
CHILD REGISTRATIONPLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFOHMATION

DATE

NAIV]E

AIJIJHESS

CITY STATE

HOIME PHONE NO

BIBTH DATE AGE

lr/ALE

FE[,4ALE

SOCIAL SECURITY NO.

ACCOU NT INFORI\lIATION

NAME

RELATIONSHIP TO PATIENT

ADDsESS

CITY STATE ZlP

PHONI NO,

NAME

EN/PLOYER

BUSINESS PHONE NO. EXT,

OTLL

EMAIL

DBIVERS LICENSE #

NAME

EIVlPLOYEB

BUSINESS PHONE NO. EXT.

CELL

EI\,{AIL

DBIVEBS LICENSE #

DENTAL INSURANCE

GROUP NO.

ID NUI./B[R

DATE OF BIRTH DATE EN4PLOYED

EMPLOY=R

INSURANCE COMPANY

GROUP NO.

ID NUI!1BEB

DATE OF BIRTH DATE ET/PLOYED

EI"4PLOYER

EI\IPLOYEE SOCIAL SECURITY NO

IS ANOTHER MEMBER OF YOUR FAMILY OE RELATIVE A
PATIENT AT OUB OFFICE?

NAI\,IE: RFIATIONSHIP:

FEFEBHED TO US BY

PEBSON] TO CONTACT FOR EI\,lEBGENCY

PHONE NUMBER

ADDRESS

CITY STATE ZIP

Please turn over and sign

INSUHANUT



L-

Pali.nt Narna DENTAL HISTORY
Pallanl Account No. tLdlc.lAm

Welcorue! So tbat u,e may prol,ide ),ou ulith tbe best possible care
please complete botb sides of tltis medical/dental bistory form.

All information is completely confldential.

lYhat is lhe reason lor your visit today?

Date ol Last oental Visil_Last DentalCleaning Last Full llouth X*ays
What was done at your last dental visit?

Previous Oentist's Name

Address state-zp _

How often do you have dental eraminatioB?
How often do you brush your teeth? Hov otlen do you floss?

What other dental aids do you use? (lnterplak, toothplck, etc.)

Do you have any dental.problams nor? Y€s fb
ll yes, please describe:

+
Yes No

Yes No

Yes tlo
Yes No

Ye6 No

Y6s No

Yes tlo
Y€s l,lo

Yeg tlo
Yes |,lo

Yes tio

+

Yes tlo
Y€6 tlo
Yes [.lo

Y6s l.lo

Yes lS
Y€s lb

Yes tlo
Y6 f.lo

Yes tlo

Arc any ol your tecth ssrt3ittvc to:
Hol or old?

Sweeb?
Biting or Chewing?

Have you noticed any mouth odors or bad tastes?

Do you kequently get cold sores, blislers or
any othsr oral lesions?

Do your gums blscd or hurt?
Have your parents expedencsd gum disease

or tooh bss?
Have you noticed any loose teo$ or dtange

in pur bite?

Does lood tend to become caught in betreen
yorteefi?

ll yes, where?

Do yul:
Clench or grind your teeth while awake or asleep?

Bite yorr lips or cie€ks rssularly?
Hold loreign obiecB witt yal teefi?

. {pencils, prpe, pins, nails, fingemails)

Mouth breath while awake or asleep?

Have lired iaws, especrally in the noming?
Smoke/ctav tobacco?

ltrvryor cvcr lud:
ortrdonth reafiunt?

. Oral uqery?
Pefudontd frafnsrrt?

_ YoJr lodr groond or Ur bite adlusbd?' AUtophteormuhguad?
A sorirus iniury h fi€ rnoufi or trad?

It so, please desoibe, irrcltding causo _
Yes l,lo

Yes l.lo

Yos tlo

Yes tlo

lhrl yot uDarLncul:
Clk*ir4 or popling ol hs lm?

Pain? (,idnt, ed, slJo ol faco)

Ditftqllty in openir[ or dclU fie mo.fi?
Dtfiqrlty in $ewiq on either siJe o{fie mouh?

Hedadeo, necfiaches or slrculds adpa?
Som musdes (nsdE shanldors)?

An you Itlrficd rhh yorbdt'l lppcrrnor?
WoId you like lo koep all ol you too$ alld yor lile?

Do yar feel nen ous abqrthaving d€flhil ueffiEnt?
ll so, what b yur biggest orrcem?

Yee tlo
Yes tlo

Yss tto
Yes tlo
Yes tlo
Yes tlo Han yo.r wer tral an upsdlirp dental experience? Yes No

ll ves. olease describe

ls thcrc anythlng clsa about hrving dental truftncnt thal yor rould llkc u! to knor? Yes tlo

It yes, please describe

(Please complete other side)

@-



MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth is part of your entire body. Health

problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry you

will receive. Thank you for answering the following questions.

Are you under a physician's care now? Yes No lf Yes, for what?

Physician's Name Phone #

Have you been hospitalized or had a major operation in past five years? Yes No lf Yes, why?

Do you take any blood thinners or low dose aspirin? Yes No lf Yes, how often?

Are you taking any medications, pills, or drugs? Yes No lf Yes, please list prescribedlover the counter meds:

Have you ever taken or are you taking any bone-density medication (Fosamax, Boniva, Actonel or Any Other)? Yes No

Have you received a diagnosis for Obstructive Sleep Apnea? Yes No Do you use a CPAP machine? Yes No

Are you allergic to any of the following? (Circle)

Aspirin Penicillin Codeine

Local Anesthetics Other:

Acrylic Metal Latex Sulfa Drugs

Do you have, or have you had, any of the following?

AIDS/HlV Positive Yes No

Alzheimer's Yes No
Cancer Yes No

Anemia Yes No

Yellow Jaundice Yes No

Arthritis/Gout Yes No

Artificial Heart Valve Yes No

Artificial Joint Yes No
Asthma Yes No
Blood Disease Yes No

Blood Transfusion Yes No

Dementia Yes No

Chemotherapy Yes No

Chest Pains Yes No

Chronic Cough Yes No

Cold Sores Yes No

Cortisone Medicine
Diabetes
Diet (Special/Restricted)

Easily Winded
Emphysema
Epilepsy or Seizures

Excessive Bleeding
Bruise Easily

Fa inting/Dizziness
Fever Blisters
Glaucoma
Hay Fever

Heart Attack/Failure
Heart Murmur
Heart Pacemaker
Heart Trouble/Disease

Hemophilia
Hepatitis A
Hepatitis B or C

Herpes
High Blood Pressure

High Cholesterol
Allergies or Hives

Hypoglycemia
lrregular Heartbeat
Kidney Problems
Leukemia
Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

Osteoporosis

Radiation Treatment
Recent Weight Loss/Gain
Renal Dialysis

Rheumatic Fever

Rheumatism

Scarlet Fever

Shingles
Sickle Cell Disease

Sinus Trouble
Psychiatric Care

Stroke
Swelling of Limbs

Thyroid Disease

Tu berculosis
Tumors or Growths
U lcers

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
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

Yes No
Yes No
Yes No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No
No
No
No

No
No
No
No
No
No
No
No
No

No
No
No

Do vou have or have vou had any disease, condition, or problem not listed? Yes No lf Yes, please list:-

Women are you: Pregnant? Yes No lf Yes, How many months? 

- 

Nursing? Yes No Taking birth control? Yes No

To the best of my acknowledgement, the questions on this form have been accurately answered. I understand that providing incorrect

information can be dangerous to my (or patient's) health. lt is my responsibility to inform the dental office of any changes.

Parent/Guardian Date


