
DENTAL REGISTRATION AND HISTORY

lpATIENTINFORMATION 

Date 

SS／HIC／PatientiD＃ 

PatientName 
LastName 

FirstName　　　　　　　　　　　　　　　　　Middteinitial 

Address 

E－mail 

City 

State　　　　　　　　　　　　　　Zip 

Sex□M　□F　Age 

Birthdate 

□Married　　　□Widowed　　□Singie　　　□Minor 

□Separated　　□Divorced　　□Partneredfor　　　years 

PatientEmpioye〟Sch00I Occupation 

Emp10ye〟SchooIAddress 

Emp10ye〝SchoolPhone（　） 

Spouse’sName Birthdate 

SS＃ 

Spouse’sEmpIoyer WhommaywethankforreferringyOu？ 

LtDENTALINSURANCE 

Whoisresponsibleforthisaccount？ 

RelationshiptoPatient 1nsuranceCo． 

Group＃ 

IspatientcoveredbyadditionaIinsurance？□Yes　□No 

Subscriber，sName 

Birthdate　　　　　　　　　　　　　　　　SS＃ 

RelationshiptoPatient InsuranceCo， 

Group＃ 

ASSIGNMENTANDRELEASE 

icertify　thati，and／or－my　dependent（S），haveinsurance　coverage　with 

andasslgndirectiyto 

NameoflnsuranceCompany（ies） 

Dr，　　　　　　　　　　　　　　　　　　　　　　　　a旧nsurancebenefits，if 

any，Otherwisepayabietomeforservicesrendered，iunderstandthatlam 

financiaiiyresponsibIeforallchargeswhetherornotpaidbyinsurance．lauthorize 

theuseofmysignatureOna旧nsurancesubmissions， 

Theabove－nameddentistmayusemyheaithcareinformationandmaydisclose 

SuChinformationtotheabove－namedlnsuranceCompany（ies）andtheiragents 

forthepurposeofobtainlngPaymentforservicesanddeterminInginSuranCe 

benefitsorthebenefitspayabIeforretatedservices．Thisconsentwiilendwhen 

mycurrenttreatmentpIaniscompietedoroneyearfromthedateslgnedbeiow， 

SignatureofPatie巾Parent，GuardianorPersonaIRepresentative 

PleaseprintnameofPatient，Parent，GuardianorPersonaiRepresentative 　Date　　ReIationshiptoPatient 

DENTAL HISTORY

Reasonfortoday’svisit

FormerDentist

City／State

Dateofiastdentalvisit

DateoflastdentalX－rayS

Placeamarkon“yes”or“no”toindicateifyou

havehadanyofthefol10Wlng：

Badbreath　　　　　　　　　　　□＼厄S　□No

BIeedinggums　　　　　　　　口、ねS　□No

馴SterSOnlipsormouth　　　　□＼ぬS　□No

BurnlngSenSationontongue

Chewononesideofmouth

Cigarette，PlPe，OrCIgarSmOking

CIickingorpoppIngJaW

Drymouth

Fingernailbiting

Foodcollection betweentheteeth

ForeIgnObjects

Grindingteeth

Gumsswollenortender

JawpalnOrtiredness

Liporcheekbiting

Looseteethorbrokenf冊ngs

Mouthbreathing

Mouthpaln，brushing

Orthodontictreatment

Pain around ear

Periodontaltreatment

Sensitivitytoc01d

Sensitivitytoheat

Sensitivitytosweets

Sensitivitywhenbiting

Soresorgrowthsinyourmouth

Howoftendoyouf10SS？

Howoftendoyoubrush？
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HEALTH HISTORY

PhysiCian’sName Dateoflastvisit

Haveyoueverusedabisphosphonatemedication？CommonbrandnamesareFosamax，Actonei，Ateivia，Didronel，Boniva．口、rbs　□No

HaveyouevertakenanyofthegroupofdrugscoIlectiveiyreferredtoas“fen－Phen？”Theseincludecombinationsof10nimin，Adipex，Fastin（brand

namesofphentermine），Pondjmin（fenfiuramine）andRedux（dexfenfiuramine）．口、res　□No

Placeamarkon“yes”or“no”toindicateifyouhavehadanyofthefol10Wlng：

AIDS／HIV

Anemia

Arthritis，Rheumatism

ArtificialHeartValves

ArtificialJoints

Asthma

Back Problems

BIeedingabnormaIly，With

extractionsorsurgery

B100d Disease

Cancer

ChemicaiDependency

Chemotherapy

CirculatoryProblems

CongenitaiHeartLesions

Cortisoneneatments

Cough，PerSistentorbl00dy

Diabetes

Emphysema

Doyouwearcontactlenses？

Wbmen：

□＼ぬS　□No

□＼厄S　□No

□Yes　□No

□＼庵S　□No

□＼侶S　□No

□＼伯S　□No

□＼ねS　□No

□＼厄S　□No

Areyoupregnant？口、res　□No
‾由kingbirthcontrolpills？□＼厄S　□No

Epilepsy

Faintingordizziness

Glaucoma

Headaches

Heart Murmur

Heart Probiems

Hepatitis申Pe

Herpes

HighB100dPressure

Jaundice

Jaw Pain

KidneyDisease

LiverDisease

Low Blood Pressure

Mitral＼佃iveProlapse

Nervous Probiems

Pacemaker

PsychiatricCare

Radiationneatment

Duedate

RespiratoryDisease

Rheumatic Fever

ScarletFever

ShortnessofBreath

Sinusnouble

Skin Rash

SpecialDiet

Stroke

Swoiien FeetorAnkles

Swollen NeckGiands

ThyroidProblems
”lbns冊tis

n」bercu10Sis

nmororgrowthonheador
neck

UIcer

VenerealDisease

WeightLoss，uneXPiained

Areyounursing？口、YeS　□No

MED �量CATI �ONS �ALLERG �IES 

ListanymedicationsyouarecurrentIytakingandthecorrelating diagnosis： PharmacyName �□Aspirin　□LocalAnesthetic □Barbiturates（Sleepingpiils）□Penic冊n □Codeine　□Sulfa □10dine　□Other 

Phone（　　） �□Latex 

llUpDATES（Tobefilledinatfutureappointments） � � 

Hastherebeenanychangeinyourhealthsinceyourlastdentalappointment？□Yes �□No � 

Forwhatconditions？ � � 

Areyoutakinganynewmedications？　lfso，What？ Patient’SSignature � � 

Date 

Doctor’SSignature � �Date 

●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●●● Hastherebeenanychangeinyourhealthsinceyouriastdentaiappointment？□＼ねS□No �●　●　●　●　●　●　●　●　● � 

Forwhatconditions？ � � 

Areyoutakinganynewmedications？Ifso，What？ Patient’SSignature � � 

Date 

Doctor’SSignature � �Date 
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Dementia / Alzheimer                           Yes         No
                                               

None

Dentrix
Typewritten Text
No known allergies

Dentrix
Rectangle

Dentrix
Rectangle

Dentrix
Rectangle

Dentrix
Text Box
_______________           None
_______________     _______________
_______________     _______________
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List any additional health history information not mentioned above: 







Have you been vaccinated for the COVID - 19 virus?                YES               NO



To the best of my knowledge, all of the proceeding answers and information provided are true and correct.  I will inform the doctor of any health changes at the earliest convenience, without fail.
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