PATIENT REGISTRATION

Name Date of Birth Sex Date
Address City Zip Home Phone
Mobile Phone Social Security Number Email

Marital Status Spouse’s Name

Patient’s Name (if child) Referred by

Person responsible for Account Address

Employer Address Bus. Phone

Type of Dental Insurance (if applicable)

Medical History
1. Name and Address of Physician

2. Are you under the care of @ PRYSICIAN ...t st v et et b e et b b e e s e bae e e ensaasaeetennnn Yes No
3. Have you been treated for any serious illness in the Past YEaI.......cccuev i ieiiciiecee et et r e Yes No
a. Ifyes, what?
4. Do you require premedication before your dental appointment?...........cceeviieieciiie e Yes No
5. Do you have any allergies (latex, medications, fO0d, B1C.)?......ccciiiiiieiiiieceece e Yes No
a. Ifyes, please list
6. Have you ever been treated for:
Heart Problems (heart attack, murmur, etc) Yes No AIDS/ HIV oottt e No
Heart Valve Replacement or problems......... Yes No Tuberculosis No
Rheumatic Fever............... No Liver or Kidney Disease No
High Blood Pressure No Respiratory DiS€ase.......cccouvevvevrreveeeseereenrvnrens No
SErOKE .. ettt No TObACCO USE...eeeireceeirecerere e s No
[DIT=] oY) (<L No Asthma, Hay Fever, Allergies.......ccoceeeveevernnes Yes No
Hepatitis....ccoiiviiiircece e, No Unusual or Prolonged Bleeding............c....... Yes No
Joint Replacements (knee, hip, etc)............... Yes No Venereal DiSase.......cocuveeereierrerenieriesenieeenenn Yes No
EPIlEPSY. vttt Yes No TUMOIS OF CANCEN....coveceieriecee et se e e e Yes No
ANCMIA. e s e Yes No Radiation Treatment.......cccvveecenrereeniineenenes Yes No
7. Have you ever or are you currently taking any medication to treat or prevent osteoporosis (ie. Fosamax, Boniva, Actonel,
= o IS Yes No
8. Do you take any blood thinners (ie. Plavix, Coumadin/Warfarin, Aspirin, €1C.).....ccccevvererreseereeeerreeeereerereesssenens Yes No
9. Are you pregnant or think you may be pregnant? ...ttt s et Yes No
10. Have you ever been treated by a pSyChiatrist?........coo i e Yes No
11. Do any diseases or conditions run in your family?
12. Is there anything else about your health we should know about?
13. Please list all medications that you take, both prescription and over the counter, including dosage:
Dental History
1. What s the purpose of your visit today?
2. Have you ever had ulcers or sores inside your Mouth or lipS?..........oiiciiiiiiiiiieccee e Yes No
3. Have you ever had any injuries to your face, jaws, Or tEETN?.........cccuiieeiiiii i Yes No
4. Are your teeth sensitive t0 cold, heat, OF SWEETS?.........ceiiiiiiiccee e e e et e e e ennes Yes No
5. Are your teeth sensitive t0 CheWIng OF DItING?......ccviii i e eee e e ae e e e Yes No
6. Do you have bleeding or SWOIIEN GUMS?........coi i e ee e re e e s e e s aae e e sbaeeeesreeeeennaeas Yes No
7. DO YoU have any [00Se tEETNT.......oo it sr e s e e e Yes No
8. Have you ever had any problems following dental treatment or extractions?..........ccccceeevieriiiiieniecinienneenn Yes No
9. Have you ever had a reaction to local anesthetic (ie. Novocaine, Xylocaing)?.........ccooeeviiiieecciiiceciee e, Yes No
10. Do you grind oF ClENCh YOUTI tEETNT.......oiiieeee e ee e e e et e e e e tb e e e e tte e e e aaeeeenbbeeeestaeeeensans Yes No
11. Are you satisfied with the appearance of Your tEETN?.........oouiii i Yes No
12. Are you nervous about dental treatMeENt?...... .o iii i e e e e e e eanes Yes No
13. Are you familiar with “preventive dentiStry” 2. ... e Yes No
14. When was your last dental visit?
15. Please add anything you feel is important for us to know:

Signature: Date:




