
PATIENT REGISTRATION & HEALTH HISTORY 
ANSWERS TO THE FOLLOWING QUESTIONS ARE FOR OUR RECORDS ONLY AND WILL BE CONSIDERED CONFIDENTIAL 

NAME:  _____________________________________________________________________________________   DATE: __________________  

FIRST    MIDDLE   LAST 

PREFERS TO BE CALLED: _________________________   DATE OF BIRTH:  ___________________   SSN# ______________________ 

MAILING ADDRESS:__________________________________________________________________________________________________________ 
STREET     CITY    STATE   ZIP

HOME PHONE#:  _____________________  CELL PHONE# _____________________  E-MAIL:  ________________________________________ 
WHEN CONFIRMING APPOINTMENTS WHICH OF THE FOLLOWING DO YOU PREFER:   HOME _____  WORK  _____ CELL _____  E-MAIL ______ 

EMPLOYER:  ___________________________________________________________   OCCUPATION:  ____________________________________  

BUSINESS PHONE#:  _____________________   BUSINESS ADDRESS:  ____________________________________________________________ 

MARITAL STATUS:       (     )  SINGLE        (     )  MARRIED       (      )  DIVORCED        (     )  WIDOWED 

SPOUSE’S NAME:  (If Applicable) ___________________________________  EMPLOYER:  _____________________________________________ 

BUSINESS PHONE#:  _____________________   BUSINESS ADDRESS:  ____________________________________________________________ 

  RELATIONSHIP  

EMERGENCY CONTACT:  ___________________________________   PHONE:  ____________________   TO PATIENT:  _________________ 

FAMILY DENTIST: ________________________    WHOM MAY WE THANK FOR REFERRING YOU?  _______________________________ 

IS PATIENT A MINOR?  _______________  IF SO, PLEASE COMPLETE THE FOLLOWING: 

PARENT/GUARDIAN  NAME:  ________________________________________________________________________________________________ 

FIRST    MIDDLE   LAST 

MAILING ADDRESS: ______________________________________________________________________________________________________ 

(IF DIFFERENT FROM ABOVE)  STREET    CITY   STATE   ZIP 

HOME PHONE#:  _______________________  CELL PHONE# ______________________  BUSINESS PHONE:  _________________________ 

DENTAL INSURANCE INFORMATION: 

DO YOU HAVE DENTAL INSURANCE?  _______________   IF SO, PLEASE COMPLETE THE FOLLOWING: 

INSURANCE COMPANY NAME:  ___________________________________________________________  PHONE#:  _______________________ 

ADDRESS:____________________________________________________________________________________________________________________ 

SUBSCRIBER NAME:  ______________________________________________________  SUBSCRIBER SSN#:  _____________________________ 

SUBSCRIBER DATE OF BIRTH:  ___________________   GROUP #:: _________________________   ID#::  ______________________________ 

MEDICAL INSURANCE INFORMATION: 

DO YOU HAVE MEDICAL INSURANCE?  ________________  IF SO, PLEASE COMPLETE THE FOLLOWING: 

INSURANCE COMPANY NAME:  ___________________________________________________________  PHONE#:  _______________________ 

ADDRESS:____________________________________________________________________________________________________________________ 

SUBSCRIBER NAME:  ______________________________________________________  SUBSCRIBER SSN#:  _____________________________ 

SUBSCRIBER DATE OF BIRTH:  ___________________   GROUP #:: _________________________   ID#::  ______________________________ 



HEALTH HISTORY 
 

 

PHYSICIAN’S NAME:__________________________ ADDRESS:___________________________ PHONE: __________________ 

 

HAVE YOU BEEN HOSPITALIZED OR HAD A SERIOUS ILLNESS WITHIN THE PAST FIVE YEARS?  YES  ___    NO ___    

 

PLEASE CHECK ANY OF THE FOLLOWING YOU HAVE HAD IN THE PAST OR HAVE AT THE PRESENT TIME: 

 
 

PLEASE CHECK IF YOU ARE TAKING ANY OF THE FOLLOWING: 

 
 

PLEASE CHECK ANY OF THE FOLLOWING TO WHICH YOU ARE ALLERGIC: 

 
 

ARE YOU A SMOKER?  YES ____ NO ____          IF SO, HOW OFTEN? _____________________________________________ 

ARE YOU INTERESTED IN QUITTING?  VERY _____      SOMEWHAT _____      NOT AT ALL _____ 
 

 

SHOULD WE BE MADE AWARE OF ANY DISEASE, CONDITION, PROBLEM OR FAMILY HISTORY? YES____ NO____  

IF SO, PLEASE EXPLAIN: _____________________________________________________________________________________ 
 

 

WOMEN:  ARE YOU PREGNANT?  YES______NO_____ 

     DO YOU HAVE PROBLEMS WITH YOUR MENSTRUAL CYCLE?   YES_____  NO _____  

 

 

 

 

 

 

 

 
 

RELEASE & CONSENT SECTION: 
I HEREBY CONSENT TO AN EXAMINATION AND DEEM THAT ALL INFORMATION LISTED IS ACCURATE AND CURRENT.  THE UNDERSIGNED 

HEREBY AUTHORIZES THE DOCTOR TO TAKE X-RAYS, STUDY MODELS, PHOTOGRAPHS OR ANY OTHER  

DIAGNOSTIC AIDS DEEMED APPROPRIATE TO MAKE A THOROUGH DIAGNOSIS OF THE PATIENT’S DENTAL NEEDS.  I WILL ALSO NOTIFY 

YOU OF ANY CHANGES IN MY HEALTH STATUS IN THE FUTURE. 

  

PATIENT SIGNATURE: ___________________________________________________      DATE: __________________________ 

 

PARENT IF PATIENT IS A MINOR:_________________________________________ DATE: ___________________________ 

      RHEUMATIC FEVER       TUBERCULOSIS       COMMUNICABLE SEXUAL DISEASES 

      HEART DEFECTS        LIVER DISEASE       HIV/AIDS 

      ARTHRITIS       TUMORS       CARDIOVASCULAR DISEASE 

      HEART BYPASS       STOMACH  PROBLEMS       HIGH BLOOD PRESSURE 

      ANEMIA       ANGINA       ABNORMAL BLEEDING 

      THYROID       KIDNEY TROUBLE       HAY FEVER 

      ASTHMA       GLAUCOMA       ARTIFICIAL JOINTS 

      SEIZURES       DIABETES       HEPATITIS A, B, OR C 

      ORGAN TRANSPLANT       CANCER      MITRAVALVE PROLAPSE 

      BLOOD TRANSFUSION       EASY BRUISING      CONGENITAL HEART FAILURE 

      ULCERS       PACEMAKER      OTHER: 

       ANTIBIOTICS OR SULFA DRUGS       ASPIRIN      DIABETES MEDICATION 

      BLOOD THINNERS       STEROIDS      HEART MEDICATION 

     TRANQUILIZERS       NITROGLYCERIN      HIGH BLOOD PRESSURE MEDICATION 

      ORAL CONTRACEPTIVES       HORMONES      OTHER (INCLUDING HERBAL): 

 

       LOCAL ANESTHETICS (NOVACAIN)       ASPIRIN       SULFA DRUGS 

       CODEINE OR OTHER NARCOTICS       SEDATIVES       PENICILLIN 

       LATEX ALLERGY       IODINE      TETRACYCLINE  

 OTHER ANTIBIOTICS -  PLEASE LIST: 

 

 OTHER: 

 

REVIEW DATE CLIENT'S SIGNATURE/INITIALS STAFF MEMBER 

      

      

      

      


