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DENTAL REGISTRATI~N AND HISTO~Y 

PATIENT INFORMATION 


Date _____ _____ ______ 

SS/HICIPatient ID # __- ------------- 

Patient Name -,-_.,..,-_________________ 
LB5tName : 

First Nama ' Middle InJtlaI 
Address _____________ ___________________ 

E-mail _._ _ _ _ --------------- 
Cj!y________________.___~,...._. 

Zlp_~_______Sm!a _______~------
Sex 0 M 0 F Age ___________ 


BIl'1tIdale _______------ 

o Married DWiddwed D Single o Minor 

o Separated o Divorced o Partnered for _._._. ~. years 

Patient EmployerISchool ....,_______________ 

Occupation ____________________ _ 

Employer/School Address '_______________ 

Employer/School Phone L--.l---------- 
Spouse's Nams ____________________ 

Birthdate __ ___~~--.,.._ ___~_, ______.____ 

SS# ____________~------------------------

Spouse's Employer_"..... __________~, 

Whom may we thank for referring you? __________ 

,' :A-.....-=,--:,,--::--:--=--="':"'::-=-=-=-=--:-;':""!'"-::-=---------,
DENTAL INSURANCE 

Who 16 responsible for this account? __-+1
I 
______ _ _ 

RelationShip to Patlant , t' _n 
Insurance Co, ___________:--__,._.~_"______ 

I 
Group' -- 1 
1& patient covered by additional Insurancei 0 Yes 0 No 

Subscrlber'i Name 

Birthdate 5s1
RelationShip to Patient --------t------

Ineurance CO. ___ .~_______I---~
I 

Group# _____. I 
ASSIGNMENT AND RELEASe I 
I certify that t. and/Qr my depcmoent(s), t\avo iMurMell: covltrage Witt) 

I 
Name of InSUninCtl comp;i-;y(ie5) 

.........1___ anCl w;.slgn direclly 10 

Dr. _II insuranc8 bene/lie, jf 

.my. otherwise payable IQ me for services re derecl, I understand that I am 
financially responsible fo, all charl/IPli wh..th"r Qr ot paid by insurance. I aulhorlu,l 
lhe use 01 my signatu't!l on an insurance 3ubml IQn~ 

Tt>e IlbOVC-rliUTled tJenUsI may USB my hsalrh c e Information lind may discloee 
sucn Informatlon,lo 1M above-named ir'suran Company(IOS) and Ihelr agents 
for Ihe purposlI of obtaininQ peyment for Berv es and determining in;urance 
bon&lft3 or til! bonoflts payable for relale(l servi 6. This consent will end whan 
my current tr!atmElnl plsn .is completed or O11e ar from Ihe tlate signed balow, 

! 

Signature of Patient, Parent, Guardian or (80nal Rflpre$onlllliV9 

Plesss print nsmlt af Patient, Par9lll, Guardia , or Personal Rspresentative 
; 
I 

Date 

; 

~PHONE NUMBERS-HomeL-) Work (-.-J___. 
I 

Ext -- Cali Phone L-.i-:-) 
Spouse's Work L-J Best time and place to reach you 

IIN CASE OF EMERGENOY, CONTACT (Specify someone who ooe$ not live In your household,) i 
Name RelatJon&hlp 

I _._.. 
~- 1 

Home Phone L---.J _ Work Phone L--) 
I 

/.175) DENTAL HISTORY 

Burning ~nsation on longue DYes ONO Mouth breathing DYes DNaReason for today's vlslt , 
ChBw on one side of mouth DYes ONo Mouth pain, brUShingt DYes ONo 

Cigarette, pipe, or Cigar smoking DYes DNO Orthodontic trBatmBn DYes ONO 
Former Dentist Clicking Dr popping jaw DYes DNo Pain around ear , DYes ONo 

City/Stale --- --_.-...,... Dry mouth DYes DNa Periodontal treall1'1en~ DYes DNo 

Date of last dental visIt ••.__ 
Fingernail biting :OYee; ONo Sensitivity to cold I DYes O No 

Food collection between !he teeth o Yea ONo Sensitivity to heat DYes DNa 
Date of last dental X·rays FOreign obJecto DYes ONo S'''''''"ly 10 'w..~ t DYes DNa 

Place a marK on "yes" or "tIo' to indicate if you GrlncllnQ teeth DYes DNo Sensitivity when bitin DYes DNO 

have had any of the following : Gums swollen or tender DYM DNO Sores or growths In y ur mouth DYes DNa 
Bad breath DYes DNa Jaw pain or tiredness DYes DNo How often do you noEls? 
Bleeding gums DYes ONO Lip or cheek biting DYe:> ONo I 

Blisters on lips or mouth o Yes DNo loose kleth or broken fillings DYes ONo How often do you bruih? 

