O Tonsillitis

[0 Large Weigh Gain/Loss [0 Radiation Treatment [ Allergies (please list below)
O Blood Disease [ Fainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature Jﬁml/%@cﬂwv Date l/Ll /lL{




Remark Dental

New Patient Registration and Medical History

Last Name SCVATN T First Name _A1EC pos_4/21/15

street Address |00 W.FICSY ST ciy WEST CNESYEY grae PR 2519382
email A\ECSENAN @ GMAl |- COM social security #112-34 -5 13

Phone (Home)_ 304~ ACGE -4¥4Y Phone (Work) A4 T o8- 19

B Male Name of Insured MlchHt StV an{' DOB 12’5/’”
O Female 1D # Oa‘!qbt%gl Group # HZ)OO(UE)

Insured’s Street Address 100 W ‘pl r‘S\' 8)‘_ City WCS\' ChCS\‘CX'

O single state PA Zip 19931 Relationship to patient W H:C

B Married Insurance Plan Name and Address E)tS{' I\’ISU \’a\’lCC

O otrer 13 §treek \N. PRACIEIpNIA PR 19102
Primary Physician’s Name DI B( \ )!;l + [2@\’\8 Practice “a\ ! C;rn Htﬁd 8252500\8 *CS
Are you experiencing/have you experienced any of the following? (Mark all that apply):

0 chronic Headaches O Hiv/AIDS B Liver Disease

[0 Heart Problems O Hepatitis J Kidney Problems

[0 High/Low Blood Pressure O Arthritis L] Seizures

O Circulatory Problems [ Epilepsy O Tonsillitis

O Large Weigh Gain/Loss [0 Radiation Treatment OJ Allergies (please list below)
[ Blood Disease O Fainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature QMUMM Date 12/ EJI |5




GRAVIC.

Remark Dental

New Patient Registration and Medical History

Last Name_ RTKR €11 First Name _Jﬂqufoﬂ pos 7/18/99
street Address 55 WESH BY. ciy Ma VeI state. PR zip 19355
Emailaﬂq\/\ﬁhn RWKENE AWM. COM social security #_133-33-65U1
phone (Home) (010 -559D- 3558 phone (work)___ N /B
O Male Name of insured LAUYEN RIKCYT pos 10 [5 /A
W Female p# 15001033 roup# 838710030
isireds StreerAddress B B WEST. 8% city MAINEY ]
B single state PR 7ip 19355 Relationship to patient MOTILY
O Married Insursnice #lan e and Address BEST TOSUYATICD
O other |13 steet In., Paladelpnid PR 1ai02

Primary Physician’s Name Dr \"\éW’C\’\ SmH'n Practice Ha\\[t r n DCO ‘a +r\c S

Are you experiencing/have you experienced any of the following? (Mark all that apply):

O chronic Headaches O Hiv/AIDS O Liver Disease

O Heart Problems [J Hepatitis O Kidney Problems

O High/Low Blood Pressure O Arthritis O seizures

O Circulatory Problems [0 Epilepsy O Tonsillitis

[0 Large Weigh Gain/Loss [J Radiation Treatment [ Allergies (please list below)
O Blood Disease O rainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may

need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature Mmf@?(/ﬁm Date |/6 / I L'l

—




RAVIC.

Remark Dental

New Patient Registration and Medical History

Last Name MCDO\’\OU%V\ rirst Name ANTNONY poB_5/29 |8
Street Address [2Y4 ‘FWS" 8\' City WCS"' CnCS’(ﬁ\" State PR Zip lq582_
Email F\HCDOHOU%H@é\O\ COm Social Security # ll%‘ L{L‘"E‘) LO‘I 3

phone (Home) (610- 333 -dHHH Phone (work)___ NJ A

B Male Name of Insured DOB

O Female o# 0083215 Group #1303
Insured’s Street Address_ N City

O single State Zip Relationship to patient JT1¥

B Married Insurance Plan Name and Address DASIC TNSUTANCC

O other 250 W.EASt St NV, NY 100306

Primary Physician’s Name (. ¢ Dé\\!\d GZ\(CCH Practice Gl:rCCY'l HCQ PtSSOC\a kCS

Are you experiencing/have you experienced any of the following? (Mark all that apply):

B Chronic Headaches O Hiv/AIDS [J Liver Disease

[0 Heart Problems O Hepatitis O Kidney Problems

O High/Low Blood Pressure OO Arthritis O seizures

O circulatory Problems O Epilepsy 0 Tonsillitis

O Large Weigh Gain/Loss [0 Radiation Treatment [J Allergies (prease list below)
[ Blood Disease 0 Fainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature C?/WWZ;/IWC)‘DMW) Date IZ/ 13/ 1A




Remark Dental

New Patient Registration and Medical History

Last Name_ACEPATE First Name_CJTACT pos 4/15/58

street address 120 WEST DIVA. ¢y, MAINEY [ state PE zip 198565
email GRECPON @coMEast. NE social security # 105 55 -5100
Phonediome) e £ Ly S Phone (work) 009-555-50b

O Male Name of Insured G(ACE HELP ot oos_ 4/15 /58
O Female p# 1090100 roup# 005430
T ———— R L bvd. city MAWEXT
O single sste PR 219508 peisrionship topatiens BEWF
O Married nsursigePlan Name and Address, DASIE TNSUENCS
O Other 25 W.EASY 8T NY,NY, 1003

Primary Physician’s Name 'DY- F\\\CC Sm \-m Practice QYCCH Htc\ &88 00\&\'@8

Are you experiencing/have you experienced any of the following? (Mark all that apply):

O chronic Headaches O Hiv/AIDS O Liver Disease

[0 Heart Problems O Hepatitis B «Kidney Problems

[0 High/Low Blood Pressure M Arthritis ] Seizures

O Circulatory Problems [ Epilepsy O Tonsillitis

O Large Weigh Gain/Loss [0 Radiation Treatment [ Allergies (please list below)
[ Blood Disease O Frainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errars that occur as a result of this form being incorrectly filled out.

