
PATIENT REGISTRATION

lD :  Char t  lD :

First Name: Last Name: Middle Init ial :

Patient ls: !  Pol icy Holder Preferred Name:

f] Responsible Party

Responsible Party ( i f  someone other than the patient)

First Name: Last Name: Middle Init ial :

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Eirth Date: Soc Sec: Drivers Lic:

O Responsible Party is also a Policy Holder for Patient Q erimary Insurance Policy Holder O Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: () tr,late r-.) Femate Marital Status: O Married O singte O oivorceo Q Separated i) wiooweo

Birth Date: Age: Soc. Sec: Drivers Lic:

E-mail :  i  I  I  would l ike to receive correspondences via e-mail .

Section 2 Section 3

Emproyment status: ( )  rui l  t ime O eart t ime O netireo 
Last Dental Visit?:

Student Status: ,1-- l  Fui l  Time i) Rart f ime

Medicaid lD: Pref. Dentist:

Employer lD: Pref. Pharmacy:

Carrier lD: Pref. Hyg.:

Primary lnsurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City,State,Zip:

Rem. Benefi ts: 00 Rem. Deduct

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City,State,Zip:

Rem. Benefi ts: .00 Rem. Deduct:

Retationship to Insured:O Setf Q Spouse O Cnito (_-t Otner

Insured Birth Date:

Ins. Company:

Address:

Address 2:

City,State,Zip:

.00

Relationship to Insuredo Self Q Spouse Q Cnito Q otner

Insured Birth Date:

Ins. Company:

Address:

Address 2:

City,State,Zip:

,oQ



Premier Dental Of South Orange County

MEDICAL HISTORY

PATIENT NAME Birth Date

Although dental personnel primari ly treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important intenelat ionship with the dentistry you wil l  receive. Thank you for answering the
fol lowing questions.

Are you under a physician's care now? Q Ves Q trto
Have you ever been hospitalized or had a major operation? (-) Ves Q trto

Have you ever had a serious head or neck injury? f7 Ves Q no
Are you taking any medications, pi l ls, or drugs? O Ves O tto

Do you take, or have you taken, Phen-Fen or Redux? Q Ves | ruo
Are you on a special diet? Yes No

Do you use tobacco? q) Ves O ruo
Do you use controlled substances? () Ves i) trto

Women: Are you
PregnanVTrying to get pregnant? l) Yes O No

Are you allergic to any of the following?

Taking oral contraceptives? Q Ves Q ruo

I Aspirin I Penicil l in I I cooeine Jl Acrytic f l l letal l j Latex

I  ]  Ottrer l f  yes, please exprarn;

l f  yes, please explain:
l f  yes, please explain:
l f  yes, please explain:
l f  yes, please explain:

Nursing? f- l  Yes(] t to

[ l t-ocat Anesthetics

Do you have, or have you had, any of the fol lowing?
AIDS/HIV Posi t ive (- l  Yes( )  No
Alzheimer's Disease Yes No
Anaphy lax i s  ( )  Ves ( )  No
A n e m i a  . , )  Y e s ( I  N o
Angina (; ves 1 ,\ t.'lo
Arthritis/Gout Q Ves(r-l t'to
Artificial HeartValve Q Ves(,-r t'lo
Art i f ic ia l  Joint  ( - )  Yes(;  t lo
Asthma ()  Vesr j  ruo
Blood Disease I Vesf_) t'to
Blood Transfusron a. l  Yesf  - r  No

Breathing Problem ( ,  Vesi- i  t lo
Bruise Easi ly  O vesQ ruo
Cancer f.) vesQ t'to

Cortasone Medicine f-\ Ves O
O veso
O veso
1_,\ Yes (j

Q veso

Glaucoma
Hay Fever

Q vesQ
Q veso

Eprlepsy or Seizures ) Ves )
Excessive Bleeding Q ves f)
tsxcesslve r nrrsr Yes !
Faint ing Spel ls /Dizziness 

-  
Yes (

Frequent Cough Yes
Frequenl  Diarrhea Yes

Frequent Headaches Yes
Geni ta l  Herpes Yes !

Hemophi l ia Q vesQ no
Hepatitls A O ves () t'to
Hepat i t is  B or  C i )  Yes ()  t to
Herpes () YesQ r.{o
High Elood Pressure (') Ves () t.,lo
Hives or Rash (-) Ves Q xo
Hypoglycemia -.-) ves O ruo
lr regularHeartbeat  Q VesQ t lo
Kidney Problems Q Ves Q ruo
Leukemia 1)  vesf)  t lo
Liver Disease 1-) ves f) trto

Low Blood Pressure (-) Ves (] ruo
Lung Disease Q ves Q ruo
Mitral Valve Prolapse Q Yes Q t',to
Pain in Jaw Joints Q Ves Q No
Parathyroid Disease Q ves O r.lo
Psychiatric Care Q Ves Q ruo
Radiation TreatmentsL) Yes f) No
Recent Weight Loss Q Yes rl No

Renal  Dialys is (_ l  ves i  ;  t to
Rheumatic Fever ( _) Yes i I t'to
Rheumat ism ! . . )  Yes LI  No
Scar let  Fever (  )  Yes(_) No
Shingles (  )  ves (- )  No
Sickle Cel l  Disease i r  ves O t lo
Sinus Trouble l) ves f,l ruo
Sp inaB i f i da  ( )  ves ( l  No
Stomachi lntest inal  Disease ()  ves ()  t to
Stroke ' ] )  vesQ t to
Swelling of Limbs . 

' ' 
Yes i , trto

Thyroid Disease ' . - ,  Yes r ' '  No
Tonsi l l i t is  . j  ves, l l  t to
Tuberculosis fj Ves f-l ruo
Tumors or GroMhs Q ves Q tto
Ulcers ( ) ves () No
Venereal  Disease Yes No
Yellow Jaundice i.) Ves f) No

Diabetes
Drug Addiction
Easi ly  Winded
Emphysema

No
No
No
No
No
No
No
No
No
No
No

No
No
No
No
No
No
No
N O

Chemotherapy ()  ves(-)  t ' to
Ches tPa ins  ( )  Ves ( l  t t o
Cold Sores/Fever Blisters Q Ves Q ruo
Congeni ta l  Heart  Disorder()  YesQ t lo
Convuls ions (l vesf', ruo

Heart Attack/Failure - 
Yes 1-

Heart Murmur Q Ves 1)
Heart Pace [,4aker 

- 
Yes

Heart Trouble/Disease r.J Ves !-r

Have you ever had any serious i l lness not l isted above?Q Yes Q ruo tf

Comments:

yes, please explain:

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be
dangerous to my (or patient 's) health. l t  is my responsibi l i ty to inform the dental off ice of any changes in medical status.

SIGNATURE OF PATIENT. PARENT. or GUARDIAN DATE
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