PATIENT REGISTRATION FORM
Patient’s Complete Name_________________________________Birth Date______________________
Guardians Name ( if patient is a minor) _____________________________________________________
Mailing Address             ___________________Town______________State__________Zip_________
Residence Address         ___________________Town______________State__________Zip_________

Home Phone                  ____________________Cell_______________Work Phone_______________

Employed by                 ________________________________________________________________
How did you hear about us?_____________________________________________________________
HEALTH QUESTIONAIRE

1.  Are you under the care of a physician?                                                                               Y     N

2.  Please list any serious illnesses or operations_____________________________________________

3.  List any medications you are currently taking_____________________________________________
4.  Women:  Are you pregnant?  Y     N                                        *Delivery Date___________________

ARE YOU ALLERGIC TO ANY OF THE FOLLOWING?  PLEASE CIRCLE

Aspirin    Y N        Penicillin         Y  N            Codeine   Y  N       Demerol   Y  N          Latex     Y  N
Tylenol    Y N       Erythromycin   Y  N           Any other allergies_______________________________
HAVE YOU EVER HAD ANY OF THE FOLLOWING:

Allergies or Hives
Y N
 Pacemaker/Heart Valve    Y  N      Rheumatic Fever                                 Y   N         
 Heart Disease/Attack    Y  N       Jaundice                            Y  N      Angina/ Chest Pain                             Y   N            
 Stroke                            Y  N      Clotting Problems             Y  N      High/Low Blood Pressure                   Y    N            

Tuberculosis                   Y  N      Emphysema                      Y   N     Ulcers                                                  Y    N      Hip/Joint Replacement  Y  N      Venereal Disease               Y  N      Hepatitis A, B, C or AIDS                  Y    N          Cancer/Tumor                Y  N       Diabetes                           Y  N     Epilepsy or Seizures                             Y    N              Thyroid Disease             Y  N      Radiation/chemotherapy   Y  N     Smoker/tobacco use                              Y    N
Heart Murmur/Mitral Valve Prolapse    Y    N                            
If so, does your Dr. recommend antibiotics prior to dental treatment?     Y     N
Do you drink alcohol or use drugs?    Y   N

Have you had more than 3 (women) or 4 (men) drinks in one day in the past 3 months?       Y   N

Do you drink more than 7 (women) or 14 (men) drinks per week?          Y   N

In the past 12 months have you ever used drugs other than those required for medical reasons?       Y   N

Have you ever used IV drugs?       Y   N

Over the past 2 weeks, have you had any of the following problems more than half the time?   

              Feeling down, depressed, or hopeless?        Y   N

              Having little interest or pleasure in doing things?       Y   N
DENTAL HISTORY

1.  Have you ever had an unfavorable reaction from a local anesthetic?        Y    N
2.  How long since your last dental treatment? _____________________________________________________
3.  What is your chief complaint today?           ______________________________________________________

Signature____________________________________



Date_____________________







Dr. Signature_______________________________




HIPAA
