PATIENT REGISTRATION

DATE

Patient Name Birthdate Marital Status

First Last
Spouse’s Name If Minor, Parent’s Name
Address Home Phone

Street City State Zip Code

Employed By Occupation
Patients Dental Insurance Patients Business Phone
Spouse’s Employer Spouse’s Business Phone

(If Minor Parent’s Employer)
Spouse’s Dental Insurance Spouse’s Birthdate
Patient’s Social Security # Spouse’s Social Security #
Driver’s License # Whom may we thank for referring you?
MEDICAL HISTORY
Are you in good health? Age Height Weight
When was your last physical exam? Physician’s Name Phone
Are you under a physician’s care now? Address

For What?

Are you taking any medications or herbs?

Who should be contacted in an emergency?

Phone

Name of the medication or herbs

Have you had general or local anesthesia?

Did you experience any complications?

Have you had any serious illness, operations or been hospitalized in the past 5 years?

Please explain?

Women-Are you pregnant or nursing?

Do you use any form of tobacco products?

Type? Daily Amount

Have you taken any weight loss medication?

What drugs. Medicines, metals or other things are you allergic to?

DO YOU HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING?

Yes
Artificial Heart Valve ... |
Heart MUIMUT .......oocoeniiiiiiniiiiicececeeecn |
Damaged Heart Valve ........cccccoevveviieieniiieccieenen, |
Heart Condition.........c.cooeverienerieieeieeeeceeeeee |
Rheumatic Fever.......c.coiiinineiiiiecccceeee |
High Blood Pressure .........cccoevvevenieeieniieieeeiesieennnn |

Low Blood Pressure.......cocovovvvvveieeeeeeieeeeeeeeeeeene |

Z
o

I Don’t Know

oo odo
oo odo



Yes No I Don’t Know

Circulatory Problems .........cccccevveveveveniniencncnenenn | | |
Abnormal or Excessive Bleeding............cccoeveeenenne. | | d
Blood Transfusion..........ccceeerereierieceieciccceeeee | | |
Blood DiS€aSE .....ccueeeereieiiiiieieeiieieee e J | |
EPilepsy.ccueeeeeieeeeee e | | |
Neurological DiSOrders ...........ccoeeveeeevierverieseeiennnans | | d
Seizure DiSOrders ........cccovevvererieneieieieceeeeceee | | |
Emotional Problems..........c.ccoooeiieniiiiiiniieeee J | |
ANCIMNIA ..ttt e | | |
Arthritis or Painful/Swollen Joints...........c..ccoeevenenne. J d d
TUDETCULOSIS ... | | |
Sinus Trouble .......ooeeiiiieiiiee e J | |
Asthma/ Hay fever........cocovoeiivienieieeeeee | | |
Diabetes or Family History of Diabetes.................... | | |
Hepatitis, Jaundice, Liver Disease..........c..ccocovennenen. | d d
ULCRIS ettt J | |
Stomach Problems/ Hyperacidity .........ccccccecerennrnne. | | |
HIV OF AIDS ..o d J J
AlLCONOIISM ... | | |
Any form of Herpes .......cccoooevinieiiieiieieee J | |
Sexually Transmitted Disease.........ccccceeveevrercnnenne. | | |
Kidney Trouble/ Disease........cccecverveevenveeeenieeeenennnn | | d
Shortness of Breath ........c.cooceoeveneciiiiiicceee, | | |
Respiratory Problems/ Emphysema..........cccccceuee.e. J | |
Frequent Cough or Cough that Produces Blood........ | | |
Bronchitis.......coevverierienieieieieieieecceececeese e J d d
Persistent Swollen Glands..........ccceoveveeinincicnennnn | | |
S0ore Throats ...cc.eeeeieieieiieeeeeee e J | |
Thyroid Problems...........ccocvevieienieienieiere e, | | |
Headaches/ Migraine ..........ccocceeevevueevenieecieneeeeenennn | | |
Fainting Spells/ Dizziness.........cccccvevvevveeeerieeeenneennn. | | |
Swollen AnKIes ........ccooevieiiiieninieneeee e, J | |
Sleep DiSOTrders ........coevveruereenienienieieieieeeeeenceeenes | | |
Persistent Diarrhea or recent weight loss.................. | | |
Measles/Mumps/ Scarlet Fever........ccocoovvviveiennennen. | | |
Cancer/ TUMOTS ....ceoveruieiieiieieeieieeee e J | |
Radiation Therapy/ Chemotherapy .........c.ccccceveruenene d | |
OheT .o J d d
DENTAL HISTORY

What is your main complaint?

When was your last dental examination?

Are you dissatisfied with the appearance of your teeth?

Do you have any of the following?

Yes
Dental Pain.......ccooveviiiieiicieeceeeeeee e
Bleeding Gums

Hot and cold Sensitivity

Bad Breath ......c.cccoeeviiniiniinencccc
Pop and Click in Jaw.........ccooviiiiniiiieeee
Unpleasant Dental Experience..........ccccecevvevenencnnene

d
a
a
Difficulty chewing J
a
a
d
a

Ear or Neck Pain ......cccooovvviiiiiiiiiieeee e

No I Don’t Know

J
a
J
J
a
J
J
a

Loolooodod

Signature of Patient ( Parent if Patient is Minor)

Signature of Doctor



