PATIENT REGISTRATION INFORMATION
Please Print
Patient’s Name:  ________________________________________________________________
                                       First                                 Initial                                   Last

Home Address:  ____________________________________________________________
                                                                 Street

                                _________________________________________________________________
                                                City                                                       State                                   Zip

Cell Phone:________________________________

Home Phone:______________________________  D.O.B._________________ Age:_______

S.S.#_____________________________________  Sex:    M  /  F

Marital Status: _______________________ Spouse’s Name:___________________________

If Patient is a Minor:___________________________________________________________
                                              Name of person legally responsible

Employed by: ________________________________________________________________

Occupation: _______________________________ Work Phone: _______________________

Do you carry dental insurance:  Y  / N

Insurance carrier name: _______________________________________________________

Name of insured: ___________________________________Relationship: _______________

Insured S.S.#: ___________________________________ Insured D.O.B.: _______________

Dentist who referred you here: _________________________________________________

General Dentist: _____________________________________________________________

Are you here as a result of an accident?   Y  /  N

Date: __________________ Nature: ______________________________________________

Pharmacy Name: ________________________________________ Phone: _______________
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Physician’s Name___________________________________ Date of Last Physical Exam: __________________

Please Indicate With a Check Mark (  )
1.  Has there been any changes in your general health within the past year?      Y  /  N
2. Are you under the care of a physician?                                                                       Y  /  N
          If yes, nature of treatment: _____________________________________________________________
3.  Have you been hospitalized in the past 3 years?                                                    Y  /  N
          If yes, reason: __________________________________________________________________________
4.  Are you pregnant?   Y  /  N                   If yes, months: _______________________________________
5. Do you have any heart problems?                                                                               Y  /  N
         If yes, please describe: _________________________________________________________________
6. Do you have any of the following?
         Artificial or replacement heart valves________ or pacemaker__________
         Artificial or replacement joints? ____________ Date replaced_______________________
7. Do you premedicate with an antibiotic 1 hour prior  to any dental treatment due to having  a  medical/heart condition or a joint replacement? (this does NOT include an antibiotic given by your dentist for your tooth)                                                      Y  /  N
8.  Have you ever been treated for periodontal disease?                                             Y  /  N
9. Are you allergic to any medications/anesthetics?                                                    Y  /  N
         If yes, please list_______________________________________________________________________

______________________________________________________________________________________________________
10.  Do you have or have you ever had any of the following problems?
___________High B.P.                   _____________Slow Healing                   _____________ Nervous Problems
___________Low B.P.                    _____________Excessive Bleeding        _____________ Psychiatric Care
___________Stroke                         _____________Hepatitis, (type)____    ______________Scarlet Fever
___________Asthma                      _____________Anemia                              _____________Rheumatic Fever
___________Diabetes                    ______________Arthritis                          _____________Thyroid
___________Circulatory               ______________T.B.                                   _____________Ulcer
___________Kidney Disease        ______________Cancer                             ______________Aids
___________Seasonal Allergies   ______________Malignancies                 _______________Sinus

11. Please list all current medications:__________________________________________________________

                                                                                                                                                                                         
12. Do you have any disease, condition, or problem not listed above?                Y  /  N
Additional remarks:_________________________________________________________________________


Patient Signature (or parent/guardian if minor)____________________________________________________

Date____________________________________________


