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

MEDICAL HISTORY

PATIENT NAME

Birth Date

Although dental personnel primarily 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 interretationship with the dentistry you will receive. Thank you for answering the

¢ following questions.

Are you under a physician's care now? () Yes () No

Have you ever been hospitalized or had a major operation?( } Yes () No

Have you ever had a serious head or neck injury? { ) Yes () No

Are you taking any medications, pills, or drugs? { ) Yes { ) No

Do you take, or have you taken, Phen-Fen or Redux? { ) Yes { ) No

Ara you on a special diet? ) Yes () No

Do you use tobacco? (H) Yes{ ) No

Do you use controlled substances? { ) Yes( ™ No
~Women: Are you - . e s e o

Pregnanth rying 10 gel pregnam'?i ') Yes( ‘} No Tak:ng oral contraceptwes'?( 3 Yesx ) No

‘.:'-Are you al!erqxc 1 any of the fc)!lowmg. e : s
{] Codeine [1 Acrylic

If yes, please explain:

If yes, please explain:

If yas, please explain:

If yes, please explain:

Nursing? ¢ ) Yes{ ) No

- [ Aspirin {1 Penicillin '7 Metal F Latex 1 Local Anesthetics

L[] Other  If yes, please exptain:

! . DO yOLI h&Ve, ar ha\fe YOU had, aﬂy Qf the !OHOWEHQ" e L LG L RS 1 e L Lt e L R e £ S e 8

BIDS/MHI Positive {1 Yes{ ) No | Cortisone Medicine (3 ves () No Hemophilia (7 Yes( ) No | Renal Dialysis (} Yes () Mo

| Alzheimer's Disease {yves() No | Diabetes {7 ves () Ne Hepalitis A () yes{ ) No | Rheumatic Faver () Yes () No

¢ Ansphyladis 3 ves( ) No | Drug Addiction () Yes( } Mo Hepatitis B or C M Yes'—) Mo | Rheumatism { ) Yes (") No

¢ Anemia (O ves( ) No | Easily Winded {3 ves(y No | Herpes O Yes{ ) No | Scarlet Fever (3 Yes () no

| Angina (-) Yes{_} No | Emphysema ( Y Yes{ Y Mo | High Bloog Pressure {7 Yes{ ) No | Shingles (3 ves () No

| Arhrigs/Gout (L Yes( ) No | Epilepsyor Seizures () Yes{ ) No | Hives or Rash (yves() No | Sickle Gell Disease () Yes () No

[ Artificial Heart Valve () Yes( ) No | Excessive Bleeding () Yes(_ No | Hypoglycemia (O Yes () No | Sinus Trouble () Yes() No

! Artificial Joint O Yes( ) Mo | Excessive Thirst O Yes(Ch No | reguiar Heartbeat () Yes{ ) No | Spina Bifida {7y Yes () No

{ Asthma (3 Yes( ) No | Fainting Speis/Dizziness! ) Yes( ) Na Kidney Problems () Yes{_)} No | Stomach/intestinal Dissase () Yes () Mo

! Bood Disesse (O Yes((y No | Frequent Cough ( } Yes{ ) No | Leukemia {3 Yes( ) No | Stroke () Yes( ) No

i Biood Transfusion {3 Yes() No | Frequent Diarrhea {3 Yes(() Mo | Liver Disease O3 ves{ ) No | Swalling of Limbs (Y Yes( ) No |
{ Breathing Problem 3 ves(() No | Freguent Headaches () Yes{ i No | Low Blood Pressure () Yes()'Ne | Thyroid Disease () Yes(O) No |
! Bruise Easity {0 Yes() Mo | Genital Herpes ("yves(C) No | Lung Dizease (Y Yes () No o | Tonsilitis {3 Yes( D Mo |
| Gancer ) Yes '(H) No | Glaucoma {3 Yes( ) No | Miral Valve Prolapse () Yes{ ) No | Tubarculosis () Ves (¥ No i
¢ Chemptherapy {3 Yes( ) No | Hay Fever {3 ¥es () No Painin Jaw Joints () Yes{ ) No | Tumors or Growths () Yes () No

© Chest Pains () Yes( ) No | Hean Atack/Faiure () Yes ([} No | Parathyroid Disease () Yes( )} No | Ulcers () Yes () Mo

! Cold Sores/Fever Blisters () Yes () No | Heart Murmur (7 Yes( 3 Ma | PsychiatricCare () Yes( ) No | Venereal Digease {7y ves{ ) No !
i Congenital Heart Disorder! ) Yes( ) Ne | Heart Pace Maker Y Yes () No | Radiation Treatments ) Yes{) No | Yellow Jaundics ) Yes (3 Mo

¢ Convuisiong {0 Yas( ) No | Heael Troubte/Disease () b qu( % Na Recent Weight Loss () Yes () No

Have you ever had any serious iliness not listed above? () Yes { ) No If yes, please axplain:

Comments:

" Tothe best of my knowladge, the questions on this form have been accurately answered. | understand that providing incorrect inforrmation can be

| dangetous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in madical status.

DATE

SIGNATURE OF PATIENT, PARENT, or GUARDIAM




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 Nalils: __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 Y ou Brush?
How Often Do Y ou Floss?

Type of Toothpaste Y ou Use:
Type of Mouthwash Y ou Use:

Oral Cancer: __Yes__No
TMJPain: __Yes__No

Please circle Past, Present or Never for each question

Are Y our 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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