REGISTRATION AND HEALTH HISTORY

Patient Information (please print):

Last Name First Name Middle Initial
Nickname Patient’s Date of Birth / / Age [0 Male [ Female
*If this appointment is for your child, your name

Patient’s Address City State Zip
Home Phone ( ) - Work Phone ( ) - Cell Phone ( ) -
Personal E-mail Address Work E-mail Address

Employed by How long? Occupation

Marital Status (check one) O Single O Married [ Divorced [ Widowed
Spouse’s Last Name First Name Middle Initial
Spouse’s Date of Birth / / Social Security # - - OrID

Home Phone ( ) - Work Phone ( ) - Cell Phone ( ) -
Personal E-mail Address Work E-mail Address

Employed by How long? Occupation

DENTAL INSURANCE INFORMATION

Please provide us with your insurance card to copy for your file.
We are happy to assist you infiling your insurance, however, you are responsible for your account balance.

Primary Insurance Information (please print)

Subscriber’s Last Name First Name Middle Initial
Patient’s Relationship to Subscriber (check one) L] Self L] Spouse 1 Child L] Other
Subscriber’s Social Security # - - Subscriber’s Date of Birth / /
Subscriber’s Address City State Zip
Name of Employer Group# ID#

Insurance Company & Mailing Address

City State Zip Phone ( ) -

Secondary Insurance Information (please print)

Subscriber’s Last Name First Name Middle Initial
Patient’s Relationship to Subscriber (check one) LI Self L] Spouse 1 Child L] Other
Subscriber’s Social Security Number - - Subscriber’s Date of Birth / /
Subscriber’s Address City State Zip
Name of Employer Group# ID#

Insurance Company & Mailing Address

City State Zip Phone ( ) -

ACCOUNT INFORMATION

Person Financially Responsible for Account

Address City State Zip

Home Phone ( ) - Work Phone ( ) - Cell Phone ( ) -

Emergency Contact Person

Home Phone ( ) - Work Phone ( ) - Cell Phone ( ) -

How did you hear about our office (referral)? [ Internet [ Family/Friend [ YellowPages [ Dr. Referral
O Other

(OVER)



. Who was your former dentist? Name

City

DENTAL HISTORY

LA

How would you describe your present dental health?

State Phone (
When was your last dental treatment? / Type of Treatment
Are you having pain or discomfort at this time? OYES ONO Where!?

J Good [ Fair

Have you experienced any unfavorable reaction to any previous dental treatment (anesthetic reaction, pain, other)?

[ Poor

© v © N o

Are you satisfied with your tooth appearance? OYES [ONO
Are you satisfied with your tooth color? OYES [ONO
Do you feel your teeth are: [ crowded? [ poorly aligned? [ protruding?
Do you have fractures in your front teeth? OYES [ONO
Are you hiding your teeth while smiling? OYES [ONO
MEDICAL HISTORY
I. Have you been a patient in the hospital during the past two years? OYes [ONO
2. Have you been under the care of a medical doctor during the past two years? OYES [ONO
Have you taken any medicine or drugs during the past two years? OYES [ONO
If yes, please list
4. Do you take any of the following bisphosphonates such as? [1 Fosamax [ Actonel [ Reclast [ Other
5. Are you aware of being allergic to any medications, latex, or substances? OYEs [ONO
If yes, please list
6. Check any of the following which you have had or have at present:
0] Heart Murmur O Anemia O] Arthritis
O Mitral Valve Prolapse [0 Blood Transfusion O Bruise Easily
[0 Rheumatic Fever O Chemotherapy/Radiation O] Epilepsy
O Artificial Joints [0 Drug Addiction O] Fainting

[0 Heart Problems

O High Blood Pressure
O Diabetes

O ALDS.

O H.LV.

[0 Hepatitis A (infectious)
(1 Hepatitis B (serum)

] Hepatitis C

7. Do you have any disease, condition or problems not listed?

FOR WOMEN ONLY:

Are you pregnant?

Are you taking birth control pills?

Patient

OYES ONO
OYES ONO

[ Kidney Trouble

[ Pain in Jaw Joints

O Psychiatric Treatment
[ Tuberculosis

[ Thyroid Disease

O Ulcers

OO0 Emphysema

O Asthma

O Glaucoma

[0 Headaches

[ Liver Disease

[ Seizures

O Sickle Cell Diseases
I Sinus Trouble

[J Stroke

[J Veneral Disease

If yes, what month?

Date / /

Parent/Responsible Party

Relationship to Patient
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