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Patient Registration

iL Fill this bax out f the appointment is for YOU Fill this box out if the appointmant is for YOUR CHILD

Mame Date

Birthdate Male [l  Female [ Name

sS3# Address

Address City 2ip

City Zip Home Phona

Home Phone Birthdate Male 77 Female []
GCall Phone Schoal Grade . - .
Work Phone I you child’s last name and/or address are not the

Eual sama as yours. Till in the box to the left also.

Secondary Carrier's Dental Insurance

2 Primarny Carrier's Dental Insurance

Employes

Employar

Birthdate

Group #

Dental Ins, Carrier

Claims Address

City_ State Zip

Insurance 10 or Subscribar (D #

3 Employment and Other Information

Emplover o
Businass Addrass

City State Zip

Is anather member of your family or relative a patient of ours?
Their Mame

o

Whom may we thank for referring you to our practice?

FORW DEBRET  ROOWR TR &107

Employee
Employer
Birthdate

Group #
Dental Ing. Carrigr

Cleims Address

City State Zip

Insurance |0 or Subscriber 1D #

‘ 4 \ Emergency Contact Information

I Casza of Emergancy:

Marm

Homa Phona

Cell Phong

Waork Phone

Ralation to Patient

Continued on other side |_>



Patient Madical History

B = O th &

b I E T -

Mame of Medical Physician Office Phone Date of Last Exam
Yas Mo Yas Mo
. Ara you under madical treatment now? s 10. E-"”T'E"" Qraly: =5 52 > O 0
. Hava you ever been hospitalized for any surg:cal 1T I} .ﬁ.r: 2o Eﬁgl:an?t - FLRR PORE STyt Tl prem O M ]
aperation or senous iliness within the last 5 years? YO e o w ]
? Are you taking oral contracepiives: L
If yes, plaaza axplain
11, Are you allergic to or have you had any reactions
Ara vou taking any madicationds) includin ] ; W ihe Iollowg: —_
R s 1:.3 r::l'bedi e 8 2 Local Anesthetics (e.g. Novocaing) L] L
ol TR Poncliner e o 0
SR : itk ' s Sulfa Drugs [1 L
: Barbiturates ] O
. Have you ever taken Phen-Fen/Redux? i1 Sedatives Al
. Do you use tobacen? 1 3 ladine 0 EN
. Do you use controlled substances? el Aspirin : nE=
e i 0 O Any Metals (e.g. nickel, mercury, etc.) PR
i, Lo 4L Latex Aubber
. Do you have a persistent cough or throat clearing nal [ | Other
assoclated with a known liness {lasting more than 3 weeks|?
Do you have or have you had any of the following?
¥es Mo Yos  No Yog Mo
High Blood Prassure 1 [l Heart Disease £l Chest Pains Bl E
Heart Attack | Ll Cardiac Pacemaker 2] Easily Winded A
Rheumatic Fever 1 L1 Hearn Murmue =G = Stroke Ll [
Swollen Ankles 1 [0 Angina =8 Hay Faver/Allergies W
Fainting/Saizures 1 L1 Frequently Tired il Tuberculasis e
Asthma 1 1] Anemia Ll Radiation Therapy B
Low Blood Pressure ] [0 Emphysema 3 0 Glaucoma £l =
Epilepsy/Convulsions | .1  Cancer B ] Recent Weight Loss T |
Leukamia (] 1  Arhritis EHE Liver Disease A
Habotas W) Joint Replacemant ar Implant =) = Heaart Troubla L0
Kidney Diseases 1 [ Hepatitis/Jaundice =gg Respiratory Problems WL
AIDS or HIV Infection 1 O Sexually Transmitted Disease £ Mitral Valve Prolapsa O o
Thyroid Prablem 1 [ stomach Troubles/Ulcers = Cther:
Patient Dental History
Mame of Previous Dentlst and Location Drate of Last Exam
Yo b Yes Mo
Do your gums bleed while brushing or flassing? ] [ 89 Do youciench or grind your teeth? B
Are your teeth sensitive to hot or cold liquids/foads? L1 [ 10 Do you bita your lips or cheeks frequently? Ll
Are your teeth sensitive to sweet or sour liquids/foods? L1 [ 11. Have you ever had any difficutt extractions 4
Do you feel pain to any of your teeth? =5E in the past? 3
: G PRI i i P 12. Have you ever had any prolonged bleeding WEE
Do you have any sores or lUmps in or near your moth’ . following extractions?
Have you had any head, neck or jaw injurias? s 13, Have you had any srihadontic treatment? BEE
Hawve you ever experienced any of the following 14. Do you wear dentures ar partials? Bl {5
pnf]b!lEll‘r‘rS i your e - if ves, date of placarment
Clicking Ll ! T
Pain (joint, aar, side of face) 1 [0 14 Have VOu ever received oral hygiene instructions Fihdin]
Difficulty In opening or ciosing £1:1] regarding the care of your lesth and gums?
Difficutty In chewing 2 15. Do you like your smile? [
Do you have frequent headaches? I

8.

Authorization and Release

| cartify that | have raad and undarstand the above information 1o the best of iy knowadge, The above questions have been accusalely answered. | undersiand that providing
incorrect nformabion can be dangerous o my health. | shorze the cantist o releass any informalion Including the disgnosls and the mecords of any frealment or examination
rendisred 1o me or my child durng tha ponod of such Dental care 1o third party payers andior health practtionars. | authorize and request my insurance company to pay directy
tex the derdist of dertal groog insurance Deneits otheratse pavable to ma, | understard thet my dental ingurence camar may pey less than the actual bill for senices. | agrae
1 be responsibla for payment ol all &ervices sendered an my behall or my Sepanoents.

X
Fatiant Signature (or parsntiguandian if minor} Dafa
Doctor's Comnants. - =
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