MEDICAL HISTORY
PATIENT NAME _______________________________________      BIRTH DATE ____________________


Are you under a physician’s care now?
Ο Yes  Ο No
If yes, please explain: _____________________________

Have you ever been hospitalized or had a major operation?
Ο Yes  Ο No
If yes, please explain: _____________________________

Have you ever had a serious head or neck injury?
Ο Yes  Ο No
If yes, please explain: _____________________________

Are you taking any medications, pills, or drugs?
Ο Yes  Ο No
If yes, please explain: _____________________________

Do you take, or have you taken, Phen-Fen or Redux?
Ο Yes  Ο No
___________________________________________
Have you ever taken Fosamax, Boniva, Actonel or any other 
medications containing bisphosphonates?                                   Ο Yes  Ο No
___________________________________________

Are you on a special diet?
Ο Yes  Ο No
___________________________________________

Do you use tobacco?
Ο Yes  Ο No


                                                                                            Women:  Are you:         Ο  Pregnant/Trying to get pregnant?            Ο  Nursing?        Ο  Taking oral contraceptives?

Are you allergic to any of the following?

  Aspirin         Penicillin         Codeine        Acrylic         Metal         Latex      Local Anesthetics     Sulfa Drugs
  Other     If yes, please explain:  ___________________________________________________________________

Do you have, or have you had, any of the following?

 AIDS/HIV Positive
 Chest Pains
 Genital Herpes
 Irregular Heartbeat
 Scarlet Fever

 Alzheimer’s Disease
 Cold Sores/Fever Blisters
 Glaucoma
 Kidney Problems
 Shingles

 Anaphylaxis
 Congenital Heart Disorder
 Hay Fever
 Leukemia
 Sickle Cell Disease

 Anemia
 Convulsions
 Heart Attack/Failure
 Liver Disease
 Sinus Trouble

 Angina
 Cortisone Medicine
 Heart Murmur
 Low Blood Pressure
 Spina Bifida

 Arthritis/Gout
 Diabetes
 Heart Pacemaker
 Lung Disease
 Stomach/Intestinal Disease

 Artificial Heart Valve
 Drug Addiction
 Heart Trouble/Disease
 Mitral Valve Prolapse
 Stroke

 Artificial Joint
 Emphysema
 Hemophilia
 Pain in Jaw Joints
 Swelling of Limbs

 Asthma
 Epilepsy or Seizures
 Hepatitis A
 Parathyroid Disease
 Thyroid Disease

 Blood Disease
 Excessive Bleeding
 Hepatitis B or C
 Psychiatric Care
 Tonsillitis
 Blood Transfusion
 Excessive Thirst
 Herpes
 Radiation Treatments
 Tuberculosis

 Breathing Problems
 Fainting Spells/Dizziness
 High Blood Pressure
 Recent Weight Loss
 Tumors or Growths

 Bruise Easily
 Frequent Cough
 High Cholesterol
 Renal Dialysis
 Ulcers

 Cancer
 Frequent Diarrhea
 Hives or Rash
 Rheumatic Fever
 Venereal Disease
 Chemotherapy
 Frequent Headaches
 Hypoglycemia
 Rheumatism
 Yellow Jaundice

Artificial Knee , Hip, or Shoulder  – Date ________________________ 


Have you ever had any serious illness not listed above?  Ο Yes  Ο No  If yes, please explain: ______________________________
Previous Dentist __________________________________
________________________________________________
Have you made regular visits?
Yes ____  No ____

Were dental x-rays taken?
Yes ____  No ____

Is there anything else we should know about your health ___

________________________________________________________________________________________________________________________________________________________________________________________________________
Please Rank the following in the order in which they would KEEP YOU FROM having dental treatment:

FEAR of pain  #
COST of treatment  #

LACK of concern  #
MISSING work time  #

Do you clench or grind your teeth?
Yes ____  No ____

Does your jaw click or pop?
Yes ____  No ____

Have you experienced any pain or soreness in the muscles of your face or around the ear?
Yes ____  No ____

Are any teeth sensitive to hot _____  cold _____ 

sweets _____  pressure _____

Do your gums bleed or hurt when brushing?
Yes ____ No ____

Has anybody told you your breath is offensive?
Yes ____ No ____
How do you feel about your teeth in general __________________

_______________________________________________________
Are you happy with the appearance of your teeth? ______________

Have you had any unpleasant dental experiences or anything about dentistry that you strongly dislike? ___________________________

________________________________________________________

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent, or Guardian _________________________________________________   Date  _____________________________

ADULT REGISTRATION

Patient’s

Name
___________________________________________

Last
First
M.I.

Date of Birth____________________        Male/Female

Patient Social Security Number ________________________

How do you wish

To be addressed ____________________________________

Single     Married     Separated    Divorced    Widowed

Residence --  Street  _________________________________

City _________________________  State _______  Zip______

Home Phone  __________________  Cell _____________
E-mail ___________________________Receive Text    Yes/No

How do you prefer to be contacted?_____________________

Referred by________________________________________

Patient Employed by _________________________________

Employer Telephone Number ___________________ Ext ___

Present Position _________________ How long held _______

Spouse Name ______________________________________

Spouse Social Security Number ________________________

Spouse Employed by ________________________________

Spouse Cellular ______________   Spouse Work # _________

Who will pay this account _____________________________

Purpose of visit _____________________________________

Someone to notify in case of emergency – Not living with you:

__________________________________________________
DENTAL INSURANCE 1ST COVERAGE

Employee Name ____________________  DOB __________

Employer _________________________ Phone __________

Name of Ins Co. ____________________________________

Phone Number_____________________________________

Policy Number _____________________  Group _________
Social Security Number ______________________________


                               CHILD REGISTRATION

Patient’s

Name
___________________________________________

Last
First
M.I.

Date of Birth____________________         Male/Female

Child’s Social Security Number _________________________

How do you wish child
To be addressed ____________________________________

Parent’s Name ______________________________________

Residence --  Street  _________________________________

City _________________________  State _______  Zip______

Home Phone  __________________  Cellular _____________
E-mail ___________________________ Receive Text   Yes/No

How do you prefer to be contacted?____________________
Referred by________________________________________

Parent Employed by _________________________________

Employer Telephone Number ___________________ Ext ___

Responsible Party SSN  _______________________________
Spouse Name ______________________________________

Spouse Social Security Number ________________________

Spouse Employed by ________________________________

Spouse Cellular ______________   Spouse Work # _________

Who will pay this account _____________________________

Purpose of visit _____________________________________

Someone to notify in case of emergency – Not living with you:

__________________________________________________
DENTAL INSURANCE 2nd COVERAGE

Employee Name ____________________  DOB __________

Employer _________________________ Phone __________

Name of Ins Co. ____________________________________

Phone Number_____________________________________

Policy Number _____________________  Group _________
Social Security Number ______________________________

AUTHORIZATION FOR TREATMENT


I authorize recommended treatment. I agree to pay all fees and charges for such treatment the day they are incurred, unless previous arrangements have been made.





                               Signature ___________________________________  Date _______________











