Patient Registration and Medical History
Please Print

Date:        

Home Phone:   


Cell Phone:        

Patient:         FORMTEXT 

     


        FORMTEXT 

     

  


Last Name

First Name

     Initial



Preferred Name

Street Address:        FORMTEXT 

     
__________________________________   Apt._____ City:   
_____________ State:         FORMTEXT 

     

  Zip:   ____
Email Address:        

Sex:  FORMCHECKBOX 
 M  FORMCHECKBOX 
 F 
 Age:         FORMTEXT 

     
 
Birthdate:   
___
 FORMCHECKBOX 
 Single  FORMCHECKBOX 
 Married  FORMCHECKBOX 
 Partnered  FORMCHECKBOX 
 Widowed  FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Divorced

Employed by       

Occupation  
Business Location       

Work Phone  
Spouse/Partner Employed by       

Occupation  
Business Location       

Work Phone  
Who is responsible for this account?       

Relationship to Patient  
Your Social Security #       

Spouse/Secondary Insured SS #       

Name of Dental Insurance Company        FORMTEXT 

     


Group Number  

Member ID        FORMTEXT 

     


Insurance Company Address  

Who is the insured?  FORMCHECKBOX 
 You   FORMCHECKBOX 
 Spouse    FORMCHECKBOX 
 Partner   FORMCHECKBOX 
 Parent   FORMCHECKBOX 
 Other
  
In case of emergency, who should be notified?       

Phone  
Whom may we thank for referring you to this office?        

Medical History
Physician’s Name         FORMTEXT 

     


Date of Last Physical:   

Please check to indicate if you have had any of the following:
 FORMCHECKBOX 

Heart Disease
 FORMCHECKBOX 

Artificial (Prosthetic) Heart Valve
 FORMCHECKBOX 

Artificial Joint
 FORMCHECKBOX 

Rheumatic Fever
 FORMCHECKBOX 

Heart Murmur
 FORMCHECKBOX 

Any Type of Transplant
 FORMCHECKBOX 

High Blood Pressure
 FORMCHECKBOX 

Low Blood Pressure
 FORMCHECKBOX 

Radiation Treatment
 FORMCHECKBOX 

Chemotherapy
 FORMCHECKBOX 

Recent Weight Loss
 FORMCHECKBOX 

Sinus Problems
 FORMCHECKBOX 

Diabetes
 FORMCHECKBOX 

Respiratory Disease
 FORMCHECKBOX 

Anorexia or Bulimia
 FORMCHECKBOX 

Shortness of Breath
 FORMCHECKBOX 

Mental Health Disorder
 FORMCHECKBOX 

Thyroid Disease
 FORMCHECKBOX 

Cancer
 FORMCHECKBOX 

Allergies to Anesthetics
 FORMCHECKBOX 

Allergies to Latex
 FORMCHECKBOX 

Allergies to Medicines or Drugs
 FORMCHECKBOX 

Blood Disease
 FORMCHECKBOX 

Arthritis
 FORMCHECKBOX 

Acid Reflux/GERD
 FORMCHECKBOX 

HIV Positive/AIDS
 FORMCHECKBOX 

Alcohol Addiction
 FORMCHECKBOX 

Drug Dependency
 FORMCHECKBOX 

Epilepsy
 FORMCHECKBOX 

Leukemia
 FORMCHECKBOX 

Hemophilia
 FORMCHECKBOX 

Sickle Cell Disease
 FORMCHECKBOX 

Neurological Disorders
 FORMCHECKBOX 

Ulcer
 FORMCHECKBOX 

Fainting Spells
 FORMCHECKBOX 

Liver Disease
 FORMCHECKBOX 

Kidney Disease
 FORMCHECKBOX 

GI Disease
 FORMCHECKBOX 

Snoring/Sleep Apnea

Other, not listed above      

Are you aware of grinding or clenching your teeth?         FORMTEXT 

     
               When (day, night, etc.)?  _______________________________
Do you snore?         FORMTEXT 

     
        Do you have insomnia?   _______ Morning headaches?         FORMTEXT 

     
____ Wake up non-refreshed?  
Do you wake up during the night gasping for air or choking?   
Have you been diagnosed with sleep apnea or other sleep disturbances?         _______   If yes, have you used CPAP?        _______
Have you been told that you should take medication (antibiotics, etc.) prior to dental treatment?   
Have you been hospitalized in the past year?  FORMCHECKBOX 
  No         FORMCHECKBOX 
  Yes          For what?        

Do you have allergies or have you had an adverse reaction to any medication?         FORMTEXT 

     


What medications?   


  
Do you have allergies to certain metals?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  Latex?  FORMCHECKBOX 
 No    FORMCHECKBOX 
 Yes  
 Anything else?  
Have you ever responded adversely to medical or dental treatment? If so, what?        


  
Are you taking medication at this time, including over the counter meds, vitamins, herbal supplements?    FORMCHECKBOX 
  No       FORMCHECKBOX 
  Yes

Please list the prescribed, controlled and over the counter medications you are taking currently:
       

  
       

Are you under the care of a physician?  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  No
 For what condition(s)?        

(Women) Do you suspect you are pregnant?  FORMCHECKBOX 
 Yes FORMCHECKBOX 
 No   Are you nursing?  FORMCHECKBOX 
 No FORMCHECKBOX 
 Yes Taking birth control medication?  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes
Is there anything else we should know about your dental or medical history?   
       

       

The above information is accurate and complete to the best of my knowledge and is only for used in my treatment, billing and processing of insurance for benefits for which I am entitled. I will not hold my dentist or any member of his/her staff responsible for any errors or omissions that I may have made in the completion of this form. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payors and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist insurance benefits otherwise payable to me. I understand that my dental insurance may pay less than the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf or my dependents.

X __________________________________________________________________ Date  
1

