



PATIENT REGISTRATION


(Please circle)    Male     Female  							


Date ______________________							Home Phone (	) _______________________


Patient’s Name ________________________________________________________	Cell Phone    (      ) _______________________


Address 	______________________________________________________________	Work Phone  (     	) _______________________


City, State, Zip ________________________________________________________	Social Security # _________________________


Responsible party ______________________________________________________	Date of Birth ____________________________


Employer of responsible party ____________________________________________	Referred by _____________________________


E-mail address _________________________________________________________








MEDICAL/DENTAL HISTORY


General Health:	(Please circle)	Excellent (	Good (		Fair (		Poor (		 


Name of Physician _______________________________________________________________________________________________


Reason for last physician visit? _____________________________________________________________________________________ Are you taking any medications?	Y   N 	(please list) _________________________________________________________________


Do you have or have you ever had any of the	 following diseases or medical problems?			


Alcohol/Drug abuse		Y   N	Fainting/Dizzy spells		Y   N		Low Blood Pressure	Y   N           Anemia				Y   N	Frequent Headaches/Migraine	Y   N		Mitral Valve Prolapse	Y   N


Arthritis 			Y   N	Heart Attack			Y   N		Pacemaker		Y   N


Artificial Joints/Valves		Y   N	Heart Murmur			Y   N		Psychiatric Disorder	Y   N


Asthma				Y   N	Heart Surgery			Y   N		Radiation Treatment	Y   N


Bleeding problems		Y   N	Hemophilia			Y   N		Rheumatic Fever		Y   N


Blood transfusions		Y   N	Hepatitis			Y   N		Seizures			Y   N


Cancer/Chemotherapy		Y   N	Herpes/Fever Blisters		Y   N		Shingles			Y   N


Congenital Heart Defect		Y   N	High Blood Pressure		Y   N		Sickle Cell Trait/Disease	Y   N	


Diabetes				Y   N	HIV+/AIDS			Y   N		Sinus Problems		Y   N


Difficulty breathing		Y   N	Hospitalized for any reason	Y   N		Stroke			Y   N


Emphysema			Y   N	Kidney Problems			Y   N		Ulcers			Y   N


Epilepsy				Y   N	Liver Disease			Y   N





Do you smoke or use tobacco in any form?			Y   N		


Do you have any implants, valves, rods or pins?		Y   N	  Please list___________________________________________


Have you ever taken Phen-Fen/Redux/Pondimin?		Y   N	


Please list any other medical condition(s) that you have had which are not listed above: _________________________________________


_______________________________________________________________________________________________________________


Are you allergic to or have you had reactions to any of the following? (Please circle all that apply)


Aspirin		Dental Anesthetics	Jewelry		Metals		Tetracycline     


Codeine     	Erythromycin		Latex		Penicillin	


Other allergies not listed above______________________________________________________________________________________


Women:		Are you taking birth control pills?				Y   N


Are you pregnant?					Y   N


Are you nursing?						Y   N





Your current dental health is:      (Please circle)	Good  (		Fair  (  		Poor  (


Name of general dentist: _________________________________________________________________________________


What is the primary reason for your visit with us today? __________________________________________________________________ 


Are you currently in pain? 				Y   N


Do you require antibiotics before dental treatment?		Y   N





RECEIPT OF ACKNOWLEDGMENT OF AUTHORIZATION


Please Sign below stating that you are aware that the Notice of Privacy Practice Act information is accessible to you upon request.


Signature _____________________________________		Date: ________________________________________





I understand that the information I have given today is correct to the best of my knowledge.  I also understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform, with my informed consent, any necessary dental services I may need during diagnosis and treatment.  


Signature _____________________________________		Date: ________________________________________











