
 
EMERALD COAST DENTISTRY 

 
 
 

 
PATIENT REGISTRATION 

 
Patient First Name: ________________________________________________     Middle Initial: ______ 

Last Name:     ________________________________________________     Preferred Name: ____________________________ 

Address:   ________________________________________________ 

Address 2:  ________________________________________________ 

City, State, Zip: ________________________________________________ 

Birth Date:     ___________________________________   Age: _______________ 

Sex:  Male  Female 

Marital Status:  Married  Single  Divorced  Separated  Widowed 

 

***MINORS MUST HAVE A LEGAL GUARDIAN PRESENT FOR APPOINTMENTS*** 

 

LEGAL Guardian (if someone other than the patient): ____________________________________________ 

Legal Guardian: Mom  Dad  Grandma      Grandpa          Other 

Address:   ________________________________________________ 

Address 2:  ________________________________________________ 

City, State, Zip: ________________________________________________ 

Home Phone: ________________________________________________ 

Cell Phone: ________________________________________________ 

Work Phone: __________________________________________ Ext: ___________________ 

Email Address: ________________________________________________ 

 

 

Insurance Information 

Policy Holder:   _______________________________________________ 

Patient’s Relationship:   Self  Spouse  Child  Other 

Insured Social Security #:    _______________________________________________ 

Insured Birth Date:   _______________________________________________ 

Employer:   _______________________________________________ 

DENTAL Insurance Company: _______________________________________________ 

 

 

Who may we thank for referring you:  ____________________________________________ 

Person to contact in case of an emergency: ____________________________________________ 

Emergency Contact Phone Number:  ____________________________________________ 

 

  

 
 





EMERALD COAST DENTISTRY 
 

Patient Name:  _______________________________________ Date:  ____________________________ 

 
Behavior/Habits Questionnaire 

(Please explain any “yes” answers) 
 
Do you: 

Grind Teeth:     ___Yes ___No  __________________________ 

Bite Cheek:     ___Yes ___No  __________________________ 

Tongue Thrust:       ___Yes ___No  __________________________ 

Mouth Breather:       ___Yes ___No  __________________________ 

Bulimia/Anorexia:       ___Yes ___No  __________________________ 

Cigar/Cigarette:       ___Yes ___No  __________________________ 

Pipe:      ___Yes ___No  __________________________ 

Bite Nails:     ___Yes ___No  __________________________ 

Smokeless Tobacco:    ___Yes ___No  __________________________ 

Thumb/Finger Sucking:     ___Yes ___No  __________________________ 

Toothpick/Stimulator:    ___Yes ___No  __________________________ 

Chewing Gum:        ___Yes ___No  __________________________ 

Candy:      ___Yes ___No  __________________________ 

Soft Drinks:     ___Yes ___No  __________________________ 

Other:      ___Yes ___No  __________________________ 

 

How Often Do You Brush?   __________________________________ 

How Often Do You Floss?   __________________________________ 

Type of Toothpaste You Use:   __________________________________ 

Type of Mouthwash You Use:  __________________________________ 

 

Oral Cancer:     ___Yes ___No  __________________________ 

TMJ Pain:     ___Yes ___No  __________________________ 

 

Please circle Past, Present or Never for each question 

Are Your Teeth Sensitive To: 

Hot or Cold:   Present  Past  Never 

Biting/Chewing:   Present  Past  Never 

Sweets:    Present  Past  Never 

 

Have You Ever Had: 

Orthodontic Treatment:  Present  Past  Never 

A bite plate or guard:  Present  Past  Never 

Periodontic Treatment:  Present  Past  Never 

Oral Surgery:   Present  Past  Never 

Serious injury to mouth or head: Present  Past  Never 

 

Date of Last Dental Visit: __________________________________________ 

Previous Dentist:  __________________________________________ 
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