Patient Number ABC HEALTH HISTORY & REGISTRATION

PATIENT INFORMATION
PATIENT'S NAME Last First Middle Initial SEX: M F BIRTHDATE AGE
Soc. Sec. # If Patient is a Minor, give Parent’s or Guardian’s Name TODAY’S DATE
Who May We Thank for Referring You to our Office? Reason for this Visit

RESPONSIBLE PARTY INFORMATION

NAME Last First Middle Initial MARITAL STATUS

RESIDENCE Street Apt. # City | State Zip

MAILING ADDRESS Street Apt. # City State Zip

HOW LONG AT THIS ADDRESS HOME PHONE _ CELL PHONE

WORK PHONE E-MAIL

PREVIOUS ADDRESS (if less than 3 yrs.) Street City State Zip How Long

SOCIAL SECURITY # BIRTHDATE DRIVER’S LICENSE # RELATION TO PATIENT

EMPLOYER OCCUPATION NO. YEARS EMPLOYED
- RESPONSIBLE PARTY’S SPOUSE . EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

EMPLOYER  OCGUPATION () e e RELATIONSHIP _

sobEee. .. . oo . T T BEADORESS -

HOMEPH._ . .. .. . Moo .. CELLPH -

WoRkeh . EMAIL ' ' -

WORK PH.

If you have double dental insurance coverage, complete this for the second coverage.

DENTAL INSURANCE INFORMATION (Primary Carrier)

Insured’s Name

Insured’s Name
Insurance Co. E-MAIL Insurance Co. E-MAIL

Insurance Co. Address Insurance Co. Address

Insured’s Employer Insured’s Employer

Insured’s Soc. Sec. # Group # Local #

Insured’s Soc. Sec. # Group # Local #

It is important that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

) *DENTAL HISTORY* YES NO *MEDICAL HISTORY* YES NO
HOW LONG SINCE you have seen a dentist? Do you have any CURRENT HEALTH PROBLEMS? B
_ast COMPLETE Dental Exam, Date: Are you under a PHYSICIAN'S CARE now?
| ast FULL MOUTH X-RAYS, DATE:(16 Small Films or Panoramic) For what?
Are you having PROBLEMS now? [] What MEDICATIONS are you currently taking?
WHAT?
Is your present dental health POOR? Have you ever taken Fen-Phen/Redux?
Do you wear DENTURES? (Partials or Full) Are you PREGNANT?
Are you UNHAPPY with your dentures? B Do you use cigars/cigarettes, pipe or chewing tobacco? (circle)
VRN U I 1 W R Shont PLEASE v YES OR NO OF THE FOLLDWING WHICH YOU HAVE HAD, on PBESENTLY HAVE .
PERMANENT REPLACEMENTS? . ovee ne e YE s N 0 YES NO
Are you APPREHENSIVE about dental treatment? AIDS/HIV Pes _ | it O ;: Psychzetne cere
Have you had any PERIODONTAL (GUM) treatments? ﬁ"ﬂphylaxls . | | E?Ud eiglergtes - ] ’;EagtdIWElgt}ht?aln/[[ess __
. 5 nemia e b Glauecoma ~  [J [J  Radiation treatmen
Do your gums ERESEES or Tec| SEIEIRE or HRISERATEDS Arthritis (heumatsm) [0 [J  Headaches = [ [  Respiratory disease
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (circle) Arilicialheattvalves © L] 11 Heddmuemwr 0 (] 1] --Rheumatle/seaﬂetfever
Are you UNHAPPY with the APPEARANCE of your teeth? .ﬁntlgie_ie-l.jelnts_ | . B eart preblems {ebeaseeesenbe} B8 -%Hmr%les fb th --
— — . sthma - i : e eneese rea
Are you aware of GRINBING or CEENGRING: your teeth? Atopic (Alergy Prone) ] Hemophilia nomalbieesingg [ [J  Skinrash |
Do you have HEADACHES, EARACHES, or NECK PAINS? Back problems [  Herpes 0 B %m Brhde
Have you worn BRACES on your teeth (ORTHODONTICS) giaﬂn%%rdﬁﬁﬂse = 5 .':Fg%agltesed preesure - 4 B '-gg%jga I 1mplant .
Do you have SESSEIEEHIRE teeth that bother you? Chemical dependency 1 01 Jawpan O 0O Sweling effeeterenkies 0 r
Would you like your smile to LOOK BETTER or DIFFERENT? - Chemotherapy | 1 Kidney disease or ﬂ’tﬁ]fllﬂ{:tl{)ﬂ 3 [0 Thyroid disease ermalfunctlen’_ o
Do you REGULARLY use DENTAL FLOSS? Circulatory preblems ol lverdisease - [] 1 Iohaceohabit .. F
' ' Eemshene treatments : ~ Material allergies o B %egzzllltts -
- e ough (persistent) 1 L) (latex wool, metal, chemmalel ~ Tuberculosis
N T . Cough up blood '_ - LJ  Mitral valve prolapse 00 [0  Uler/Colitis
City: State: Diabetes - 0[] Newoepoben [ [ Veneree dlsease
el AR o Epilepey o Pacemekerfheart surgery b =
OW Qo0 you feel about your teetn: -
Please RANK the following in the order in which they would f\gglmu ALLEHG_IC A UEU%QYEA:&%HB%QGTED_ADVEE%,[IF:,JE]#:: UF_ THE Fﬁil:la.?e\:l{ﬁlbﬁalﬁf}?llstiATIUNS -
el DL FEONLIAVINg dental treatment. NitousOxide ~ Codelne =~ Peniciin. gleves etc)
- S s e s Are you aware of being allergic te eny ether medlcetrens or eui'::s’een‘lces’irI . |
S s e It yes, pleasedist: = | -
_GDST-U_I‘ ?rejetment# MISS!:JGEEereiirEme #;_:-_ -. .  Is there any other Medfcel or Den!‘af mfermenon rher you feef l Shouid know ebour’f"
, . . . '_ :':_g_. .. - o | FAMILY PHYSICIAN PHONE E-MAIL
PATIENT Signature (Parent of Child) Date: DENTIST Signature
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