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Union Dental Care
Dr. Jeffrey Hildebrandt
17535 Rosbough Dr.  #203
Middleburg Heights, OH   44130
440-243-8888
	Patient Registration Date:_______________________

	
	
	
	

	Patient Name:_____________________________Email:_________________________________

	Address:_________________________City/State/Zip:___________________________________

	Gender:________________Birth Date:___________________ Marital Status:________________

	Occupation:___________________Employer:___________________SSN__________________

	Spouse Name:________________________Spouse Employer:__________________________

	

	
	
	
	

	Whom may we thank for referring you?_______________________________________


DENTAL INSURANCE

           Who is responsible for account?  ______________________________________
	Primary Subscriber:
	
	Birth Date:
	

	Insurance Company:
	 
	ID/SSN#:
	

	Address:
	
	City/State/Zip:
	

	Group #:
	
	
	

	
	
	
	

	Secondary Subscriber
	
	Birth Date:
	

	Insurance Company:
	
	ID/SSN#:
	

	Address:
	
	City/State/Zip:
	

	Group #:
	
	
	


PHONE NUMBERS

	Home:_____________________________Work:__________________________________

	Cell Phone:_________________________Spouse/Partner:__________________________

	
	
	
	

	EMERGENCY CONTACT: (If Different Than Spouse)

	      Name:__________________________Relationship to Patient:____________________

	      Home:__________________________Work:__________________________________


DENTAL HISTORY

Please indicate Y (Yes) or N (No) to indicate if you CURRENTLY have any of the following:

	Bad breath
	
	Lip and cheek biting
	

	Blisters on lip or mouth
	
	Loose teeth or broken fillings
	

	Burning sensation on tongue
	
	Mouth breather
	

	Chewing on one side of mouth
	
	Mouth pain or bleeding while brushing
	

	Cigarette, pipe, or cigar smoking
	
	Orthodontic treatment
	

	Clicking, popping or pain in jaw
	
	Periodontal treatment
	

	Dry mouth
	
	Sensitivity to cold/ hot/ sweets
	

	Fingernail biting
	
	Sores or growths in your mouth
	

	Food collecting between teeth
	
	Thumb sucker
	

	Grinding Teeth
	
	Use of Illicit drugs
	

	Gums Swollen or Tender
	
	Other:___________________________
	

	NEW PATIENTS ONLY:

Reason for today’s visit: ___________________________________________________

Date of last dental visit and reason: __________________________________________

Date of last dental x-rays _________________ Date of Full mouth Xray______________
How often do you floss? ________________    How often do you brush? _____________


        Have you ever been told you need to premedicate before dental treatment? _________
HEALTH HISTORY

     ALLERGIES: Please circle to indicate if you are allergic to any of the following:

	Aspirin    Latex     Local Anesthetic     Penicillin     Sulfa     Other : ______________________



Please indicate Y (Yes) or N (No) to indicate if you have had any of the following and date: 
	
	Y/N
	
	Y/N
	
	Y/N

	AIDS/HIV
	
	Epilepsy
	
	Pacemaker
	

	Anemia
	
	Headaches
	
	Psychiatric Care
	

	Arthritis, Rheumatism
	
	Heart Murmur
	
	Radiation Treatment
	

	Artificial Heart Valves
	
	Heart Problems
	
	Respiratory Disease
	

	Artificial Joints
	
	Herpes
	
	Rheumatic Fever
	

	Asthma
	
	Hepatitis Type:
	
	Sinus Trouble
	

	Bleeding abnormally, with extractions or surgery
	
	High/Low Blood Pressure
	
	Tumor or Growth Head/Neck
	

	Cancer
	
	Jaundice
	
	Stroke
	

	Chemical Dependency
	
	Jaw Pain
	
	Swollen Neck Glands
	

	Chemotherapy
	
	Kidney Disease
	
	Nervous Problems
	

	Circulatory Problems
	
	Liver Disease
	
	Tuberculosis
	

	Congenital Heart Lesions
	
	Mitral Valve Prolapse
	
	Thyroid Disease
	

	Diabetes
	
	Emphysema
	
	Vertigo
	


    Have you ever had a serious illness not listed above? _________________________________________           
    Have you ever had a Joint Replacement?    Y / N     What joint? __________________Date:_________
    Women:  Are you pregnant or is there a possibility of being pregnant?   _________Due date: __________ 
	List any medications you are currently taking and reason:

	
	

	
	                                         


Pharmacy Name and phone number:_______________________      Attached list?  ____________                                                    










Date: __      ________________________
  Signature of Subscriber, Patient, Parent, Guardian or Personal Representative


Update:









Date: __      ________________________

  Signature of Subscriber, Patient, Parent, Guardian or Personal Representative
Update:









Date: __      ________________________

  Signature of Subscriber, Patient, Parent, Guardian or Personal Representative
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