
DENTAL REGISTRATION AND HISTORY

PATIENT INFORMATION DENTAL INSURANCE
Date

Patient

Address

clty state

Age--
zrp

BirthdateSex: _M
Patient SSN:

Occr-rpation

Employer

Emplclyer

Spouse's

Birthdate

Address

Name

SSN

Occupation

Spouse's erlployer

Ernployer Phone

Whorn may we thank for refbrring you

Who is resporrsible for this account?

Relationship to patient

Insurance Conrpany

Ciroup #

Is patrent covered by additional insurance'/

Subscriber's Narnc

yes

Birthdate SSN"

Relationship to paticnt

Insurance Cornpany

Group Numbcr

Authorization and Release
I undcrstand that I arn firrancially responsible fcrr all charses whether
or not paid by insurance. I lrerebv authorize the doctor to"release all
infbrrn-ation necessary to secure the payrnent of benefits. I authorize
the use of the signatuie on all insurahc-e subrnissions.

Responsr ble party srgnature

Kelatronshlp Date

PHONE NUMBERS

Home Work tsx1 lr-rnail Address

Best trnre and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specity someone who does not live in your household)

Name Relationship

Home Phone Work Phone

DENTAL HISTORY

Reason for today's visit

l--l

Foreign objects I lcs r, l1o

Grinding teeth [J yes Il no

Gums swollen or tender n ycs ft no

Jarv pain or tiredness I yes I no

Burning sensation
on tongue or lips

Cherv on one side of
of rnouth

Cigarcttc, pipc. or
otllcr typc ol'srnokrng

Chewrng tobacco or dipping

Clicking or pt-rpping jaw

Dry mouth

Fingernail biting
Food packing bctwecn

teeth

I yes T

yes

L y.,s i.J n0

i-, yes fJ no

tl yes I nc,

I yes[ no

I ycsl no

I ycsl no

l-10

no

Lip or Cheek biting I yes I no

Loose teeth tr yes I no

Broken fillings n yes I no

Mouth breathing I ycs I no

Mouth pain, brushing I yes I no

Orthodontic treatment I yes I no

Pain around ear I yes I no

Pcriodontal treatmcnt I yes E no

Scnsitivity to cold I yes I no

Sensrtivity to heat tl yes I no

Sensitivity to sweets I ycs I no

Scnsitivity whcn biting n yes E no

Sores or growths in I yes I no
m mouth

How otten do you
How often do you

floss?
brushi

Former Dentist

Cityi State

Date of Last Dcntal

Date of Last Dental X-rays

Malk yes or no to indicate if you havc had
any of thc following:

Bad breath ! ycs i- no

Bleeding gums I ycs : no

Blrstcrs on lips or mouth l yes i no

Visit



HEALTH HISTORY

Aids

Ancmra

Arthritis, Rhcumatism

Artiflcial Hcarl Valvcs

Artiflcial Joints

Asthma

Back Problcrns

Blccding abnormally, wrth

cxtractions or surgcry

Blood Discasc

Canccr

Chcmical Dcpcndcncy

Cherncltherapy

(lirculatory Problenrs

Congenital ['lear1 Lcsions

Cortisone Treatments

Cough, persistent or bloody

Yes I No

Diabetes

h,mphyserra

Do you wear contacts?

IY.r INu
Iv"s INo
Iv., INo
Ivcs INo
Ivcr INu
IY.. INn
i-'l Y., -l No

I Yct [] N,,

il v.r I Nn

Ivcs INo
Ivcs ENo
fl v.* [l xo

l l Y.t l=l xu

i=l l'.r ilxn
[ ]Y.' ilNo
['l v.'I]Nu

ll Y.r l__] No

['] ycs [-] Nn

f"l Y.. il Nn

lrpilcpsy

Irainting clr dizzincss

Glaucoma

Hcadachcs

Hcart Murmur

Hcart Problerns

Hcpatitis

T'ypc

Hcrpcs

High Blood Prcssulc

HIV Positivc

.f aundicc

.lau,Pain

Kidncy Disease

Liver Drsease

[-or,l Blood Pressure

Mitral Valve Prolapse

Ncrrrous Problenrs

Paceuraker

I v..s I No

IY.r INo
IYcs INo
Ivcs INo
IY"r INo
I y"s I t*Io

I Y., [] Nu

Psychiatric Clarc

I{adiation Tlcalnrcnt

Rcspiratory Discasc

Rhcurnatic Fcvcr

Scarlct lrcvcr

Shortncss of Brcath

Sinus Troublc

Skin Itash

Spccral Dict

Strokc

Swclhng of Fcct or Anklcs

Swollen Ncck Glands

Thyroid Problenrs

Tonsillitis

Tuberculosis

Iunror in head or neck

[J lcers

Venereal Disease

Uncxplained weight loss

Ivcs INo
I vcs 'I No

Iy"r Ixo
Ivcs Ixo
fl vcs I xo

I Y"s fl No

Ivcs INo

IYcs INo
Ivcs INo
Ivcs INo
fl vcs I xo

I v"r [-l xo

E Y"r fl No

[] Y"r I No

ll Y"t E xo

n

[]v"t INo
Iv"r INo
fl Y"r [] No

lY.r INu
ij v., I No

IYcs INo
IYm INo
[] ves fl trtn

fl Y.r [r Nu

l l y.r f-l tlu
f-i v.t [l Nu

f lv.r l ] No

llv"t flxo
I Y.r I-'] No

MEDICATIONS ALLERGIES

List medicatrons you are currcntly taking:

Physician's Name:

Physician's Phonc Nutnber:

Pharmacy Name:

LJAspirin tllatcx

L-iBalbiturates (sleeping pills) [l Local Anesthetic

l-l Codeine [l Penicillin

[--ilocline fl Sulta Drugs

Other:

SMILE PROFILE

Are you delighted with your srnile'l

Are you pleased with the shape of your smile'/-_the color?

lf you could change anything about yoLrr smile what would it be'/

Plcase add anything you f-eel ts ll'llportant.


