Patient Number ABC HEALTH HISTORY & REGISTHATION

PATIENT INFORMATION
PATIENT'S NAME Last First Middle Initial SEX: M F BIRTHDATE AGE
S0c. Sec. # If Patient is a Minor, give Parent’s or Guardian’s Name TODAY’S DATE
Who May We Thank for Referring You to our Office? Reason for this Visit

RESPONSIBLE PARTY INFORMATION

WORK PH.

NAME Last " First Middle Initial MARITAL STATUS

RESIDENCE Street Apt. # City | State Zip

MAILING ADDRESS Street Apt. # City State Zip

HOW LONG AT THIS ADDRESS HOME PHONE _. CELL PHONE

WORK PHONE E-MAIL

PREVIOUS ADDRESS (if less than 3 yrs.) Street City State Zip How Long

SOCIAL SECURITY # BIRTHDATE DRIVER’S LICENSE # RELATION TO PATIENT

EMPLOYER OCCUPATION NO. YEARS EMPLOYED
RESPONSIBLE PARTY’S SPOUSE _ EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

PR ”oceueTFrEiToN L o L _RELATIONSHIP __

soEmEse.. . . AWM - T WRADORESS . . OWNEWR.

HOME'PH._ ‘. . e - W CELLPH ' "

woRke . . CEMAL _ ' ' -

If you have double dental insurance coverage, complete this for the second coverage.

DENTAL INSURANCE INFORMATION (Primary Carrier)

Insured’s Name

Insured’s Name
Insurance Co. E-MAIL Insurance Co. E-MAIL

Insurance Co. Address Insurance Co. Address

Insured’s Employer

nsured's Employer

nsured’s Soc. Sec. # Group # Local #

Insured’s Soc. Sec. # Group # Local #

It is important that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

FEAR of Dam# - e

_ *DENTAL HISTORY* YES NO *MEDICAL HISTORY* YES NO
HOW LONG SINCE you have seen a dentist? Do you have any CURRENT HEALTH PROBLEMS? ]
_ast COMPLETE Dental Exam, Date: Are you under a PHYSICIAN'S CARE now?
|ast FULL MOUTH X-RAYS, DATE:(16 Small Films or Panoramic) For what?
Are you having PROBLEMS now? B What MEDICATIONS are you currently taking?
WHAT?
Is your present dental health POOR? Have you ever taken Fen-Phen/Redux?
Do you wear DENTURES? (Partials or Full) Are you PREGNANT?
Are you UNHAPPY with your dentures? o Do you use cigars/cigarettes, pipe or chewing tobacco? (circle)
WOIEG YOU 558 13 MW IO BR0K! PLEASE v/ YES OR NO_OF THE FOLLOWING WHICH YOU HAVE HAD, on PBESENTLY HAVE -
PERMANENT REPLACEMENTS? Y yES NO - YES NO YES NO
Are you APPREHENSIVE about dental treatment? ¥ AIDS/HIV PDS _ | ot o ;: Psychlatne t:are = |
Have you had any PERIODONTAL (GUM) treatments? ﬂnaphylaxls . - | E?Od a?lergtes - Eagtdtwel%httgalnf[;:}ss __
- y nemia - e Glaueoma ~  [J [J  Radiation treatmen
Do your gums EEESESES or feel SEIEIRE or HRIERATIEDN Arthritis Rnewmats)y [0 [0 Headaches =~ [0 [  Respiratorydisease
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (circle) Atificial heart valves '- _ Heartmuemuyr  [1 T[] .-F{heumetlc/seaﬂetfever
Are you UNHAPPY with the APPEARANCE of your teeth? .ﬁl‘[tltf]ie_ia-l.jmnts | - & eart preblems ebeaseeeeenbe} . -_gﬂmr%les fb th :
— | . sthma o i e - She nesse rea
Are you aware Qf G_RIN_D'IN_G ik QLEN_CHING your teeth? AtUpiC (Allergy Prong) i ."BmUDhEIEH Abnormal hleedmg] B B Skin rash 5y
Do you have HEADACHES, EARACHES, or NECK PAINS? Back problems ' Hemes 0 1 Sm Brftda
Have you worn BRACES on your teeth (ORTHODONTICS) glann%%rdlsease __ E%agi[é%d pm'sm . 8 8 gg{% | !mplam
Do you have SESSSIEEIEERE teeth that bother you? Chemical dependency ] O Jawpan O O  Swelling of feet erenkies B ®
Would you like your smile to LOOK BETTER or DIFFERENT? - Chemotherapy | 1 Kidney disease or marfunetlen 3 [ Thyroid disease ermalfunctlen"_ B
Do you HEGULARLY use DENTAL FLOSS? CEmUIEtUrY Dfﬁblems . i | 'LW{-‘H’ dlSE&Sﬁ e ] - 'Tabamm hﬂblt e
| | Eemshene treatments : ~ Material allergies L {eggtmtts -
. _— ough (persistent) s - (latex, wool, metal, ehemleele] e i rculosis
S I —— Cough up blood - b 0J  Miralvalve prolapse L [ Uebols
City: State: Diahetes . 0 17 Nevosproblems (1 i1 Veneree dlsease
it St e e Epilepey - ' Pacemakerfheart surgery bl e
OW Q0 you Teel about your teetn: a0
Please RANK the following in the order in which they would ﬁgglmu ALLEHG.C 10 uﬁoigviggslihﬂeﬁ:mm:ADVEE%%J% ﬁg: UF_ THE Fotla-?e":lgqbglﬁﬁ?llscmmﬂs -
__KEEP YOU FROM having dental treatment,____ —! Nitrous Oxide =~ Codeine ~ Penicillin® . gloves, etc)

Are you aware of being a||EthC te any ether ITIEdIGEltEDﬁS or subetances? o
If yes, please list: - . e

-_GUSTUf tfﬁﬂf:ﬂ?ﬂ'ﬂf..#"-. . iM.lSS_!_N-G work time #'; -. ' _ _ Is there any other Medree! or Denfaf mfermenon rher you feeH should know abour’f"
- - | FAMILY PHYSICIAN PHONE E-MAIL
PATIENT Signature (Parent of Child) Date: DENTIST Signature
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