
PATIENT REGISTRATION 

- -  

GROUP NO. 

EMPLOYEE 

PLEASE COMPLElE THE FOLLOWINQJ=ONFIDEHnAL INF0RMATK)N 

DATE OF BIRTH DATE EhWiOYED 

DATE I I 

ClTY STATE ZIP 

HOME PHONE NO. 

BIRTHDATE AGE MALE FEMALE 

SCHOOL GRADE 

DENTAL INSURANCE 2 

, r 

OROUP NO. 

IF YOUR CHILD'S LAST NAME AND/OR ADDRESS ARE NOT 
THE SAME AS YOURS. FILL IN THE TOP BOX ALSO 

(EMPLOYEE I 
I 

UNION OR LOCAL NO. 

EMPLOYEE SOCIAL SECURITY NO 

ZIP STATE 
RELATIONSHIP: 

REFERRED TO US BY 

YOUR FORMER ADDRESS 

BUSINESS PHONE NO. 

CITY STATE ZIP 

NAME I 
OCCUPATION 

EMPLOYER 
PHONE NUMBER 

ADDRESS -. 
BUSINESS ADDRESS CITY 

t BUSINESS PHONE NO, W. 
ClTY STATE ZIP 

Please turn over and sign 



- . 

Patlent Name DENTAL HISTORY 

Wedcsmd So that 7c~e ?nq~pr.na~icl~ j7ot4 urith the Oest possible care 
please conlplete ??oth sidss of [his rn~dicnl/d~nC6~! Bislor3~.fon.dra. 

All informati017 is conaplt?fe(~l co?zfid~!a.tEal. 

What is the reason for your visit today? - 

Date of Last Dental Visit bast Dental Cleaning Liqt Full Mouth X-rays 
What was done at your last dental visit? . - .- 

Previous Dentist's Name 
Address -- State Zip 
Telephone 

How often do you have dental examinations? 
How often do you brush your teeth? How often do you floss? 
What other dental aids do you use? (Interplak, toothpick, etc.) 

Do you have any dental problems now? Yes No 
If yes, please describe: 

Are any of your teeth sensitive fa: 
Hot or cold? 

Sweets? 
Bitirlg or Chewing? 

Have you noticed any mouth odors or bad tastes? 
Do you frequently get cold sores, blisters or 

any other oral lesions? 

Do your gum? bleed or hurt? 
Have your parents experienced gum disease 

or i09th loss? 
Have you noticed any loose teeth or chancy 

in y w r  bi4n? 
Does food tend to become caug5t in behieen 

your teeth? 
If yes, where? 

Do yard: 
Clench or grind your teeth while anlato ?; asleep? 

Bite your lips or che~ks regularly? 
Hold foreign obtects wit$ your tpetb? 
(pencils, pipe. pins, nails, fingernails) 

Mouth breathe while awake or asleep? 
Have tired jaws, especially in the morning? 

Srnoke!chw tobacco? 

Yes No 
Yes No 
Yes No 
Yes No 

Yes ?!o 

Yes No 

\'e3 No 
Yes No 

"es No 
Yes No 
Yes No 
Yes No 

Have you ever had: 
Orthodontic treatment? 

Oral surgery? 
Periodonta! treatment? 

"our teeth ground or the bite adjusted? 
A bite plate or mouth guard? 

c.;lrigus iniugl to the mouth or head? 
If so, please dsscrihe, including cause 

Have you experienced: 
Clictina or poaaing of the jaw? 

Fain? (join!. sar, side of face) 
Ditticult\i in op9ning or closing the mouth? 

Dif+iculty in chsv1in;a on either side of the mouth? 
Headaches, reckaches or shol~lder aches? 

Sore muscles (neck, should~rs)? 

Are you safil;bied with \!Our faeth's appparance? 
Would you like to keep all 2f yaur iesth all of your I~fe? 

Do you feel nervous about having dental treatment? 
If so, what is your biggest concern? 

Have you ever had an upsettinq denial expqrience? 
If yes, please describe -- 

Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
Ves No 

Yes No 
Yes No 
Yes No 
ves No 
Yes No 
Yes No 

Yes No 
Yes No 

Yes No 

Yes No 

Is there anything else about having dental treatment that you would like us to know? Yes No 
If yes, please describe 

(Please complete other side) 



- 

Patlent Name 
I MEDICAL HISTORY 

-- - . - --- - 
I 
Patient Account No. 

~ -~ . ~ . - - ~ .- . - ---- ~ -- - 

Have you been under the care o' a medical docto! during the past two years? .................................................................................. Y e s  

If yes, for what? 

Physician's Name 2hon9 _. 

Address - -. Ci!!/---- State- Zip 

Have you taken any medicatiorl or drur;s during the past ha,:, years? ............................................................................................ Yes 

Are you taking any medication. drugs or pills  no\^? .................... .... ....................................................................................... Yes 

If yes, please list name and d ~ s a a e  - - - - - . - - - -. - - 
Are you aware of hawing an alleraic (or adverse reaction) to any medic?tion or si~bstai?:~: Yes 

If yes, please list: 

Have you Os~l a p;?tient in the hospi!al during the past five years? ................... ..... ................................................................ Yes 

Indicate which of the following you have had, or have at present. Circle "yes" or "no" to each item. 

