
FFAAMMIILLYY		DDEENNTTAALL		OOFF		SSAANN		MMAARRCCOOSS	

HEALTH	HISTORY	&	REGISTRATION													
TODAY”S	DATE:	_________________________																PATIENT	INFORMATION																																			

	
PATIENT’S	NAME:		Last	_______________________________	First______________________________	Middle	Init.	_________	Sex:			M			F					BIRTHDATE:	________________	AGE:	_______	
	
SOC.	SEC.#:	_____________________________If	Patient	is	a	Minor,	give	Parent’s	or	Guardian’s	Name:	___________________________________	Marital	Status:	____________________	
	
Who	May	We	Thank	for	Referring	You	to	Our	Office?	______________________________________	Reasons	for	this	visit:	______________________________________________________	
	

RESPONSIBLE	PARTY	INFORMATION	
 

NAME:		Last	________________________________________________	First	_______________________________________	Middle	Init	______________________	Marital	Status	_________________	
	
MAILING	ADDRESS:		Street	__________________________________________________	Apt#	_____________City	____________________________	State	____________	Zip	____________________	
	
HOME	PHONE:	__________________________________________	CELL	PHONE:	___________________________________________	WORK	PHONE:	_______________________________________	
	
EMAIL:	___________________________________________________________________	RELATION	TO	PATIENT:	_________________________________	BIRTHDATE:	________________________	
	
DENTAL	INSURANCE	INFORMATION	(Primary	Carrier)	
 
Insured’s	Name:		___________________________________________________________________	
	
Insurance	Co:	______________________________________________________________________	
	
Insured’s	Employer:	_______________________________________________________________	
	
Insured’s	Soc.	Sec.	#:	_______________________________	Group	#	_____________________	
	
Insured’s	Birthdate:	________________________________ 
        

If	you	have	double	dental	coverage,	complete	for	second	coverage	
 
Insured’s	Name:		______________________________________________________________________	
	
Insurance	Co:	_________________________________________________________________________	
	
Insured’s	Employer:	_________________________________________________________________	
	
Insured’s	Soc.	Sec.	#:	__________________________	Group	#	_____________________________	
	
Insured’s	Birthdate:	___________________________ 
																	

EMERGENCY	CONTACT	INFORMATION	
	

NAME:	__________________________________________________________________________	RELATIONSHIP	_____________________________________________________________________________	
	
ADDRESS:	_________________________________________________________________________________________CITY,	STATE:	_____________________________________________________________	
	
HOME	PH:	__________________________________________	CELL	PH:	_______________________________________________	WORK	PH:	____________________________________________________	
	

	 DENTAL	HISTORY	  
																																																																																																																			YES									NO	 																																																																																																																											YES							NO	
HOW	LONG	SINCE	you	have	seen	a	dentist?		 Have	you	had	any	PERIODONTAL	(GUM)	treatments?																				�																	�	
Last	COMPLETE	Dental	Exam,	Date:		 Do	your	gums	BLEED,	or	feel	TENDER	or	IRRITATED?																			�																	�	
Last	FULL	MOUTH	X-RAYS,	DATE:	 Are	your	teeth	SENSITIVE	to	hot,	cold,	sweets,	pressure?	(circle)										
Are	you	having	PROBLEMS	now?																																																					�																		�	 Are	you	UNHAPPY	with	the	APPEARANCE	of	your	teeth?															�																	�	
WHAT?	 Are	you	aware	of	GRINDING	or	CLENCHING	your	teeth?																	�																	�	
Is	your	present	dental	health	POOR?																																															�																		�	 Do	you	have	HEADACHES,	EARACHES,	or	NECK	PAINS?																	�																	�	
DO	you	wear	DENTURES?	(Partials	or	Full)																																		�																		�	 Have	you	worn	BRACES	on	your	teeth?	(Orthodontics)																				�																�	
Are	you	UNHAPPY	with	your	dentures?																																									�																		�	 Do	you	have	DISCOLORED	teeth	that	bother	you?																														�																	�		
Would	you	like	to	know	more	about	
PERMANENT	REPLACEMENTS?																																																						�																		� 

Would	you	like	your	smile	to	LOOK	BETTER	or	DIFFERENT?								�																�	

Are	you	APPREHENSIVE	about	dental	treatment?																						�																	�	 Do	you	REGULARLY	use	DENTAL	FLOSS?																																													�																�	
	
Name	of	Previous	Dentist:	__________________________________________________________	City:	______________________________________________	State:	______________________________	
	
How	do	you	feel	about	your	teeth?	___________________________________________________________________________________________________________________________________________	
	
Please	RANK	the	following	in	the	order	in	which	they	would	KEEP	YOU	FROM	having	dental	treatment	
	
	 FEAR	of	pain:		#________________						LACK	of	concern:		#_________________							COST	of	treatment:			#________________							MISSING	work	time:			#	_______________																					
	
																	 



FFAAMMIILLYY		DDEENNTTAALL		OOFF		SSAANN		MMAARRCCOOSS	

MEDICAL	HISTORY	
Do	you	have	any	CURRENT	HEALTH	PROBLEMS?								YES					or					NO	
Are	you	under	a	PHYSICIAN’S	CARE	now?																								YES					or					NO											For	what?	_________________________________________________________________	
What	MEDICATIONS	are	you	currently	taking?	_____________________________________________________________________________________________________________ 
Have	you	ever	taken	Fen-Phen/Redux?																															YES					or				NO									
Are	you	PREGNANT?																																																																	YES					or				NO													Do	you	use	cigars/cigarettes,	pipe	or	chewing	tobacco?		(circle) 

