
Patient Number ABC HEALTH HISTORY & REGISTRATION

It is important that I know about your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information
is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.

PATIENTSignature(Parentof Child) Date: DENTISTSignature
lIP RM-027 @SmartPracticeO t -800-522-0800

PATIENT INFORMATION
PATIENT'SNAMELast First MiddleInitial- SEX:M F BIRTHDATE AGE-

Soc.Sec.# If Patientis a Minor,give Parent'sor Guardian'sName TODAY'SDATE

WhoMayWeThankfor ReferringYouto our Office? Reasonfor this Visit

RESPONSIBLE PARTY INFORMATION

NAMELast First MiddleInitial MARITALSTATUS

RESIDENCEStreet Apt. # City State Zip

MAILINGADDRESSStreet Apt. # City Stat" Zip

HOWLONGATTHISADDRESS HOMEPHONE CELLPHONE

WORKPHONE E-MAIL

PREVIOUSADDRESS(iflessthan3yrs.)Street City State_ZiP HOWLOng

SOCIALSECURITY# BIRTHDATE DRIVER.SLICENSE# RELATIONTOPATIENT

EMPLOYER OCCUPATION NO.YEARSEMPLOYED

RESPONSIBLE PARTY'S SPOUSE .EMERGENCY INFORMATION: RELATIVE NOT LIVING WITH YOU.

NAME
LAST FIRST MIDDLE

EMPLOYER OCCUPATION ( )
NAME RELATIONSHIP

NO.YEARSEMPLOYED ADDRESS CITY,STATESOC.SEC.# BIRTHDATE

HOMEPH. CELLPH. HOMEPH. CELLPH.

WORKPH. E-MAIL WORKPH.

DENTAL INSURANCE INFORMATION (Primary Carrier) If you have double dental insurance coverage, complete this for the second coverage.

Insured'sName
Insured'sName

InsuranceCo. E-MAIL InsuranceCo. E-MAIL

InsuranceCo.Address
InsuranceCo.Address

Insured'sEmployer
Insured'sEmployer

Insured'sSoc.Sec.# Group# Local#
Insured'sSoc.Sec.# Group# - Local# -

"DENTAL.HISTORY" YES NO "MEDICAL HISTORY" YES NO
HOWLONGSINCE;you haveseen a dentist? Do vou have anv GURRENT HEALTHPROBLEMS? D [].
LastCOMPLETEDentalExam,Date: Are you under a PHYSICIAN'SCAREnow? D D
LastFULLMOUTHX-RAYS,.DATE:(16SmallFilmsorPanoramic) For what?

AreyouhavingPROBLEMSnow? D q What MEDICATIONS.are vou currently takina?
WHAT?

Is your present dental health POOR? D D Have you ever taken Een-PheniRedux? D D

Do you wear DENTURES? (Partials or Full) D D Are you PREGNANT? D D
AreyouUNHAPPYwithyourdentures? D D Do vo" "".. dnar"/cin"rette" !ipenr chewinntoh"cr.o? Idrdel n n
Wouldyouliketo knowmoreabout PLEASE.....YES OR NO OF THE FOLLOWING WHICH YOU HAVE HAD, OR PRESENTLYHAVE:
PERMANENTREPLACEMENTS? D D

YES NO YES NO YES NO
Are youAPPREHENSIVEaboutdentaltreatment? D D

AIDSIHIV Pos. D D Fainting D D Psychiatriccare D D
HaveyouhadanyPERIODONTAL(GUM)treatments? D D Anaphylaxis D D Foodallergies D D Rapidweightgairv10ss D D
DoyourgumsBLEED,orfeelTENDERorIRRITATED? D D Anemia D D Glaucoma D D Radiationtreatment D D

Arthritis (Rheumatism) D D Headaches D D Respiratorydisease D D
AreyourteethSENSITIVEtohot,cold,sweets,pressure?(circle) D D

Artificialheartvalves D D Heartmurmur D D Rheumatic/scarletfever D D
AreyouUNHAPPYwiththeAPPEARANCEofyourteeth? D D Artificialjoints D D Heartproblems(pleasedesaibe)D D Shingles D D

AreyouawareofGRINDINGorCLENCHINGyourteeth? D D Asthma D D Shorlnessofbreath D D
Atopic (AllergyProne) D D Hemophilia (Abno<malbOeding) D D Skinrash D D

DoyouhaveHEADACHES,-EARACHES,orNECKPAINS? D D Backproblems D D Herpes D D SpinaBilida D D
HaveyouwornBRACESon yourteeth(ORTHODONTICS) D D Blooddisease D D Hepatitis D D Stroke D D

DoyouhaveDISCOLOREDteeththatbotheryou? D D Cancer D D Highbloodpressure D D Surgicalimplant D D
Chemical dependency D D Jawpain D D SWelling of feetor ankles D D

WouldyoulikeyoursmiletoLOOKBETTERorDIFFERENT? D D Chemotheropy D D KidneydiseaseormallunctionD D Thyroiddiseaseormallunction D D
DoyouREGULARLYuseDENTALFLOSS? D D Circulatoryproblems D D Uverdisease D D Tobaccohabit D D

Cortisonetreatments D D Materialallergies D D Tonsillitis D D

Name of Previous Dentist: Cough(persistenl) D D (Ialex.wOO.molal,chemicals) Tubeltulosis D D
Coughupblood D D Milral valveprolapse D D Ulcer/Colitis D D

City: State: Diabetes D D Nervous problems D D Venerealdisease D D
Epilepsy D D Pacemaker/heartsurgery D D

How do you feel about your teeth? ARE YOU ALLERGIC TO OR HAVE YOU REACTED ADVERSELY TO ANY OF THE FOLLOWING MEDICATIONS?

Please RANKthefollowingin theorderin whichtheywould Aspirin Local Anesthetic Erythromycin Latex (balloons,

KEEPYOU FROM havino dental treatment.
Nitrous Oxide Codeine Penicillin gloves, etc.)

Are you aware of being allergic to any other medications or substances?

FEARof cain LACK of concern #
If yes, please list:

#
Is there any other Medical or Dental information that you feel I should know about?

COSTof treatment # MISSING worktime # FAMILYPHYSICIAN PHONE E-MAIL