-nVI=A_ I 



_______ _ ____ 

____________________ __________ __ 
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.. .;'1 HEALTH !HISTORY~ 
.""-"'" 
Date of last visit,_f--.----~--Physician'S Name _._ ._ _ ._--- --

Have you ever tak.en any of' the group of drugs collectively referred 10 as "ien-phl'ln?" These include combinatlons of lonimin, iAdiPex, Fastin (brand 
nameS of pMntermine). Pofldimln (fenfluramine) and Aedux (dexfcnfluramlne). 0 Yes 0 No 

Place 01 mark on "yes" or "np" \0 indicate if you have had any of the following: 

AIDSIHIV DYes ONe Epi.lepsy DYes ONo Respiratory DiSa"! e DYes DNo 

Anemia DYes DNo Fainting or dizziness DYes ONe Rheumatic Fever DYes ONo 

Arthritis, Rheumatism DYes DNa Glaucoma OYe$ o No Scarlet Fever DYes DNo 

Shortness of Brea ~ DYes ONoArtifiCial Heart Valv~s o Yes DNa Headaches DYes ONo 

Sinus Trouble DYes ONeHe.art Murmur DYes ONo 

DYes DNo 
Artilicial Joints DYes DNo 

Heart Problems DYes ONe Skln Rash 

DYes oNo 
Asthma 	 DYes DNo 

Hepatitis Type DYes ONe 	 Special Diet 

Stroke 
BacK Problems DYes DNo 

DYes DNOBleeding abnormally, with DYes ONo Herpes DYes ONe 

extractions or surgery High 81000 F'ressure OYe~ ONo Swollen Feet or Ar kIlOS DY0s ONo 

Blood Diseabe DVes ONo Jaundice DYes ONo SWOllen Neck Glar ds DYes ONo 

Cancer UYes DNo Jaw Pain DYes DNO Thyroid Problems DYes ONe 

Chemical Depenoency DVes ONo Kidney Disease DYes DNo Tonsillitis OVes ONe 

Chemotherapy DYes DNo Liver Disease DYes ONo TuberCulosis DYes ONo 

CirCulatory Problems DYes DNo Low Blood PraSSUf& DYes DNo Turnor or growth 0 head or DYel; DNo 

Congenital Hearl LeSions DYes DNa Mitral Valve Prolapse DYes ONO I
neck 

DYes DNaCortisone Treatments DYes [J No Nervous PrOblems DYes DNo Ulcer I 
ONo 	 VeAereal Disease OY"'I> ONoCough, persistent or bloody DYes PacemaKer [JYes DNO I 

Weight Loss, unexplained DYes DNoDiabetes DYes DNa Psychiatric Care DYes ONO 

Emphysema DYes DNa Radiation Treatment DYes ONo i 
I 

Do you wear contact lenses? 0 Yes ONe 

Women: I 
Are you pregnant? 0 Yes DNo Due date Are you nUr"Slng? 0 Yes DN1 

Taking birth control pills? 0 Yes DNa 
 i 

ALLERGIEWMEDICATIONS 

o Aspirin o Loc1 Anesthetic 
sis: 
List any medications you are currently taking and the correlating dlligno

o Barbituriltes (Sleeping pills) o Peni$illin 
........_ ".........""',........--- ! 

o Codeine 	 DSulf~ 

DIOdlr)l[I OOth~ ''''''''.''''''Pharmacy Name 	 ,.._-'''"---, 
o LalexPhone(~ ~I 

I 

IT~'J UP D AT E S, (To be filled in at future appointments) : 

-Has thaI'S been arlY Change in your health since your last dental appointment? 0 Yee 

For what conditions? _,__~w_.·________________...~_. 
0 No 

· w· 

II 

,------J..--- .----- 
Are you taking Bny new metlications?______ If 50, what7__~_ .________________-+_________ 

Pationl's Signature ___________________________________ Dlite_rj _______~. 

octor's Signature _________________________________ Dat1t_iI ___, . ,· I- _ _____O 
I 

••••••• t •••••• ~~t •••••• _ ••••••••••••••••• ~t ••••••••• ~ ••••• a •••••••••••••• ~ •• ~ •••• ~ •••• , •••••••••••••••••••••••• ~ •••• , •••••••••• '.t •• I ••• 

I 
Has there been any change in your health since your last dental appointment? 0 Yes' 0 No 


For what conditions7 ____________________________. 
 ~.~~+----j
I 

Are you taking any new madications?___..____• If 110, what?_____~-____________+--------
I 

Date~
P~tient'5 Signature ____~______________, 	 ! 

I 
Doctor's Signature __"~_____".__._~__~___".u.•..,..__________._'_________ Datet----.,--_~___ 


