 
                                                                   HISTORY AND REGISTRATION 

                                                                                            Patient Information 
Name: Last__________________First_______________Middle Initial_____Preferred Name_____________________ 
Birthdate:__________________Soc.Sec#___________________  Sex ___M___F          Single/Married/Child 
Mailing Address:   Street____________________________________Apt.#_______  City__________________State_____Zip_____ 
Phone Numbers: Home________________ Work______________________Cell______________________________ 
E-Mail address ___________________________________________ How often do you check it? All the time  Daily Weekly Rarely   
Patient’s Employer_____________________________Occupation________________________________________________________ 
Whom May We Thank for Referring You to our Office? ________________________________________________________________

If patient is a minor, responsible party information 
Name:Last_______________________First_______________________Middle Initial____ Marital Status__________ 
Address:____________________________Apt #________ City___________________State____ Zip______________ 
Soc. Sec.#_______________________ Date of Birth____________ Relation to patient__________________________ 
Employer________________________________Occupation______________________________________________ 
Phone Numbers: Home                                    Work                                           Cell                             
	Spouse’s Information
Name___________________________________________
Soc.Sec #________________________________________
Employer________________________________________
Work Phone  _________________  Cell _______________
 
	Emergency Information/Alternate Contact        Relative Not Living with you: 
       Name_________________Phone No. ______________ 
       Relationship__________________________________ 
       Name_________________Phone No.______________ 
      Relationship 

	Dental History 
Date of  last visit with a dentist?________________________               
Last complete dental exam, Date:______________________________ 
Last full mouth x-rays Date:__________________________________ 
                                                                               YES  NO 
Are you having problems now?…………………………                  
Explain:__________________________________________________ 
Are you apprehensive about dental treatment?……………..                    
Have you had (gum) treatments or deep cleaning?……….   ..            
Do your gums bleed, or feel tender or irritated?…………….                 
Are your teeth sensitive to hot/cold/sweets/pressure?(circle).               
Are you aware of grinding or clenching your teeth?………...                 
Do you have headaches, earaches or neck pains?(circle)……             
Would you like to have whiter teeth?…………… ………….               
Would you like to have straighter teeth?.................................          
Do you have fillings or dental work that you do not like?….                 
Would you like your teeth to look better or different?………              
In what way?______________________________________________ 
Name of previous dentist:___________________________ 
City:____________________State___________________ 
 
                                         
	Medical History 
                 Circle any of the following which you have had,    or presently have: 
  Arthritis                             Glaucoma                       Pain in jaw joint 
  Asthma                               Heart Condition             Reflux                       
  Cancer _________             Heart Surgery                Rheumatic Fever 
      Radiation                        Hepatitis Type______   Stroke                         
      Chemotherapy                High Blood Press          Thyroid Condition 
      History of Oral Cancer   HIV(AIDS)                   Tuberculosis 
  Diabetes –Type______       Joint Replacement        Ulcers 
  Emphysema                        Kidney Condition 
  Epilepsy/Seizures               Liver Condition 
  Fever Blister                       Mental Condition   
 
 Are you pregnant?_____________Due_______________________ 
 Do you use any tobacco products? (circle) Yes    No  ____________     
 What medications are you currently taking?_____________________ 
_________________________________________________________ 
_________________________________________________________ 
 ________________________________________________________ 
_________________________________________________________  


Is there any other Medical or Dental information that you feel I should know about?_______________________________ 
_______________________________________________________________________________________________ 
 
Are you allergic to or have you reacted adversely to any of the following medications: 
Aspirin      Erythromycin      Latex (gloves, balloons, etc.)       Nitrous Oxide        Codeine      Penicillin           Nuts     
Are you aware of being allergic to any medications or substances?_____If yes, list:_____________________________________ 
Family Physician___________________________________________________Phone No.______________________________ 
 

 
 
Dental Insurance Information (Primary Carrier) 
Please complete or present card 
Insured’s Name_____________________Soc Sec #___________________Date of Birth__________________  
Insurance Co.___________________________Insurance Co. Address_________________________________ 
Insured’s Employer________________________Group #___________________________________________ 
 
Secondary Coverage 
Insured’s Name_____________________Soc Sec #___________________Date of Birth___________________ 
Insurance Co.___________________________Insurance Co. Address__________________________________ 
Insured’s Employer________________________Group #____________________________________________ 
 
 
I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge.  I understand that this information will be used by the dentist to help determine appropriate and healthful dental treatment.  If there is any change in my medical status, I will inform the dentist. 
 
I authorize the dentist to release all information necessary and I authorize the use of this signature on all insurance submissions to secure the payment of benefits.  I understand that I am financially responsible for all charges, whether or not paid by insurance. 
 
I authorize the use of any or all of the phone numbers I provided for calls, texts and my email address to be used  for all communication regarding appointments, treatment and my account. 
 
I authorize and request my insurance company to pay direct to the dentist all benefits otherwise payable to me. Fees quoted in regard to insurance benefits are only an estimate.  I understand that my insurance carrier may have policy exclusions or limitations and may deny services. I agree to be responsible for payment of all services rendered regardless of my insurance coverage. 
 
A finance charge of 1 ½% per month (18% per annum) on any unpaid balance, which exceeds 60 days regardless of insurance coverage. 
 
The restorative filling material of choice at our office is composite (white) filling material.  Your insurance company may use a fee maximum allowance for amalgam (silver) fillings.  I understand that I am responsible for any differences not covered by my insurance policy. 
 
Signature______________________________   Date_________________________________ 
 
 