  
PLEASE	´	YES	OR	NO	OF	THE	FOLLOWING	WHICH	YOU	HAVE	HAD,	OR	PRESENTLY	HAVE:	
																																																											YES									NO                                                              YES								NO                                                           YES								NO 
AIDS/HIV	Pos																																				�															�	 Fainting																																																								�															�	 Psychiatric	Care																																					�															� 
Anaphylaxis																																							�															�	 Food	Allergies																																													�															�	 Rapid	weight	gain/loss																								�															� 
Anemia																																																�															�	 Glaucoma																																																					�															�	 Radiation	treatment																														�															� 
Arthritis	(Rheumatism)																	�															�	 Headaches																																																				�															�	 Respiratory	disease																															�															�	 
Artificial	Heart	Valves																				�															�	 Heart	murmur																																												�															�	 Rheumatic/scarlet	fever																						�															�	 
Artificial	Joints																																		�															�	 Heart	problems	(please	describe)								�															�	 Shingles																																																					�															� 
Asthma																																																�															�	 _____________________________	 Shortness	of	breath																																�															� 
Atopic	(Allergy	Prone)																			�															�	 Hemophilia	(abnormal	bleeding)										�															�	 Skin	rash																																																				�															� 
Back	Problems																																		�															�	 Herpes																																																												�															�	 Spina	Bifida																																														�															�	 
Blood	Disease																																				�															�	 Hepatitis																																																								�															�		 Stroke																																																									�															�	 
Cancer																																																	�															�	 High	blood	pressure																																		�															�	 Surgical	implant																																						�															� 
Chemical	Dependency																				�															�	 Jaw	pain																																																									�															�	 Swelling	of	feet	or	ankles																						�															� 
Chemotherapy																																			�															�	 Kidney	disease	or	malfunction															�															�	 Thyroid	disease	or	malfunction										�															� 
Circulatory	Problems																						�															�	 Liver	disease																																																�															�	 Tobacco	habit																																											�															� 
Cortisone	treatments																							�															�	 Material	allergies																																								�															�	 Tonsillitis																																																			�															� 
Cough	(persistent)																											�															�	 Mitral	valve	prolapse																																	�															�	 Tuberculosis																																													�															� 
Cough	up	blood																																	�															�																	Nervous	problems																																						�															�	 Ulcer/Colitis																																													�															� 
Diabetes																																															�															�	 Pacemaker/heart	surgery																								�															�	 Epilepsy																																																					�															� 
 
ARE	YOU	ALLERGIC	TO	OR	HAVE	YOU	REACTED	ADVERSELY	TO	ANY	OF	THE	FOLLOWING	MEDICATIONS?	

Aspirin												Local	Anesthetic										Erythromycin										Latex	(balloons,	gloves,	etc)										Nitrous	Oxide										Codeine										Penicillin 
 

Please	list	any	other	medications	or	substances	you	are	allergic	to:	_______________________________________________________________________________________________	
	
Family	Physician:	___________________________________________________________________	Phone:	___________________________________________________________________________	

	
CONSENT	FOR	SERVICES	
As	a	condition	of	your	treatment	by	this	office,	financial	arrangements	must	be	made	in	advance.		The	practice	depends	upon	reimbursement	
from	the	patients	for	the	costs	incurred	in	their	care	and	financial	responsibility	on	the	part	of	each	patient	must	be	determined	before	
treatment.		

	
All	emergency	dental	services,	or	any	dental	services	performed	without	previous	financial	arrangements	must	be	paid	for	in	cash	at	the	time	
the	services	are	performed.		

	
Patients	who	carry	dental	insurance	understand	that	all	dental	services	furnished	are	charged	directly	to	the	patient	and	that	he	or	she	is	
personally	responsible	for	payment	of	all	dental	services.			This	office	will	help	prepare	the	patients	insurance	forms	or	assist	in	making	
collections	from	insurance	companies	and	will	credit	any	such	collections	to	the	patient’s	account.		However,	this	dental	office	cannot	render	
services	on	the	assumption	that	our	charges	will	be	paid	by	an	insurance	company.		

	
A	service	charge	of	1.5%	per	month	(18%	per	annum)	on	the	unpaid	balance	will	be	charged	on	all	accounts	exceeding	60	days,	unless	
previously	written	financial	arrangements	are	satisfied.		I	understand	that	the	fee	estimate	listed	for	this	dental	care	can	only	be	extended	for	
a	period	of	6	months	from	the	date	of	the	patient	examination.		

	
In	consideration	for	the	professional	services	rendered	to	me,	or	at	my	request,	by	the	Doctor,	I	agree	to	pay	therefore	the	reasonable	value	of	
said	services	to	said	Doctor,	or	his	assignee,	at	the	time	said	services	are	rendered,	or	within	5	days	of	billing	if	credit	shall	be	extended.		I	
further	agree	that	the	reasonable	value	of	said	services	shall	be	as	billed	unless	objected	to,	by	me,	in	writing,	within	the	time	for	payment	
thereof.		I	further	agree	that	a	waiver	of	any	breach	of	any	time	or	condition	hereunder	shall	not	constitute	a	waiver	of	any	further	term	or	
condition	and	I	further	agree	to	pay	all	costs	and	reasonable	attorney	fees	if	suit	be	instituted	hereunder.		

	
I	grant	permission	to	you	or	your	assignee,	to	telephone	me	at	home	or	at	my	work	to	discuss	matters	related	to	this	form.			
I	have	read	the	above	conditions	of	treatment	and	payment	and	agree	to	their	content.	
	
Signature	of	Patient	or	Parent,	if	patient	is	a	minor:	_____________________________________________________	Date:	____________________	
	
Print	Name	of	Patient	or	Parent	signing	above:	_____________________________________________________________________________________	


