
DENTAL REGISTRATION AND HISTORY  

            P A T I E N T   I N F O R M A T I O N 
 
Date__ __/__ __/__ __ __ __ SS # __ __ __-__ __-__ __ __ __ 
Patient Name ________________________________________ 
Address_____________________________________________
____________________________________________________ 
               City                                State                         Zip 
E-mail ______________________________________________ 
Cell     Phone # ( __ __ __ ) __ __ __-__ __ __ __ 
Work  Phone # ( __ __ __ ) __ __ __-__ __ __ __ EXT ____ 
Home Phone # ( __ __ __ ) __ __ __-__ __ __ __ 
Best time & place to reach you _______-______________ 
Best Time For Appointments:_________Days___________ 
Sex:  M  F  Birthdate_____/_____/________Age_____ 
Single  Married  Widowed Divorced Separated 
Driver’s License # ____________________________________ 
Occupation__________________________________________ 
Employer____________________________________________ 
Employer Address____________________________________ 
____________________________________Years at Job____ 
Spouse Name_______________________________________ 
Birthdate____/____/_______SS#__ __ __-__ __-__ __ __ __ 
Occupation_________________________________________ 
Spouse’s Employer_________________________________ 
Work Phone#______/______/_________Years at Job____ 
IN CASE OF EMERGENCY CONTACT (Not living with you) 
NAME_________________________RELATION______________ 
Cell     Phone # ( __ __ __ ) __ __ __-__ __ __ __ 
Home Phone # ( __ __ __ ) __ __ __-__ __ __ __ 
WHOM MAY WE THANK FOR REFERRING YOU________________ 

                   D E N T A L   I N S U R A N C E 
 
Who is financially responsible for this account?_____ 
______________________________________________________
___ 
Relationship to patient______________________________ 
Insurance Co.__________________________________________ 
Group#_______________________________________________ 
Is Patient covered by additional insurance Yes No 
Additional Insurance Co. ____________________________ 
Subscriber’s Name_____________________________________ 
Birthdate____/____/________SS # __ __ __-__ __-__ __ __ __ 
Relationship to patient ______________________________ 
Insurance Co. ________________________________________ 
Group #______________________________________________ 
Dependents Names covered under this plan: 
1. ____________________________________________________ 
2. ____________________________________________________ 
3. ____________________________________________________ 
ASSIGNMENT AND RELEASE 
I, the undersigned certify that I (or my dependent) have insurance coverage 
with_______________________ and assign directly to 
Dr._______________________________ all insurance benefits, if any, 
otherwise payable to me for services rendered. I understand that I am 
financially responsible for all charges whether or not paid by insurance. I 
hereby authorize the doctor to release all information necessary to secure 
the payment of benefits. I authorize the use of this signature on all insurance 
submissions. 

X____________________________________________________ 
   Responsible party signature 
   ____________________________________________________   
______________________________________________________ 

Relationship Date

 

                          D E N T A L    H I S T O R Y 
 
Reason for today’s visit_______________________________________________ Date of last X-rays taken__ __/__ __/__ __ __ __ 
Former Dentist_______________________________________________________ Date of last  dental  visit__ __/__ __/__ __ __ __ 
Why did you leave your last dental office? __________________________________________________________________________ 
What are your expectations and concerns regarding your dental treatment? _____________________________________________ 
________________________________________________________________________________________________________________ 
Are you satisfied with the appearance of your teeth? If not, what would you like to change_________________________________ 
________________________________________________________________________________________________________________ 
Would you like your teeth to be whiter? _____________________________________________________________________________ 
What can we do to make your dental visits meet your expectations? ___________________________________________________ 
________________________________________________________________________________________________________________ 
 
Place a mark on “Yes” or “No” to indicate if you have or had any of the following:
 
Bad Breath  Yes No Food collection    Pain around ear   Yes   No 
Bleeding gums  Yes No between the teeth Yes No Periodontal treatment  Yes   No 
Blisters on lips/mouth Yes No Foreign objects  Yes No Sensitivity to cold  Yes   No 
Burning sensation on    Grinding teeth  Yes No Sensitivity to hot  Yes   No 
Tongue   Yes No Gums swollen or   Sores or growths in mouth Yes   No  
Chew on one side of   tender   Yes No Do you floss?   Yes   No 
Mouth   Yes No Jaw pain/tiredness Yes No How often? __________________________ 
Cigarette, pipe or    Lip/cheek biting  Yes No Do you brush?   Yes   No 
cigar smoking  Yes No Loose teeth/broken   How often? __________________________ 
Clicking or popping    fillings   Yes No Do you rinse?    Yes   No 
jaw   Yes No Mouth breathing Yes No How often? __________________________ 
Dry mouth  Yes No Mouth pain/brushing Yes No What Type & Brand of Tooth paste do you  
Fingernail biting  Yes No Orthodontic treatment Yes No use?________________________________________ 



 

