| Patient Registration and Health History

To help us know you better, please complete the following confidential information.

Date: Dental Insurance
Name: Ins Company:
Address: Emplover:

City: Postal Code Name of Insured:
Home # Cell # Work #

Email: Birthdate: DOB of Insured:
Physician: Phone # Group/Pland:
Emergency Contact: Certificate #:
Home #: Cell #

Health History (Please check, fill in and circle below}

1. Have you been a patient in the hospital in the past year? Yes [] No [

2. If you are taking any medication may we contact your pharmacy to get an updated medication list for our records?
YES [JNO [] Pharmacy Name and Location:

3. What other medications have you taken in the past month?

4, Are you allergic or reacted adversely to any of the following medications? (Please Circle)
Penicillin Nitrous Oxide Valium Local Anesthetic Codeine Erythromycin Aspirin Demerol  Tetracycline
Talwin Other Antibiotics

5. Are you aware of being allergic to any other substance (Y/N) If so please list?

6. Circle any of the following that you have had or have at present:

Heart Failure Heart Disease/Attack Angina Pectoris High Biood Pressure Heart Murmur
Rheurnatic Fever Congenital Heart Lesions Scarlet Fever Artificial Heart Valve Heart Pacemaker
Anemia Artificial HIP/Joint/Knee Stroke Kidney Trouble Ulcers

Cough Tuberculosis Asthma Hay Fever Sinus Trouble Allergies or Hives
Diabetes Thyroid Disease Radiation Therapy Chemotherapy {cancer, leukemia)

Arthritis Rheumatism Cortisone Medicine Glaucoma Pain in Jaw Joints
Liver Disease Yellow Jaundice Blood Transfusion Drug Addiction Hemophilia

Cold Sores Fever Blisters Epilepsy/ Seizures Fainting /Dizzy spells Nervousness
Psychiatric Treatment  Sickle Cell Disease Bruise Easily Abnormal Bleeding ALDS.

7. Areyou pregnant?
8. Do you have any other Medical Conditions we should know about?

Dental History {Please circle Yes or No below)
1. Are any of your teeth sensitive or painful? Yes No
2. Have you noticed any swelliing around your gums? Yes No
3. Do your gums bleed? Yes No
4. Have your gums ever been treated? Yes No
S. Do you clench or grind your teeth? Yes No
6. Do you ever have pain or problems opening or closing your mouth? Yes No
7. Have you ever experienced any problems with local anesthetic (freezing)? Yes No
8. Are you unhappy with the appearance of your teeth? Yes No
9. Have you ever had Orthodontic treatment? Braces? Yes No
10. Do you feel very nervous about having dental treatment? Yes No

11. When was your last dental visit?
12. Name of Previous Dentist:

Permit for Operations

This is to certify that I, undersigned consent to the performing of the dental and oral surgery procedures agreed to be necessary or advisable
including the use of local anesthetic as indicated and | will assume responsibility for fees associated with those procedures.

Patient (Parent’s) Signature; Date:




