








REGISTRATION










AND HISTORY

TODAY'S DATE:__________________________________________












S      M        D       S      W

________________________________________________________________________________________


_____________________

NAME










MARITAL STATUS

________________________________________________________________________________________

________________________________

RESIDENCE ADDRESS









PHONE

_______________________________________________________________________



________________________________

CITY


STATE


ZIP CODE




DATE OF BIRTH

_______________________________________________________________________



________________________________  

PRESENT EMPLOYER









BUSINESS PHONE

_______________________________________________________________________

                    

________________________________  
EMPLOYER'S ADDRESS








CELL/MOBILE  BUSINESS PHONE
_____________________________________


________________________
___________________________________________
POSITION





HOW LONG 



    PREFERRED EMAIL  ADDRESS
________________________________________________________________________________________                
SPOUSES NAME 








        
________________________________________________________________________________________

________________________________

SPOUSE'S EMPLOYER








       SPOUSE’S  BUSINESS PHONE

________________________________________________________________________________________

SPOUSE'S EMPLOYER'S ADDRESS

_____________________________________


_________________________

________________________________
POSITION





HOW LONG



             SPOUSE’S DATE OF BIRTH
________________________________________________________________________

WHO IS RESPONSIBLE FOR PAYMENT?  (PARENTS, GUARDIAN, SELF)

________________________________________________________________________



________________________________

DENTAL INSURANCE CARRIER







           GROUP/POLICY NUMBER

________________________________________________________________________




DENTAL INSURANCE ADDRESS

________________________________________________________________________


__________________________________________

INSURED EMPLOYEE (YOU OR YOUR SPOUSE)





YOUR SOCIAL SECURITY NUMBER










__________________________________________










SPOUSE'S SOCIAL SECURITY  NUMBER

WHOM MAY WE THANK FOR REFERRING YOU?________________________________________________________

DENTAL HISTORY

IS THERE ANYTHING ABOUT YOUR MOUTH THAT CONCERNS YOU NOW?___________________________________________________________________________

HOW LONG HAS IT BEEN SINCE YOU'VE SEEN A DENTIST?________________________________________________________________________________________

WHAT WAS DONE THEN?____________________________________________________________________________________________________________________

DID YOU HAVE XRAYS?____________________________________________________________________________________________________________________

HOW OFTEN DID YOU VISIT BEFORE THAT?______________________________ HAVE YOU LOST ANY TEETH?_____________________________________________

WHERE IN YOUR MOUTH?____________________________________________ WHY WERE THEY LOST?__________________________________________________

DID YOU HAVE THEM REPLACED?__________________________________DID ANYONE RECOMMEND REPLACEMENT?_____________________________________

HAVE YOU EVER HAD A ROOT CANAL?___________________________________ HAVE YOU EVER HAD BRACES?__________________________________________

HOW DO YOU TAKE CARE OF YOUR TEETH?____________________________________________________________________________________________________

DO YOUR GUMS EVER BLEED?________________________________________________________________________________________________________________

DO YOU FEEL YOU HAVE AN UNPLEASANT BREATH AT TIMES?____________________________________________________________________________________

DO YOU HAVE AN UNPLEASANT TASTE IN YOUR MOUTH?​​​​​​​_________________________________________________________________________________________

ARE YOU AWARE OF GRINDING OR CLENCHING IN YOUR MOUTH?_________________________________________________________________________________

ARE YOU AWARE OF POPPING, CLICKING , OR SNAPPING NOISES WHEN YOU CHEW OR OPEN/CLOSE YOUR MOUTH?____________________________________

DO YOU HAVE HEADACHES?_______________________________________ HOW OFTEN?______________________________________________________________

WHERE?_____________________________________________  DO YOU HAVE EARACHES?_____________________________________________________________

DO YOU HAVE RINGING IN YOUR EARS?_____________________ DO YOU HAVE SORE MUSCLES IN YOUR JAW OR SIDE OF YOUR FACE?_____________________

DO YOU HAVE ANY FEARS ABOUT DENTISTRY? _____________________ WHAT ARE THEY?____________________________________________________________

___________________________________________________________________________________________________________________________________________

WHAT CAN WE DO TO MAKE YOU COMFORTABLE? ______________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

HOW DO YOU FEEL ABOUT YOUR TEETH?______________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

HOW DO YOU FEEL ABOUT DENTURES?______________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________                                                                                
APPEARANCE   /   RECOGNITION   /   COMFORT   /   SELF-PRESERVATION   /   INVESTMENT


MEDICAL HISTORY
                     MANY MEDICAL CONDITIONS MAY AFFECT THE TREATMENT WE CAN DO FOR YOU.  HAVE YOU HAD ANY OF THE FOLLOWING?

_____  Heart Condition
_____  Arthritis
_____  HIV Test

_____  High Blood Pressure
_____  Diabetes
_____  Kidney Condition

_____  Low Blood Pressure
_____  Hepatitis
_____  Liver Condition

_____  Circulatory (blood) Condition
_____  Rheumatic Fever
_____  Tuberculosis

_____  Cancer 
_____  Sinus Condition
_____  Venereal Disease

_____  Asthma
_____  Stroke
_____  Ulcers

_____  Radiation Therapy
_____  Psychiatric Care
_____  Nervous Condition

_____  Skin Reaction to Jewelry
_____ Smoker
_____  Heart Murmur
ALLERGIES TO: DRUGS__________________________________________________ANESTHETICS________________________________________________________________

FOOD  ______________________________________________________  OTHER _______________________________________________________________________

ARE YOU TAKING ANY MEDICATION NOW?  _______________________________________  ARE YOU USING ANY DRUGS?___________________________________

ARE YOU PREGNANT?____________________________________________________BLOOD PRESSURE  S___________/       D________________/

PHYSICIANS NAME AND ADDRESS  ____________________________________________________________________________________________________________


· I HAVE REVIEWED THE ABOVE QUESTIONS AND INFORMATION AND CERTIFY IT TO BE TRUE TO THE BEST OF MY KNOWLEDGE. 

· PLEASE NOTE:  48  HOURS  NOTICE ARE REQUIRED TO AVOID  CHARGE FOR CANCELLED OR BROKEN APPOINTMENTS.

· I AGREE TO PAY ALL BALANCES DUE, IN FULL, AT THE TIME OF SERVICE, UNLESS OTHER WRITTEN ARRANGEMENTS ARE MADE.

SIGNATURE _______________________________________________________________________________
