a s c_HEALTH HISTORY & REGISTRATION

PATIENT INFORMATION
PATIENT'S NAME Last First Middle Initial SEX: M F  BIRTHDATE AGE
Soc. Sec. # If Patient is a Minor, give Parent's or Guardian's Name TODAY'S DATE

Who May We Thank for Referring You to our Office? Reason for this Visit

RESPONSIBLE PARTY INFORMATION

NAME Last First Middle MARITAL STATUS
RESIDENCE Street Apt. # City State Zip
MAILING ADDRESS Street ' ' Aot. # City State Zip
HOW LONG AT THIS ADDRESS HOME PHONE WORK PHONE

PREVIOUS ADDRESS (if less than 3 yrs.) Street Cily State Zip How Long
SOCIAL SECURITY # _BIRTHDATE_____ DRIVER'SLICENSE# ____ RELATION TO PATIENT

EMPLOYER OCCUPATION i NO. YEARS EMPLOYED

RESPONSIBLE PARY’S SPOUSE EMERGENCY INFORMATION:

RE[LAT!VE NOT LIVING WITH YOU.
NAMES TAST : FIRST 7 WIODLE ; RELATIONSHIP
EMPLOYER : - NO. YEARS EMPLOYED .- NAME
OCCUPATION _'SOC. SEC. # ADDRESS

WORK PHONE

BIRTHDATE

¥ CITY, STATE

If you have double dental insurance coverage, complete this for the

DENTAL INSURANCE INFORMATION (Primary Carrler) second coverage

insured’s Name Insured’s Name

Insurance Co. Insurance Co.

Insurance Co. Address

Insurance Co. Address

Insured’s Employer
Insured’s
Soc. Sec. # Group #

Insured's Employer
Insured’s
Soc. Sec. # Group # Local #

Locat #

It Is Important that | know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This Information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely flil out this questionnaire.

*DENTAL'HISTORY* YES NO *MEDICAL HISTORY* YES NO
HOW-LONG SINCE'you have seen a Dentist? Do you have any CURRENT HEALTH PROBLEMS? - O 0
Last COMPLETE: Dental Exam, Date: Are you under a PHYSICIAN'S CARE now? g a
Last FULL MOUTH X-BAYS; DATE: {16 small Films or Panoramicy For What?
Are you having PROBLEMS: now? 0 O _| What MEDICATIONS are you currently taking?
WHAT? Are you PREGNANT?- o g
Is your present dental heaith POOR?. 0 [ | Do you use cigars/cigarettes, pipe or chewing tobacco? Circle O O
Do you wear DENTURES? (Partials or Full) & O | CIRCLE ANY OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLY HAVE:
Are you UNHAPPY. with your dentures? : G O IHeart Disease or Attack  AIDS/ARC/HIV Pos. Bruise Easily
Would you like to know more about PERMANENT REPLACEMENTS? [J [ |Angina Pectoris Hepatitis A (infectious) .- Emphysema
Are you APPREHENSIVE about dental treatment? O O ﬁgga’:tB“I,ﬂgsnTressu‘re ngggg{ﬁ 8 (serum) g I\ustt);:glaﬂoms (TB)
Have you had any PERIODONTAL {GUM):treatments? [0 3 |Rheumatic Fever Liver Disease > Hay fever
Do your gums BLEED, or feel TENDER or IRRITATED?: O O ﬁ;?pg,ec"f' Hgar} Lesions -gloodA'ggnsthSIOH A ' ﬁ};}#gigfs Ogrb:gwes
- itral Valve Prolapse ru iction
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (circle) L 01 | antificial Heart Valve : Hemophlha (Bleeding Problems) Diabetes
Are you UNHAPPY with the APPEARANCE of your teeth? 03 {3 |HeartPacemaker - Fever Blisters . Thyroid Disease
Are you aware of GRINDING or CLENCHING your teeth? 0O [ |HeartSurgery Epilepsy or Seizures EE Radiation Treatment
— - Artificial Joints {Hip, Knee} Nervousness ; ; _ Arthritis
Do you have HEADACHES, EARACHES, or NECK PAINS? 0 _ O |anemia Psychiatric Treatment - - Cortisone Medicine
Have you worn BRACES: on your teeth? (ORTHODONTICS)! O g }S(téoke 3 ' o X (élr?ucortr':a (C ey /P\?m r:nlJaw Joints
Do you have DISCOLORED teeth that bother you? O [ |ploneydroble emotherapy (Cancer, Leukemia coholism
z - Ulce - Venereal D Syphili hea, etc.) “Cosmetic Surger
Would you like your smile to LOOK BETTER or DIFFERENT?: 0O 0O = il G Rl BT R,
Do you REGULARLY use DENTAL FLOSS?. 0 O QSELYO%J“GU@LERGIC TD OR HA\IE YOU REACTED ADVERSELY TO ANY OF THE
. . Aspirin ) Local Anesthetic ~ Erythromycin . Latex*(balloons, '
Name of Previous Dentist: Nitrous Oxide Codeine 1 Penicillin® gloves, elc.)
City: . Are you aware of being alergic to any other foods, medncanons or substances?.
1y: State: If yas,:please list:.

How do you feel about your teeth? Is there any other Medical or Denta/ information that you feel I should know about?

Please RANK the following in the order in which they would KEEP YOU FROM having dental treatment.

FEAR of pain - #. LACK of concern #
|-COST of treatment - # _ MISSING work time # | FAMILY PHYSICIAN PHONE NO.
PATIENT Signature (Parent of Child) Date: DENTIST Signature

Ry I
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