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Registration Form
Dear client;

Upon your registration, we kindly request you fill out and sign this form. The data collected is required by law for screening of infectious diseases, for filling out prescriptions or other forms (for insurance company) and for your protection in the course of our treatment procedures. Your personal data is protected by our obligation of secrecy, arising from The Hippocrates Oath.

Personal Data: 

Surname:   
Title:
       
Date of Birth:   
Place of Residence:

Email Address:   
Phone Number (Home):   
Contact Person for Emergency (Name, Phone):   
Occupation:

How did you learn about us (contact person, media):    
Reminder via: 



     email          FORMCHECKBOX 

mobile          FORMCHECKBOX 

Reminder to be sent … day(s) in advance: 
one     FORMCHECKBOX 
       two  FORMCHECKBOX 
     three  FORMCHECKBOX 
   seven     FORMCHECKBOX 

State of Health: 

You are allergic to (tick in case of allergy): 

chlorine   FORMCHECKBOX 

iodine           FORMCHECKBOX 


latex
      FORMCHECKBOX 

antibiotics    FORMCHECKBOX 
  type: 
metals     FORMCHECKBOX 

anesthetics   FORMCHECKBOX 


resins         FORMCHECKBOX 

Other approved allergies (drugs, etc.):            no   FORMCHECKBOX 
               yes   FORMCHECKBOX 

type:   
Any suspect allergies (please describe):   
Do you smoke? Your amount per day:  
no   FORMCHECKBOX 


yes   FORMCHECKBOX 

amount:   
Other addictions (please describe):   
Are you HIV positive? 


   
no   FORMCHECKBOX 
   
yes   FORMCHECKBOX 



Suffered trauma:   
hepatitis    FORMCHECKBOX 



type:

 FORMTEXT 

     

            tuberculosis   
Did you undergo infectious endocarditis (rheumatic fever)?
   no   FORMCHECKBOX 

yes   FORMCHECKBOX 

Other infectious diseases (please describe):   
Other diseases:

Asthma  FORMCHECKBOX 


Emphysema  FORMCHECKBOX 
             Respiratory diseases   FORMCHECKBOX 

Cardiovascular or blood clotting diseases 
no   FORMCHECKBOX 


yes   FORMCHECKBOX 

type:   
Blood pressure problems


no   FORMCHECKBOX 


yes   FORMCHECKBOX 

type:   
Diabetes mellitus 



no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Epilepsy 




no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Anemia 




no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Glaucoma 




no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Kidney or liver disease
 


no   FORMCHECKBOX 


yes   FORMCHECKBOX 

type:   
Ulcer 





no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Psychiatric care 



no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Stroke 





no   FORMCHECKBOX 


yes   FORMCHECKBOX 


Thyroid gland disease 



no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Cancer

 



no   FORMCHECKBOX 


yes   FORMCHECKBOX 

For women: Are you pregnant (suspicious of?)
no   FORMCHECKBOX 


yes   FORMCHECKBOX 





Do you nurse? 




no   FORMCHECKBOX 


yes   FORMCHECKBOX 



Other diseases:    
What pills do you use (exact title, your daily dose)?   
Do you use pills for dilution of blood (title, daily dosage)?   
Did you undergo radiation treatment or chemotherapy? 
no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Is your heart stimulated by pacemaker? 


no   FORMCHECKBOX 


yes   FORMCHECKBOX 

Do you have any artificial replacements?   joints   FORMCHECKBOX 
       vessels   FORMCHECKBOX 

          valves  FORMCHECKBOX 
      lenses  FORMCHECKBOX 

I agree with the provision of my personal data for Dental Care Center DENTAKTIV database and with their processing in accordance with Personal Data Protection Law No 101/2000 in the wording in force, in order to be invited for regular check-up.
Signing up this registration form, I agree to pay 1500 CZK in case I do not make an appearance at my appointment without having it cancelled at least 24 hours prior to the appointment.

Place, date:


Client's signature:

Dentist's signature:


