
(lJe,v-er~ ./4 <f,/Jo.r,J'.,, 0 . 0. J. 
.!)401 <ffet"M.ir e, {lJo-ufeoard 

J'uil,e, 1140 

DENTAL REG ISTRATION::&J~:1s: 

{lJwer&-, %,&,, G'./4...90212 
S 10 -276 -6604 

Oate _______ lO#/SS#· ________ _ 

Patten..__ ________________ _ 

Address ________________ _ 

Cl1y Siafe Zip 

Sex: D M D F Age __ 8frthd6te-___ ~-~-

O Srngte O Married □Widowed O Separated O Olvorced 

Occupation_,,.----------'-~------
Em~oyer _______ ~---------

Employer Acldresa~------------"--
Employe-r Phone(___} __________ ~-

Spouse's Name ______________ _ 

Blrthdate. _______ SS# _______ _ 

Occupatlon~---------------
Spouse's Employer _____________ _ 

Whom may we thank fof referring you?----~--

Who 1g responsible tor this account?_. _______ _ 

Retationship to Patient ________ ~----
insurance Co. ________________ _ 

Group# ________________ _ 

ls patlant covered by addtt:ional insurance? O Yes O No 

Subscriber's Name. ___ ~----------
Birthdate ________ SS# _____ __ _ 

Relationship to Patien.~----- -------~ 
rnsuranoo co. ______________ _ 
Groupi ___________ _____ _ 

ASSIGNMl:N'r ANO REL.EA$! 
f, 1tie, ~ ~itlty 111111 I {o, my ~nt} hava lnlWl'WlCe ()l)Verage 
w_._ _____________ Md •~ dfru<:ilylO 

o,. ____________ ollll!Gorance~. lfany, 
01~ payat:.to toma for ~I\IIC6$ rende!'e<I. I Ul'lOOnlllmd ttiat I nm bndaliy 
rosponlilbliJ l'ot· all .dUlrgea ~ Qr tlO! pjkld by !Nurance, l her.by al.lltlocito 
lhi doclo< to ~ all lnfomlaUon ~ to M0<.10i 1he ~Mt of 
b«ie!b. 1 a~ ~ us.t o: lhl$ GJgMw" (¥1 an lnaura/101!1 illbml&slonl. 

Home<.__ __ }, _______ Wor1(,._( ---✓>~ _______ Ext ____ /Cell Phone .._' __ ,_ ____ _ 

Email address_----''-----------~----------------- ------
IN CASE OF Etdl;ROENCY, CONTACT (Specify~ Who does not live in your household.) 
Name Relationship ________________ _ 

Home Phone(..,_ ___ ),· ______________ Work Phone,_(--✓---------------

Burning S$nsatron 1.0068 t&elh or broken 
Reason for today's vlsl on tongue □ Yes □ No fillings gves □ No 

Chew on ,one sld9 Mouth breathing Yes □ No 
of mouth □ Yes □ No Mouth pain, brushing □ Yes □ No 

Former Oantl:st 
Cigarette. pipe. or 

□ No 
Orthodontic treatment □ Yes □ No ciiiar $1Ti¢k.lng OYas Pain around ear □ Yes □ No 

Ci1y!Sl8.t& Cli¢1dng or popping jaw □ Yes □ No Periodontal treatment 0Y&s □No Ory mouth QYes □ No 
Oate of last tmital visit . AngemaU biting □ Yes □ No 

Sensitivity to (:Old □ Yes □ No 
Food colteotlon between ., Sensitivity lo ooat □ Yes □ No 

Date of fast doolel X-rays tha teeth OYes □ No Sensitivity to sweets 0Yes □No 
Piac;e, a. mark on 'Ye.I or "no" to Indicate a Foreign objecis □ Yes □ No Sensitivity wheo biting □ Yea □ No 
you nave had·any 01 the following: Gdndlngte&th □ Yes QNo Sor&$ or growths tn 

' Bad breath □ Yes 0No Gums swollen or tender □ Yes □ No your mouth □ Yes □ No 
Bleeding gums □ Yes ON-0 Jaw pain or tiredness QYes QNo How often do you 1105$? 

Blisters on .Ups or mouth □ Yes □ No Lip or Cheek b!tlng □ Yes □ No How often do you brush? 



Page I ol 2 

Confidential Hea1111 History Form Today's Date _________ _ 

Patient Name: First ______________ Ml __ last _____________ Date of Birth, __________ _ 

I. Circle appropriate answer (Leave blank if you do not understand the question} 

1. Yes/ No Is your general healrh good? 
If NO, explain, ___________________________________ _ 

2. Yes / No Has there been o change in your health within the last year? 

lfYES, explain,----------------~---------------------

3. Yes / No Have you gone to the hospital or emergency room or had a serious illness. in the last three years? 
If YES, explain ___________________________________ _ 

4. Yes / No Are you being treated by a physician now? 
If YES, explai,n_ _______________________________ _ 

Date of last medical exam? ___________ Reason for exam ____________________ _ 

5. Yes / No Have you had problems with prior dental treahnent? 
If YES,explain __________________________________ _ 

Date of last dental exam ___________ Name of last treating dentist _________________ _ 

6. Yes / No Are you in pain now? 
If YES, explain __________________________________ _ 

II. Have you experienced any of the following? (Please cirr:le Yes or No for each} 

Yes / No Chest pain (angina) Yes / No Blood in stools 
Yes / No Fainting spells Yes / No Diorrheo or constipation 
Yes/ No Recent significant weight loss Yes / No Frequent urination 
Yes / No Fever Yes / No Difficulty urinating 
Yes / No Night sweats Yes / No Ringing in ears 
Yes / No Persistent cough Yes / No Heodoches 
Yes / No Coughing up blood Yes / No Dizziness 
Yes / No Bleeding problems Yes / No Blurred vision 
Yes / No Blood in urine Yes / No Bruise ea·sily 

Ill. Have you had or do you have any of the following? (Please circle Yes or No for each} 

Yes / No Heart disease Yes / No Cosmetic surgery 
Yes / No Family history of heart disease Yes / No Surgeries 
Yes / No Heart attack Yes / No Hospitalization 
Yes / No Artificial joint Yes / No Diabetes 
Yes / No Stomach problems or ulcers Yes/ No Family history of diabetes 
Yes / No Heart defects Yes/ No Tumors or cancer 
Yes / No Heart murmurs Yes / No Chemotherapy 
Yes/ No Rheumatic fever Yes / No Radiation 
Yes / No Skin disease Yes / No Arthritis, rheumatism 
Yes / No Hardening of arteries Yes / No Emphysema or other lung disease 
Yes i No High blood pressure Yes / No Kidney or bladder disease 
Yes / No Seizures Yes / No Stroke 

This infonnation will not be released unless specifically authorized by patient. 

Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 

Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 
Yes/ No 

Frequent vomiting 
Jaundice 
Dry mouth 
Excessive thirst 
Difficulty swallowing 
Swollen ankles 
Joint pain or stiffness 
Shortness of breath 
Sinus problems 

Eating disorders 
Osteoporosis 
Thyroid disease 
Asthma 
Hepatitis 
Sexual transmitted disease 
Herpes 
Canke:r 9r cold sores 
Anemia · 
liver disease 
Eye disease 
Transplants 
Tuberculosis 

Yes/ No AIDS/HIV Yes / No Anxiety Yes / No Depression Yes / No Treatment for emotional condition 

IV. Are you allergic to or have you had a reaction to any of the following? (Please circle Yes or No for each} 

Yes / No Aspirin Yes / No Valium Yes / No Tetracycline 
Yes / No Darvon Yes / No Demerol Yes / No Vicodin 
Yes/ No Codeine Yes/ No Penicillin Yes / No Percodan 
Yes / No latex Yes / No Food Yes / No Nitrous oxide 
Yes / Na Local anesthetic Yes / No Erythromycin Yes / No Metal 

(Novocain or Xylocaine) 

Others _______________________________________________ _ 
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