
Nicholas Addiego, D.M.D., LLC

8L0A Barnegat Ave., Ship Bottom, NJ 08008
Phone: 609-361-2900 Fax: 609-351-2902

REGISTRATION AND PERSONAL HISTORY

Date:

Patient's Name:

Address: City: State:_ Zip:

By what name would you like to be addressed? Sex: M

Home Phone:

Date of Eirth:

Cell Phone: Work Phone:

Soc. Sec #:

Patient's Occupation:

Name of General Dentist:

Have you ever been treated in any of our offices before? Y

lf patient is over 18 years old and a full-time student:

Name of School:

FRIMARY DENTAL INSURANCE

FILL OUT ONLY IF YOU HAVE DENTAL INSURANCE

SECONDARY DENTAL INSURANCE

FILL OUT ONLY IF DIFFERENT FROM PATIENT

Patient's Employer:

Who referred you?

City:

CityCity

Name of lnsurance Co. Name of lnsurance Co.

Address Address

State Zip State Zip

lD/Agreernent No. lD/Agreement No.

Group Name or No. Group Name or No.
FILI OUT REMAINDER ONIY IF DIFFERENT FROM PATIENT FILI OUT REMAINDER ONLY IF DIFFERENT FROM PATIENT

ln whose name is the insurance- Name of lnsured

Date of Birth Soc. Sec. # Date of Birth Soc. Sec. #

Employer Employer

Address Address

How is this person related to patient? How is employee related to patient?



t_ General Health
Exceltent E Good O

14- Have you eier undergone root canal treatment?.. _

YesD NsO
A'rcte any of the tollowing which you have ever had or
have now

Hea( Troutrle

Head Murmur
Rheumatic Fever

High alood Pressure
Angina
Stroke

Mitral Valve ffolapse
Congenital Hdart Disease

. Hepatitis

Anerriia

Sious Trouble

Asthma

Hay Fever

Diabetes

Migraines 
'

Pacemaker

Fair[] - Poor []
2- Are you under the care of a physician?

Yes E No O Don't Understand O
lf so, please explain

3-

4-

Nim6 of F,amily Physlcian

Tuberculosis

Epilepsy

Coovulsions

Glaucoma'
Hyperrhyroid

Thyroid Troubte
Fainting Spdils

Ve.nEreal Disease

Herpes

Arttlritis
l(doey TroubJe.

Radration Therapy
Psychiatric Treatment
Blood Disorders
Ulcers

Luog Disease

Are you !a$qg any kind ot medicatidr (presoibed or non-
prescrftred) at.ttris time?
Yes E: i nt i tr' O*'t Urderstand I
lf yes; pleaSe ttst

5. Have yer been diagnosed as havipg AlDs or diagnosed
-asHlVirqsitive? Yes tl No O

6- AieyotipreitfiantZ Ves,O, Nofl Mpnths .. : :

7- Areloucuren{y-rakingbirthcontroipnts?'. i'
Ye-s f] 'ito'o

8. Are y;u:allergic to any londs or medrcati,ons?

. Yes- O .,No O dont know O

Ciide iW ot \e toltowing to whidt ybu are altergic or h;lve had
4t qnltsa4l:leadigtl?

..Penicillin
Sulfa Dri:gs
Effiromycin
Novacaine (Xylocaine)
Motrin, Advit, Nuprin
Aspirin

Darvon

Codeine:
Valium (tranquilizefs)

Sedatives {Barbiturates)
Demerol

Nitrous Oxide

Steroids

Other

9- Have you ever been hospitalized or had surgery or anes-
thesia in the lastfive years? yes B No E
trpp,,yh."?

, For*tratr6qsorrr

10. thrfe you ever been kilated for substarrc.e abuie?
Yes D No O Don'iUnderstand E

'1 i. Are you wearing a pacemaker.or heart valve proslhesig?
YesI NoE

l?- Dd you have artificial ioint replacembnt?
Yes I No t] . Don't Understand D

i3: Have you wer had abnormal bleeding associated.with

- previous exUakons, srrrgeryor bauma?
. 'Yes E ' No [ &inl U{der$and tr

Authorization and Release

ls there anything else about your health we should know?

Patieat Signature (q g@&aq patant)

Oentiit Sitmtu(€

VITALSIGNS

I edity hd I lave-red and q.tdetsted he abwe fr*otmdfu. 9.$e bgd- 9! nly'*z.lrlwreilge- Ttre above.$tqr{itxt hat/e be.;a imaatdy xwierd- tutM thd prorffitw in(xnr;e{,- intomatiar cin b datwe@.rs to my teaftt t aanotize the d.Jrlta to rdtax any into.matiott it dudtg ilE 'dagwsis
ad ilvi rw* of anv teafunt or eiarninanq rarderd to.me * ,i,i drild dr,tu g' ul" p.A.a n * D"aAi AL b lhtd patt t Br@* ad/6 heatrip{a.fflio{gs" I authodze and reqiest ,t y -inswane @opary b Fy afuy io t* &otsj u *irat-sr.;; ;;.*H ben.,6' onerw*;e pyatb b. fle- tL(dqseNfiatmvdenbt insuarwahiermay pay'tesninnL iauaair iorse,l@. t are;;d'6;rd[&payment.6.atsetu**readerdq,oty bhaffq tuy@eodeits.

figtatwe d patietf'(orpared it mioor)


