HEALTH HISTORY & REGISTRATION

Patient

Hﬂm!‘ phnn-e
Patient i Single Married
if patient is minor: Responsible Party
Address

Email Address

Employer _
Employer Address

Widowed :ﬂpalq'.r'ﬂ

Speuse

How Long
City

Patient's Birthdate

Diworced

City -

Date
Social Secunty#

Social Securityd -
— State Zip

Cell Phonet

Bus, Phone

Bus. Phone

Spouse’s Employer
Employer Address

In case of emergency call

City

State Zip

Relationship

Phane Address

INSURAMCE INFORMATION:

Insured's Mame

City

Insured’s Birthdate

Insurance Co.

Insurance Co. Address

Policy# Plan/ID#

State Zip
SECONDARY INSURANCE INFORMATION ﬁflﬂliﬂuﬂi
[nsured’s Mama
Insured's Birthdate
Insurance Co,
Insurance Co, Address

Palicyl Plan/ID

Please ¢¢mP|:bc the Dental and Medical Histn-n’r belaw, This infarmation str'n:l:]:,- confdential and will not be released to anyone without your Jﬁnwhdgu and appmu\ai.

DEMTAL HISTORY

When were you last seen by a dentist
Reasan for visit?

‘When was your last cnrnplut: dental exam?®

Yrs___Mos___Wis

Haw long has it baen since you've had dental x-rays? __Yrs ___ Moas
Are you having problems now?
If yes, explain
Haw would you rate your current dental health?
Do you wear dentures?
IF yes, are you dissatished with your dentures?
IF yes, explain
How would you rate your previous dental experiences?
O Unpleasant O Bearable Comfartable
Are you apprehensive or fearful of dental treatment?
Hawe you ever receved Pe—rbuduntd-1 {gl.ll'l"l:l treatment?
Do your gums bleed or feel tender or irritated?
Are your teeth sensitive te? Hat Cu!dDSweetsDPressureD

In general, how do you feel about the apprearance of your teeth?

QO Unhappy  OSatished Ol unhappy, explain

Are you aware of grinding or clenching your teeth? O Yes
Frequently experience headaches, saraches or neck pains? O Yes
Haw: you WO hrm:z:. on your teﬂ:h? 'D YH
Have you ever had problems with teeth/Rllings breaking? QO Yes
Do you brush your teeth regularky? O Yes
Do you floss your teeth regularly? O Yes
Do you have concerns about bad breath? O Yes

In general, how do you feel about your teeth?
Mame of farmer dentsit

__Whs
D Yes Mo O

Fair )
Mo (O
Ne O

Na O
Ne O
Ne O

Ne O
Nz O
Ne O
Ne O
Ne O
N O
No O

City State

Hew did you hear absut our office?

MEDICAL HISTORY

Are you under a physician's care now?

COYs N O
O Yer Mo D

Are you currently taking amy medication?
IF yes, what

Cheek any of the fellowing that you may have at present.

Aids D Fever Blaters D Preumocystitis D

ARLC D Glaucama D Pregnancy D

Allergies ar Hives [] Hay Fever [] Psychistric Trestment []

Anemin [] Heart Disesse or Artack D Rheurnatic Fever []

Angna Pectoris D Heart Failure D Rheurnatism D

Arthitis D Heart Musrmur D Scarlet Fever D

Aathma [] Heart Pacernaker Sickle Cetl Disense []

Blooad Tranfusian D Heart Surgery D Sirus Trauble D

Brume Eaily D Hemophika D Stroke D

Cancar D Hepatitia A (infoctious) D Thyreid DrulruD

Chematherapy [] Hepatitis B Serum [] Tubereulesis []

Cangenital Heart Lesions [ JHigh Bload Pressure [] Ulcers

Cartisone Hmdi:lnlD Kidney Trouble D Unexplsined Weight Loss (eating disarder) D
Casmetic Surgery[] Liver Disease [] Verweal Disoase (syphilis, ganoerhaa ste) []
Dinbetes [] Mervouness [] Yeay ar Cobalt Treatrment

Drug .ﬁurldlctlnnD Might Sweats, Fever D Yellow Jaundice D

Emphysema D Pain Jww Joints D

Epilepy or Seirurns ] Pigment Lission en Mouth or Bady []
Fainting or Dizry Spells D

Are you allergic or have you reacted adversely to any of the following medications?

ﬁ.;Prin D Erthrqm:p:in D Penicillin D
Cadeine [] Local Anesthetic[] Percadan []
Darven [J Mitraus Oxide [] Walium []

Are you aware of being allergic to any other medications or substances?

IF yes, please list

Family Physician

Phane
Specifiy any other dental or medical information that you feel | should know about

Patient Signature

MNOTE: You will have an opportunity to sign this form during your next visit



