
Patient Reqistrat ion
Date
Name
Single tr Married El oivorced El child EI
Address SS#
city State_ Zip
Phone (Home )
Emai l  address

(Work) (cel l )

Employer
Driver's License Number
Nearest Relative

Date of Birth
Phone

Are any of your family patients in our office?
Whom may we thank for referring you to us

lnsurance lnformation

lnsured Person
Insured Person's Employer
Insured Person's Date of Birth ss#
Insurance Company

Medical  His torv
ls your general health: Exceltent El Good El Fair tr Poor El
Are you under the care of a physician? Yes tr No tr
Name of your physician
List any surgeries you have had in the last 2 years

Do vou have or have vou had anv of the followino diseases or problems?

Please comple te  the back

YES
-tr
-tr
-El
-El
-u
-tr
-tr

NO

tr
tr
E]
E]
tr
tr
tr

Rheumatic Fever

Heart  Murmur

Artificial Heart Valve

Stroke

High Blood P

Congenital Heart Problems

Heart Attack

I9SSUf9;

Allergies or Sinus Trouble
YES
.tr
tr
.tr
.El
tr
n
tr

N O

u
E]
tr
E]
tr
n
tr

Excessive Bleeding

Stomach Ulcer

Breathing Difficulty

Persistent Cough

Dry Mouth
Cold Sores or Fever Blisters

YES NO

E]
tr
tr
tr
tr
tr

Tuberculosis rl
Liver Disease or Hepatlt is tr
Jaundice tr
Diabetes tr
Excessive Thlrst tr

trFrequent Urination

Cancer or Tumor

'ES  NO

trtr
trtr
trtr
trtr
trn
trtr

Radiation Treatment

Blood Transfusion

HIV lnfection or Al

Seizure Disorders

Psychlatric Problems

s ide o f  th is  f  o rm.
Thank voul



Medicat ions
Please l ist anv medications vou are takinq Are vou al lerq ic to anv of  the fo l lowinq:

,  YES NO

Penicittin tr tr
Sulfa Drugs............................,...................... tr tr
Aspirin tr tr
Codeine/Narcotics ............ tr tr
Barbiturates......... tr tr
Sedatives............ tr t l
Local  Anesthet ics ( "Novocain")

Metats or Jewe1ry........... tr tr
Any Other Allergies............ tr n
Please explain below.

Exp la nat ions:

Have You Had YES
Serious trouble associated with dentat t reatment. . . . . . . . . . . .  . . . . . . .  t r

X-ray treatment for a tumor or condit ion of  the head or neck . . . . . . . . . . . . . . .  t r

Occupational contact with X-rays or other radiation ............... tr

Frequent Headaches . . . . . . . .  . . . . . . . . . . . . . .  . . . . . . . . . . . . . . .  t r
Tired or Sore Jaws or Sore Teeth ................ El
Are vou wear inq or  us inq
Removabte Dental Apptiances (Partial or Complete Denture) ............... tr
l f  so,  how old are the appl iances?
Women
Are you pregnant or do you suspect you may be pregnant?.....,........... tr

Are you nursing .....,......... .. tr

NO

tr
tr
tr
tr
tr
tr

tr
tr

What is vour main concern about vour teeth?

We reserye your appornamer( t me E!PEg4!!!l9EJg!t We.do not "ovet.book", We make every posslble eflad to stay on schedule
and to avold any waltlng on the pad ol our pa0ents. fhercIorc, a t50.00 charge will be automatlcally charged to your eccount fol
eppolnttncn''s not changed at teast 21 hours ln .dyance.

I cedlfy that I have read and understand the above. I acknowledge that my questions, if any, about the inquiries sef
fofth above have been answered to my satlsfactlon, lwlll not hold my dentlst, or any other member of hlther staff,
responslble for any errors or omlssions tiat I may have made in the completion of this form.

I hereby place my slgnature on file and authorize that my insurance forms be filed for legitimate
seryices by Johnson Famlly Dentlstry or their employees.

Signature of Patient

Signature of Dentist





.IOHNSON FAMILY DENTISTRY

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy
Praclices or to document our good faith effort to obtain that acknowledgement.

**You May Refuse to Sign This Acknowledgemenf"

I acknowledge that I have received a copy of Dental Health Professional's Notice of Privacy
Practices.

{Please Print Name}

{Signature}

{Date}

Please list the names of your family members who are patients of our practice:

Please return this form to:
Johnson Family Dentist4f, 1951 South Alafaya Trail, Orlando, Flori da 32828

O2A02 Armrican Dcntd fusocia$on
\ll Rigtrts Resan od

Reproduclion and usa d this forrn by dentis$ and lheir dd is pemitod. Any olher use, duplkdion or clistrihrtion of tlris brrn by any dher party
requires tho pdor ffitten 8pprod d the Amerban Dentd A&eociatim.

Thlr Form b odrcetronel ooly, tloor not comtltrb bgrl rdv{co, rnd covrn or*y irdrrel, .rd rtrb, lew (ArCUtt la, 2002I
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