Health History & Registration
Patient Information

Patient’s Name  Last _________________________________
  First __________________________    Today’s Date __________________
SS# ______________    Birthdate ____________  Sex     M     F
If patient is a minor, give parent or guardian name _______________
How did you find out about our office? _____________________________   Reason for this visit ____________________________________

Responsible Party

Name Last _________________________________
  First __________________________    Middle Initial _____
Marital Status ________
Relation to patient ____________________  Birthdate ______________  SS# __________________   Driver’s License # ________________

Address __________________________________________________________   City ___________________  State ____   Zip __________

Home _______________________________
  Work _______________________ 
Cell ___________________________ 

e-mail address ____________________________________________________________________

Employer _________________________________
Occupation ____________________________
Emergency contact? Name _________________________________   Relationship _______________    Phone ____________________
Dental Insurance Information


  
Secondary Insurance (if you have it)
Name of insured ________________________________________________
Name of insured ___________________________________
Insured’s Birthdate _____________ Insured’s SS#_______________
   
Insured’s Birthdate ___________ Insured’s SS# __________
Insurance Company _____________________________________________
Insurance Company ________________________________
Group # ______________________ Policy # ______________________
Group # __________________ Policy # ________________
Insurance Co Address ___________________________________________
Insurance Company Address _________________________

DENTAL HISTORY			YES     NO


How long since you have seen a dentist ________________


Date of last complete dental exam ____________________


Are you having problems now			 ___      ___


What? _________________________________


Is your present dental health poor?		 ___      ___


Do you wear dentures?			 ___      ___


Are you unhappy with your dentures?		 ___      ___


Would you like to know more about


permanent replacements?			 ___      ___


Are you apprehensive about dental treatment?	 ___      ___


Have you had any gum treatments?		 ___      ___


Do your gums bleed, or feel tendr or irritated?	 ___      ___


Are your teeth sensitive to hot, cold, sweets?	 ___      ___


Are you unhappy with your teeth’s appearance?	 ___      ___


Do you grind or clench your teeth?		 ___      ___


Do you have headaches, earaches or neck pain?	 ___      ___


Have you ever worn braces on your teeth?	 ___      ___


Do you have discolored teeth that bother you?	 ___      ___


Would you like to improve your smile in any way?	 ___      ___


Do you floss regularly?			 ___      ___


Name of previous dentist ______________________________


City ___________________________________   State _____


How do you feel about your teeth? ______________________


__________________________________________________


Do you have any dental fears? _________________________








MEDICAL HISTORY


Do you have any health problems? _______________________________________________


Are you under a physician’s care? For what? _______________________________________


What medications are you currently taking? ________________________________________


___________________________________________________________________________


Have you ever taken Fen-Phen/Redux ____________________________________________


Are you pregnant ______________  


Circle any of the following you use:	 cigarettes   cigars   pipe   chewing tobacco


Check any of the following which you have now or have had in the past:


___ Sinus Problems	   ___ High Blood Pressure  	       ___ Stroke   	                   ___ Jaundice  


___ Tuberculosis  	   ___ Anemia or Blood Problems   ___ Neurological/Epilepsy   ___ Gout


___ Kidney Problems ___ Asthma/Hay Fever    	       ___ Blood Transfusion	   ___ Arthritis ___ Allergies              ___ Cancer/Malignancies	       ___ Excessive Bleeding	   ___ Diabetes ___ Tumors/Growths ___ Joint/Hip Replace                  ___ Sore/Hoarse Throat 	   ___ Hepatitis


___ Bruise Easily	   ___ Chemotherapy                      ___ Emphysema            


___ AIDS/HIV+	   ___ Radiation Treatment	       ___ Latex Sensitivity


___ Rheumatic Fever ___ Venereal Disease	       ___ Thyroid Condition		


___ Headaches          ___ Mitral Valve Prolapse   	       ___ Artificial Heart Valve  	


___ Pacemaker          ___ Convulsions/Epilepsy	       ___ Ulcer or Colitis


___ Psychiatric Treatment			       ___ Heart Murmur	  


___ Heart Condition (explain) ____________________________________________________


Check off any of the following you are allergic to or you have ever experienced any reaction to:


___ Sulfa		___ Codeine	___ Local Anesthetics (like novocaine)


___ Aspirin	___ Codeine	___ Barbiturates/sedatives/sleeping pills	


___ Latex		___ Penicillin/other antibiotics		Other________________________





Is there any other medical information I should know about? _____________________________


_____________________________________________________________________________





Physician Name ________________________________________   Phone ________________





To the best of my knowledge, all of the previous answers are true and correct. If I ever have any change in my health or change in my medication, I will inform the dentist at the next appointment.


Signature of Patient,


Parent or Guardian   ______________________________________________________	   Date _____________________











