
Patient Number ABC HEALTH HISTORY & REGISTRATION

lvliddle lnitial SEX: M F BIRTHDATE 

- 

AGE

lf Patient is a Minor, give Parent's 0r Guardian's Name

Who lvlay We Thank for Referring You to 0ur 0ffice?

N4iddIC INitiAI MARITAL STATUS 

-

Apt. #- City

Apt. #- City

HOW LONG AT THIS ADDRESS

PREVIOUS ADDRESS (if less than 3 yrs.) Street

DRIVER'S LICENSE #

EMEHGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

NAME RELATIONSHIP
UST FIRST MIDDLE

OCCUPATION ()

lf you have double dental insurance coverage, complete this tor the second coverage.

lnsured's Name

lnsured's Soc. Sec. #

DENTAL INSURANCE INFORMATION (Primary Carrier)

tt is important that t know about your Medicat and Dental History.These lacts have a direct bearing on your Dental Health.This information
is strictty confidential and will not be released to anyone.Thank you for taking the time to completely fill out this questionnaire.

-DENTAL HISTOBY- YES NO *MEDICAL HISTORY* YES NO
HOW LONG SINCE vou have seen a dentist? Do vou have anv CURRENT HEALTH PROBLEMS? n tr
Last COMPLETE Dental Exam. Date: Are you under a PHYSICIAN'S CARE now? tr ft
Last FULL MOUTH X-RAYS. DATE: (i6 smatt Fitms or Panoramic) For whai?

Are vou havinq PFIOBLEMS now? tr tr What MEDICATIONS are vou currentlv takino?

WHAT? Have vou ever taken Fen-Phen/Hedux? TI n
ls your present dental health POOR? n n Have vou ever used a BISPHOSPHONATE MEDICATION?

lBrano dames include Fosamax, Aclonel, Alelvia, Diorone, and Boniva)
l1 L]

Do you wear IIENTUFTES? (Partials or Full) n n
Are you UNHAPPY with your dentures? a1 tr Are you PREGNANT? n L]

woul0 you lrKe to Know more aDoul

PERMANENTREPLACEMENTS? N N

Do vou use CTGARS/CIGARETTES. PIPE or CHEWING TOBACCO? lcirctet ft tr
PLEASE / YES OR NO OF THE FOLLOWING WHICH Y()U HAVE HAD, OB PHESENTTY HAVE:

YES NO YES NO YES NO

Psvchiatriccare n []
Raiid wei0ht gain4oss ! n
Radiationtreatment n n
Resoiratorv disease tr tr
Rheirmaticiscarletfever tr tr
Shinoles n n
Shoriness of breath n nSkinrash tr tr
Sorna tsfirda L-l L ]
Siroke tl Ll
Suroical imolant n tr
Swellinq ofieetorankles D tr
Thvroid disease or malfunction D n
To6acco habit tr tr
Tonsillitis tr n
Tuberculosis tr tr
ulcer/Colitis n tr
Venereal disease tr tr

AiDS/HlV Pos.

Anaphylaxis
Anemia

nflFaintinoln
ntrFoodailergiesntrI] tl Glaucoma tr n

Arthritisrnteumatismr tr tr Headaches tr tr
Artificiallieartvalvris tr n Heartmurmur n tr
Artiticialiointsn!Heartproblems(phmedstrbe)!DAsthma -l !
Atopic {Arhrqy 

orono tr tr Hemophilia rnnnr^a tmons) tr tl
Backproblems n tr Herpes n tr
BlooddiseasennHepatitistrnCancer n [] Hioh blood pressure n tr
Chemicaldependency n tr Jatl,lpain n n
Chemotherapy n tr Kidneydiseaseormalfuncttontr n
Circulatorydroblems n tr Liverilisease n n
Cortisonetreatmentstrtrlvlaterjalallergiesnn
COU0h 'oe,s'sienl n tr (hh[ nool. ml chemG6r

Coudh up blo0d D n tulitral valve pr0lapse n tr
OiaUltes'DnNervousproblemstrn
EpilepsynnPacemaker/heartsurgerytrtr

Are you APPBEHENSIVE about dental treatment? tr n
Have you had any PERIODONTAL (GUM) treatments'/ tr n
Do your gums BLEED, or feel TENDER or IRRITATED? n n
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (circre) n tr
Are you UNHAPPY with the APPEARANCE of your teeth? tr tr
Are you aware of GRINDING or CLENCHING your teeth? n tr
Do you have HEADACHES, EARACHES, or NECK PAINS? tr tr
Have you worn BRACES on your teeth (ORTHODONTICS) tr tr
Do you have DISCOLORED teeth that bother you'/ tr tr
Would you like your smile to LOOK BETTER or DIFFERENT? tr n
Do Vou REGULABLY use DENTAL FLOSS? n !
Name of Previous Dentist:

Citv: State

How do vou feel about vour teeth?
Please BANK the following in the 0rder in whrch they would

KFFP Y0l I FR0M havino dcnlal lrcatmcnt
ARE YOU AILERGIC T0 08 HAVE YOU BEACTTD ADVERSELY I0 AIIIY 0F THE FuLLuwlflti Mtul[
Aspirin Local Anesthetic Erythr0mycin Latex (balloons.
Nitrous Oxide Codeine Penicillin gloves. etc.)
Are you aware o{ being allergic to any other medications or substances?
lf yes, please list:FFAR ol nain # I AC( of concern #

CoST ol treatment # MISSING work time # ls there any other Medical or Dental information that you feel I should know about?

FAMILY PHYSICIAN PHONE 

- 

E-MAIL

PATIENT Signature (Parent of Child) Date DENTIST Signature
.rfl nn/]-ozz o s.arrPracrice@ 1 -800-522-0800


