DENTAL REGISTRATION AND HISTORY

Zi PATIENT INFORMATION

Birthdate SS#

Patient Name
Last Name

First Name Middle Initial

Address

City

State Zip

Sex OM 0OF
[JMarried [0 Widowed [ Single [ Minor
[0 Separated [ Divorced [ Partnered for years

Patient Employer/School

Occupation

Why did you select our practice?

Whom may we thank for referring you?

Is another member of your family/relative a patient in our practice?

g DENTAL INSURANCE

Insured person’s full legal name

Relationship to Patient
Birthdate
SS#

Employer Name

Insurance Co.

Is patient covered by additional insurance? [1Yes [1No

g i PHONE NUMBERS & CORRESPONDENCE

E-mail

Home ( )
Work ( ) Ext
Cell ( )

Spouse’s Name

Spouse’s Work ( )

IN CASE OF EMERGENCY, CONTACT
(Specify someone who does not live in your household.)

Name

Relationship
Home ( )
Work ( )

Ve
4‘_4 HEALTH HISTORY

Physician’s Name

Date of last visit

AIDS/HIV [OYes [ONo Epilepsy
Anemia OYes [OONo Fainting or Dizziness
Arthritis, Rheumatism OYes [ONo Glaucoma
Artificial Heart Valves OYes [ONo Headaches
Artificial Joints OYes [ONo Heart Murmur
Asthma OYes [ONo Heart Problems
Back Problems [OYes [ONo Hepatitis Type
Bleeding abnormally, with OYes [ONo Herpes

extractions or surgery High Blood Pressure
Blood Disease OYes [ONo Jaundice
Cancer OYes [ONo Jaw Pain
Chemical Dependency [OYes [ONo Kidney Disease
Chemotherapy [OYes [ONo Liver Disease
Circulatory Problems OYes [ONo Low Blood Pressure
Congenital Heart Lesions OYes [ONo Mitral Valve Prolapse
Cortisone Treatments OYes [ONo Nervous Problems
Cough, persistent or bloody [1Yes [JNo Pacemaker
Diabetes [OYes [ONo Psychiatric Care
Emphysema [OYes [ONo Radiation Treatment

Do you wear contact lenses? [JYes [JNo
Women:

Are you pregnant? [JYes [OINo Due Date

Have you ever taken any of the group of drugs collectively referred to as “fen-phen”? These include combinations of lonimin, Apidex, Fastin (brand
names of phentermine), Pondimin (fenfluramine) and Redux (dexfenfluramine). [ Yes [No

Place a mark on “yes” or “no” to indicate if you have had any of the following:

OYes [OONo Respiratory Disease [OYes [ONo
OYes [ONo Rheumatic Fever OYes [ONo
OYes [ONo Scarlet Fever OYes [ONo
OYes [ONo Shortness of Breath OYes [ONo
OYes [INo Sinus Trouble OYes [ONo
OYes [ONo Skin Rash OYes [ONo
OYes [ONo Special Diet [OYes [ONo
OYes [ONo Stroke OYes [ONo
OYes [ONo Swollen Feet or Ankles OYes [ONo
OYes [ONo Swollen Neck Glands OYes [ONo
OYes ONo Thyroid Problems OYes ONo
OYes [ONo Tonsillitis OYes [ONo
OYes [ONo Tuberculosis OYes [ONo
OYes [ONo Tumor or Growth on head OYes [ONo
OYes [ONo or neck

OYes [ONo Ulcer OYes [ONo
OYes [INo Venereal Disease OYes [ONo
OYes ONo Weight Loss, unexplained [OYes [ONo
OYes [ONo

Are you nursing? [JYes [ONo

Taking birth control pills? [JYes [No




MEDICATIONS ALLERGIES
List any medications you are currently taking and the correlating [ Aspirin [ Local Anesthetic
diagnosis:
[J Barbiturates (Sleeping Pills) O Penicillin
[JCodeine [J Sulfa
Pharmacy Name [ lodine [ Other
Phone ( ) [ Latex

Q/E ; DENTAL HISTORY

Are your teeth sensitive to:

HEAL? ..ottt E e h b b e et e bt e e b e e b e e e b e she e e e e e ehe e e b e e e e e e b e e sb e e be e eaa e nhee st e e e OYes ONo
Cold?... . ONo
SWBEES? ettt ettt bt e et et ea bR e bR e b e R £ e E R £ R e R £ e e e R £ e £ e AR £ e A et ARe e R £ e R e eh R e R e e h e e Rt e e e bt ea e e bt nat e tenanenenne OYes ONo
BitING PrESSUIE? ...ttt e b e e b e s e et e e s h bt e s b e e et e e b e e e b e e e b e e et e e sae e st e e eaa e e b e e sat e e be e saneenbne e OYes ONo
Does food constantly get stuck between certain teeth in your MOULh? ..o OYes [ONo
Do you get frustrated because you always have something to be treated or repaired when you visit a dentist? ...........c.ccccoevreeenen. OVYes ONo
If you could change anything about your smile, what would you change?
Are you dissatisfied with the way Your teEth IOOK? ............oiiiiiii e e re e nne s OYes [ONo
For example: COIOr, SNAPE, SPACES, EIC. ...c.uuiiiiiiieeiiiee et e s e e e s e e et e e st e e s et e e e sseeeeasbeeeaaaseeeaasseeeanseeeeasseeesasseeessaneesaseneennsenas OYes ONo
Do you have any fillings that Show in your front teeth? ............oo e e OYes ONo
If any of your mercury amalgam fillings need replacement, would you prefer to have a more natural,
tooth-colored restoration INSTEAAT ..........coi it e s r e e e st e r e sae e e e sre e nenreenesre e nnis OYes [ONo
Have you ever had any tEEth FEMOVEA?. ...t ettt et a et h et e bt st e bt e st e beea e e teeae e teeaeeneesneeteaneensennis OVYes ONo
How long have these teeth been missing?
Do you have any jaw pain or do you grind YOUT TEEEN7 ..........ooviiiiiiiei et nnis OYes [ONo
Do your gums bleed when brushing or flOSSING?..........ccuiiiiiiii e e [OYes [ONo
Do you ever avoid any part of your mouth When Brushing? ... s OYes ONo
Have you been instructed regarding Proper NOME CArE? ..........cccueiuiiiiiiiiierie et e e e nesreenesne e nnes OYes [ONo
Do you have an unpleasant taste or 0dor in YOUr MOUTN? ........ooiuiiiiiiiii ettt st sre e nreenenes OVYes ONo
DO YOU SIMOKE OF USE tODACCOT ..ottt st b e e s he e et e e s hb e e b e e e ae e e s he e s s e e be e s b e e e bt e e abeesas e et e e e sbeesbeesaneennas OYes ONo
Do you frequently snack between meals, O ChEW QUM? ..ot s nesre e sne e nnis OYes [ONo
How often do you brush your teeth?
How often do you floss?
Do you want to learn to control dental disease and retain your tEeth?...........o.coooiiiiiiiiii e OYes [ONo
Has the fear of discomfort kept you from regular dental VISItS?..........couiiiiiiiiiiiiii e OVYes ONo
Are you deeply concerned about the finances required to return your mouth to excellent dental health?............cccooioiiiiiiiniinies OYes [ONo

When was your last dental appointment?

What did you have done?

How long since your last thorough examination with full mouth x-rays?

What prompted you to seek dental care this time?

Why did you leave your last dentist?

AUTHORIZATION AND RELEASE: | have read and answered the above questions to the best of my knowledge. This is to certify that I, the undersigned, consent to
the performing of the dental care procedures agreed to be necessary or advisable, including the use of local anesthesia as indicated. | authorize and request my insurance
company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | authorize the doctor to release all information necessary to secure the pay-
ment of benefits. | understand that | am financially responsible for all charges whether or not paid by insurance. | authorize the dentist to release any information including the
diagnosis and records, including radiographs, of any treatment or examination rendered to me during the period of such dental care to other health or dental care providers. |
authorize the use of this signature on all insurance submissions.

Signature of patient or parent if minor Date

Payment is due in full at time of treatment unless prior arrangements have been approved.