Signature E[M,@ K,@@DCM Date
_g/ il !




Remark Dental

New Patient Registration and Medical History

Last Name LQCVO USC First Name Ian DOB (.D 15 /q O
Street Address 85 Mor{’n pNC City WI?S’( CneS)(ﬁ\’ State Pg Zip \QSSZ-
Email Ia\'\ LaC\’OUSﬁ@élO\COm Social Security # 2)62’2 | 235 \

Phone (Home) 30(0-555-395 | Phone (Work)
B vale name of meured DIANE LACTOU3L pos 9/9 /9
O Female p# 10399931 Group# (0513974
Insured’s Street Address_ 39 NOtN AVC. city NEST CNESYEY
B single state PR 7ip 19382 Relationship to patient MO CY
O Married Insurance Plan Name and Address B €Y INSUYANCE
O other 118 Strect IN- Prinadelpnid Pa |a102

Primary Physician’s Name Dr' D&V\d GTCCﬂ Practice G!TCCﬂ mtd - 68800\8)‘68

Are you experiencing/have you experienced any of the following? (Mark all that apply):

[0 chronic Headaches 0 HIvV/AIDS O Liver Disease

O Heart Problems 0 Hepatitis 0 Kidney Problems

[0 High/Low Blood Pressure O Arthritis O seizures

O Circulatory Problems B Epilepsy O Tonsillitis

O Large Weigh Gain/Loss [0 Radiation Treatment [ Allergies (please list below)
[ Blood Disease [ rainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature ]%7@&/7,07/(/&@ Date (2 /50/ 13




Remark Dental

New Patient Registration and Medical History

tast Name MEDEIELEY st name RECTIEN pog 10/12/70

street address B3 WEST WA ¢y MAWEIN state PA 7ip 10355

email RMCDEWELLE@ 401.COYY) social security # 123-3H-HS |

phone (Home) 015-550- 50\ Phone (Work) N/A

O Male Name of Insured_MATH MCDEWELL pos_11[15]70

M remale p# 1065433 Group# 17104800
Insured's Street Address 55 WESY DINC.- ary MW EM

O single state PR 7ip 145D Relationship to patient._HUSDAN]

B Married insurance Plan Name and Address G EYVEX1 G Insuance

O Other 25 Syt vIvd- GretNSDOro NC, 27499

Primary Physician’s Name Dr' DCDI’G N \\Sonpractice Ma\\[t\’ﬂ H Cd é\Sb‘OC\a JVCS

Are you experiencing/have you experienced any of the following? (Mark all that apply):

O chronic Headaches O Hiv/AIDS O Liver Disease

O Heart Problems O Hepatitis ] Kidney Problems

[0 High/Low Blood Pressure O Arthritis O Seizures

0 Circulatory Problems O Epilepsy O Tonsillitis

[0 Large Weigh Gain/Loss [0 Radiation Treatment O Allergies (please list below)
OJ Blood Disease O Fainting Spells

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature / QPM IWCI)W Date llel /[5




Remark Dental

New Patient Registration and Medical History

Last Name Cnn \Ot First Name Dan\ C\ DOB U/IB lq 5
Street Address 52 N. SGU"’n St City NGS’C CHCS%Cr State PH Zip \q682.
Email DamC\Cm [ Ot@amall : CO\’l’! Social Security # lZS""\S’ Uﬂ Sq

Phone (Home) (010-555- 3001 Phone (Work)_302-801-1055
B vale narie oeweired. DEIE TR0 Bk pos 4[4 [65
O Female p# 3235507809 Group# Q4183200

Insured’s Street Address_ 32 N.30ULY St. city WESY CNESTEr
B single state PR 7ip 19382  Relationship to patient FATNEY
O Married insurance Plan Name and Address G ENIETIC_TNSUYANCH
O other 25 StreCt bivd. GreenNSbOre NC, 27499

Primary Physician’s Name Dr. MlCﬁ G[l’CCﬂ Practice G{f@ﬁn Mﬁd ng GC\a’rE‘S

Are you experiencing/have you experienced any of the following? (Mark all that apply):

O chronic Headaches O Hiv/AIDS O Liver Disease

[0 Heart Problems [J Hepatitis 0 Kidney Problems

O High/Low Blood Pressure O Arthritis O seizures

O Circulatory Problems O Epilepsy O Tonsillitis

B Large Weigh Gain/Loss [J Radiation Treatment M Allergies (please list below)
O Blood Disease O Fainting Spells cﬂﬂCS\’neS\a

| affirm that the above information is accurate to the best of my knowledge and authorize the dental staff to perform any dental service that | may
need. The dental staff is not responsible to for any errors that occur as a result of this form being incorrectly filled out.

Signature DM}(%DMO{; Date |/7 / 1