....... ........ Heart (Suraay. Disease, Attack) Yes No Ulcers .............................................. Yes No Hepatitis A (infectious) B (serum) Yes 
........................... ........................................ Chest Fain Yes  No Diabetes Ves NO Venereal Disease ..... Yes 

................................................ .............................. ................... Congenital heart Disease Yes No Thyroic! Problems Yes NO A.I.D.S. Yes 
................................... ........................................... Heart Murmur Yes No Glaucoma Yes NO H.I.V. Positive Yes 

................... ................................... High Blood Pressure ........................... Yes No Contact lenses ves No Cold SoresiFever B!isters Yes 
............................... ................................. ....................... Mitral Valve Prolapse ..Yes No Emphysema . . .Y es NO Blood Transfusion Yes 

................................. ............................ Artifical Heart Valve Yes No Chronic Couah ...Yes NO Hernoohilia Yes  
............................. ...................................... Heart Pacemaker .......................... ,Yes No Tuhercu'osis Yes hlo Sickle Cell Disaase Yes 

.......................................... ................................. ................................... Rheumatic Fever Yes No Asthma Yes h'0 Bruise Easily Yes 
........................... ........................ Arthritis!Rheuma!ism Vos \lo Hay Fever ..............'{ es NO L~ver Disease Yes 

Cortisone Medicine ............................ Yes NO Latex Sensitivitv .................................. Yes NO Yellow Jaundice ............................. ,Yes 
Swollen Ankles ................................... Yes Plo Allergies or Hives ................... .. ...... YFS NO NeuroIogicaI Disorders ....................... Yes 

.................................................. Stroke Yes No Sinus TrogSle ..................................... Yes No E~lleosy or Seizures .......................... Yes 
Diet (Special! Restricted) .................... Yes No Radiation T h ~ r a ? ~  ............................. .Ves Ro Falnting or Dizzy Spells ...................... Yes 
Artificial Joints (hip, knee, etc.) ........... Yes No Chemotherapy ................................. ..Yes Na NervousiAnxious ................................. Yes 
Kidney Trouble ................................ Yes No Tumors ....................................... Yes No PsychiatriclPsychological Care ........... Yes 

Do you use more tharl hvo pillows to sleep? ..................................................................................................................................... Yes 

.......................................................................................................... Have you lost or gained more than 10 pounds in the past yea:? Yes 

............... Do you have or have you had any diseese, condition. or prgS!em not I~sted? Yes 

If yes, please list: --- 

Women. Are you: Pregnant? Yes. - Months No Nursing? Yes blo Taking birth control pi l ls? Yes No 

I understand the above informabi~n is nacesseiy ta provide me with dental czre in a safe and efficient manner. I have 
answered all questions to the best of my knowlec'gr?. Should further informaficn he needed you have my permission to 
ask the res,oecfive health ccare provider or aupnc,v, v~ho may release such informstion to you. I will notify the doctor of 
any change in my health or medication. 

Patient /Guardian Signature - Date 

Date 



COSHOCTON IMPLANT AND FAMILY DENTISTRY 

ACKNOWLEDGEMENT OF RECEIPT OF 

* You May Refuse to Sign This Acknowedgement* 

I 
1 1  - , have rece~ved a copy of this 
office's Notice of Privacy Practices. 

I'icasc P r n ~  Name 

-- - -- 
For 0fficeUse Only -- -- -- --- - - - -- -- - - - 

We attempted to obtarn wrltten acknowledgement of recelpt of our Not~ce of Pr~vacy Pract~ces but 
acknowledgement could not be obtarned because 

lndlvldual refused to slgn 

Commun~cat~ons barrlers prohlbrted obtalnlng the acknowledgement 

A 1 emergency sltuatlon preverited us From obtaln~ng acknowledge~rlent 

Other (Please Speclfy) 

All Rlghts R~.ii,ruid 

lir:prod~lctlon and use nt t h5  torm by dciirlsrs and ttielr sraff 15 permltred Any other use, duplcatlon or distrlburlon of r h s  torm by any OI~,EI pnr~y r?q~1:(:i [Ilci p ro '  
writtcn approval of me American Dental Assoclaton 

1 hls Form IS educat~onal only, does not constltute legal advlce, and covers only federal, not state, law (August 14, 2002) 



any other diagnostic aids deemed appropriate by docfor to make a thorough diagnosis of -I 
(name of patienl) 's dental needs. 

. 2  - ,.- , 
I. .. +Cld-&3 

_ _-- ^ _  
- .  heafinefi mut~a~iyadreed - - - 

upon by m e  and to employ such assistance as required to provide proper core. I 
3. 1 agree to the use of anesthetics, sedatives and other medication as necessary. 1 fully understand 

that using anesthetic agents embodies certain risks. I understand that I can ask for a complete 
recital d any possible complications. 

< .  

4. Lady, 1 agree to be responsible for payment d all sewicest rendered on my behalf or m y  
dependents. I understand that w e n t  i s  due at the time od service unless other arrangements 
have been made, In the event payments are not ieceived by agreed upon dates, I understand 
that a 1-1 /2% late charge (1 8% APR) may be added to rny'i;ccovnt. 

Patient Date Witness 

Parent or Responsible Party Relationship to Patient 