                          H E A L T H    H I S T O R Y 
 
Physicians Nam e__________________________________________________________Dat e o f  Last  Visit __ __/__ __/__ __ __ __
Have you ever  t aken  any o f  t he group  o f  d rugs co llect ively ref er red  t o  as “Fen-p hen”? These includ e 
com b inat ions o f  Ion im in , Ad ip ex, Fast in  (b rand  nam es o f  Phen t eram ine), Pond im in  (Fen f luram ine) and  
Red ux (Dexf en f lu ram ine). Yes    No  
Place a m ark on “Yes” o r  “No” t o  ind icat e if  you have o r  had  any o f  t he f o llow ing: 
AIDS/HIV  Yes No Do you w ear  Cont act    Psych iat r ic care  Yes   No
Anem ia   Yes No Lense?   Yes No Rad iat ion  t r eat m ent   Yes   No
Ar t hr it is/Rheum at ism  Yes No Em p hysem a  Yes No Resp irat o ry d isease  Yes   No
Ar t if icial Hear t  Valves Yes No Fain t ing/Dizziness Yes No Rheum at ic Fever   Yes   No
Ar t if icial Jo in t s  Yes No Glaucom a  Yes No Scar let  Fever    Yes   No
Ast hm a   Yes No Head aches  Yes No Shor t ness o f  Breat h  Yes   No
Back Prob lem s  Yes No Hear t  Murm ur   Yes No Sinus t r oub le   Yes   No
Bleed ing ab norm ally w it h   Hear t  Prob lem s Yes No Skin  rash   Yes   No
Ext ract ions/Surgery Yes No Hep at it is t yp e_______ Yes No Sp ecial Diet    Yes   No
Blood  d isease  Yes No Herp es   Yes No St roke    Yes   No
Cancer    Yes No High  Blood  Pressure Yes No Sw elling o f  Feet  o r  Ankles Yes   No
Chem ical Dep end ency Yes No Jaund ice  Yes No Sw o llen  Neck Gland s  Yes   No
Chem ot herap y  Yes No Jaw  Pain  Yes No Thyro id  p rob lem s  Yes   No
Circu lat ory p rob lem s Yes No Kid ney d isease  Yes No Tonsillit is   Yes   No
Congen it al Hear t    Liver  d isease  Yes No Tub ercu losis   Yes   No
lesions   Yes No Low  Blood  Pressure Yes No Tum or  o r  grow t h  on  Head   
Cor t isone t reat m ent s Yes No Mit ral Valve Pro lap se Yes No and  Neck   Yes   No
Cough, p ersist ent  o r     Nervous Prob lem s Yes No Ulcer     Yes   No
b lood y   Yes No Pacem aker /Im p lan t s Yes No Venereal d iseases  Yes   No
Diab et es  Yes No  Any Surgery/Im p lan t s Yes No Weigh t  Loss, unexp lained  Yes   No
Wom en ONLY: 
Are you Pregnant ? Yes No Delivery d ue dat e__ __/__ __/__ __ __ __  Are you Nursing?  Yes   No

  M E D I C A T I O N S 
 
Are you und er  t he care o f  a Physician? Yes   No
If  yes, t hen  f o r  What  Cond it ions?____________________
______________________________________________________ 
Are you t aking any Med icat ions at  t h is  
t im e?      Yes   No
List  Med icat ions you are cur ren t ly t aking: 
______________________________________________________ 
______________________________________________________ 
______________________________________________________ 
______________________________________________________ 
Have you ever  had  a Ser ious In jury t o   Yes   No
your  m out h? 
If  Yes, p lease exp lain  ________________________________ 
______________________________________________________ 

  A C K N O W L E D G E M E N T  
 
The above information is accurate and complete to the best of my knowledge. I will not hold my dentist or any 
member of his/her staff responsible for any error or omissions that I have made in the completion of this form. I 
have received a copy of this office’s Notice of Privacy practices. I authorize your office to contact me by third party 
promotions and notifications by email. I am financially responsible for all the treatment provided. 
___________________________________      X______________________________       __ __/__ __/__ __ __ __ 
PLEASE PRINT NAME               SIGNATURE         DATE 

FOR MINOR PATIENTS ONLY  ________________________X____________________________________    __ __/__ __/__ __ __ __
                                                                                                                        SIGNATURE  OF  PARENT / LEGAL GUARDIAN          DATE 

  A L L E R G I E S 
 
Do you have any Drug Allerg ies? Yes No 
Wh ich  ones?______________________________________
___________________________________________________
___________________________________________________
___________________________________________________
Have you ever  had  an  ad verse  
react ion  t o  any m ed icat ions? Yes No 
If  Yes, Wh ich  ones________________________________
___________________________________________________
Have you ever  had  an  ad verse  
react ion  t o  any Med ical o r  Den t al 
t reat m en t ?    Yes No 
If  Yes, p lease exp lain  _____________________________
___________________________________________________

 