	PatientRegistration1.pdf
	PatientRegistration2.pdf

	DATE: 
	PREFERS TO BE CALLED: 
	DATE OF BIRTH: 
	SSN: 
	EMPLOYER: 
	OCCUPATION: 
	BUSINESS PHONE: 
	BUSINESS ADDRESS: 
	SPOUSES NAME If Applicable: 
	EMPLOYER_2: 
	BUSINESS PHONE_2: 
	BUSINESS ADDRESS_2: 
	EMERGENCY CONTACT: 
	FAMILY DENTIST: 
	WHOM MAY WE THANK FOR REFERRING YOU: 
	IS PATIENT A MINOR: 
	HOME PHONE_2: 
	CELL PHONE_2: 
	BUSINESS PHONE_3: 
	INSURANCE COMPANY NAME: 
	PHONE_2: 
	ADDRESS: 
	SUBSCRIBER NAME: 
	SUBSCRIBER SSN: 
	SUBSCRIBER DATE OF BIRTH: 
	GROUP: 
	ID: 
	INSURANCE COMPANY NAME_2: 
	PHONE_3: 
	ADDRESS_2: 
	SUBSCRIBER NAME_2: 
	SUBSCRIBER SSN_2: 
	SUBSCRIBER DATE OF BIRTH_2: 
	GROUP_2: 
	ID_2: 
	PHYSICIANS NAME: 
	ADDRESS_3: 
	PHONE_4: 
	OTHER INCLUDING HERBAL: 
	OTHER ANTIBIOTICS PLEASE LIST: 
	OTHER_2: 
	IF SO HOW OFTEN: 
	IF SO PLEASE EXPLAIN: 
	REVIEW DATERow1: 
	CLIENTS SIGNATUREINITIALSRow1: 
	STAFF MEMBERRow1: 
	REVIEW DATERow2: 
	CLIENTS SIGNATUREINITIALSRow2: 
	STAFF MEMBERRow2: 
	REVIEW DATERow3: 
	CLIENTS SIGNATUREINITIALSRow3: 
	STAFF MEMBERRow3: 
	REVIEW DATERow4: 
	CLIENTS SIGNATUREINITIALSRow4: 
	STAFF MEMBERRow4: 
	DATE_2: 
	DATE_3: 
	OTHER: 
	Phone Preferance Home: Off
	Phone Preferance Cell: Yes
	Preferance Email: Off
	Phone Preferance Work: Off
	Heart Defects: Off
	Arthritis: Off
	Heart Bypass: Off
	Anemia: Off
	Thyroid: Off
	Asthma: Off
	Seizures: Off
	Organ Transplant: Off
	Blood Transfusion: Off
	Ulcers: Off
	Rheumatic Fever: Off
	Tuberculosis: Off
	Liver Disease: Off
	Tumors: Off
	Stomach Problems: Off
	Angina: Off
	Kidney Trouble: Off
	Glaucoma: Off
	Diabetes: Off
	Cancer: Off
	Easy Bruising: Off
	Pacemaker: Off
	Communicable Sexual Diseases: Off
	HIV/AIDS: Off
	Cardiovascular Disease: Off
	Abnormal Bleeding: Off
	Hay Fever: Off
	Artificial Joints: Off
	Hepatitis A, B, Or C: Off
	Mitralvalve Prolapse: Off
	Congenital Heart Failure: Off
	Antibiotics or Sulfa Drugs: Off
	Blood Thinners: Off
	Tranquilizers: Off
	Oral Contraceptives: Off
	Aspirin: Off
	Steroids: Off
	Nitroglycerin: Off
	Hormones: Off
	Diabetes Medication: Off
	Heart Medication: Off
	High Blood Pressure: Off
	Local Anesthetics: Off
	Codeine: Off
	Latex Allergy: Off
	Aspirin 2: Off
	Sedatives: Off
	Iodine: Off
	Sulfa Drugs: Off
	Penicillin: Off
	Tetracycline: Off
	No Smoker: Off
	Very interested: 
	0: Off

	Somewhat Interested: Off
	Not at All Interested: Off
	Yes Smoker: Off
	No Pregnant: Off
	Yes Menstrual: Off
	No Menstrual: Off
	Yes Pregnant: Off
	No Fam History: Off
	Yes Fam History: Off
	No Hospitalized: Off
	Yes Hospitalized: Off
	Yes Insurance: Off
	Yes Dental Insurance: Off
	HOME PHONE 1: 
	CELL PHONE: 
	EMAIL 1: 
	PHONE EMERGENCY: 
	RELATION TO PATIENT: 
	FIRST NAME: 
	MIDDLE NAME: 
	LAST NAME: 
	FIRST NAME Guardian: 
	MIDDLE NAME Guardian: 
	LAST NAME Guardian: 
	STREET: 
	CITY: 
	STATE 1: 
	ZIP: 
	STREET Guardian: 
	CITY Guardian: 
	STATE Guardian: 
	ZIP Guardian: 
	Single: Off
	Divorced: Off
	Married: Off
	Widowed: Off


