BRYAN L. DUNN, D.D.S. ( JOHN C. PLATTS, D.D.S.

Welcome to the office of Drs. Dunn and Platts.  Thank you for choosing our practice for your dental needs.  If you have any questions or concerns, do not hesitate to ask for assistance.

PATIENT REGISTRATION 

Patient Information

	First Name                                       M.I.              Last Name


	Nickname:
	Age
	Male
	Female

	Residence Address/ PO Box


	City
	State
	Zip

	Home Phone Number


	Cell Phone Number
	E-mail Address
	Birthdate
	Social Security Number

	Employer/Employer Phone Number

	Employer Address

	Are you:                 
	Are you a full-time student?

   Yes          No     Name/City of School ___________________________


Spouse Information (Parent Info if patient under 18)

	Spouse/Parent Name 


	Spouse/Parent Social Security #
	Spouse/Parent Birthdate

	Spouse/Parent Employer


	Employer Address
	Employer Phone #


Insurance Information

	Primary Dental Insurance Company


	Employer or Group Name of Primary Insurance

	Who is the primary insured party? (self, spouse, other) Please indicate.


	Primary Insured SS#
	Insured Birthdate

	Secondary Dental Insurance Company


	Employer or Group Name of Secondary Insurance

	Who is the secondary insured party? (self,spouse,other) Please indicate.


	Secondary Insured SS#
	Insured Birthdate


Contact Information

	Who will be responsible to pay this account:


	Responsible Party Address, City, State, Zip: (if different from above)
	Responsible Party Phone #:

	In case of emergency contact:


	Phone Number: (if different from above)

	Whom may we thank for referring you:




DENTAL HISTORY

Please check any of the following conditions that apply to you:

	    Bad Breath
	   Grinding Teeth
	    Sensitivity to temperature/pressure

	    Bleeding Gums
	   Loose teeth or broken fillings
	    Painful, Clicking, or Popping Jaw


Reason for today’s visit ________________________________________________________________________________________

Date of last dental exam _____________________________________ Date of last dental x-rays______________________________  

Date of last cleaning? _________________________How often have you been getting your teeth cleaned?______________________

Have you ever been treated for periodontal/gum disease? (if yes, when)__________________________________________________














          OVER 

Minor





Married





Widowed





Divorced





Single








