REGISTRATION FORM

Name
First Middle Last
Single Married Widowed Separated Divorced
Age Patient Birthdate Male Female
Home Address
Street City State Zip Code
Home Phone Work Phone Cell Phone
Personal Physician
Employed By Occupation
Address
Do you have dental insurance? Yes No Name of Insured
Insured's Social Security # Birthdate of Insured
Person Responsible for Account
How Long Since You Have Been to a Dentist Referred By
1. Have you had severe pain or bleeding after extractions?.............cccceeueruvrrencncne NO YES
2. Do your gums bleed when you brush your teeth?...............cccocvviviviinnninnnnne. NO YES
3. Has a doctor told you that you have heart trouble?.............ccoecccvrinncnnecrnnnans NO YES
4. Are your ankles often swollen?.............ccccccrviniiiiiininninninnenicincnteceeeeenne NO YES
5. Do you get short of breath easily?..............cooveviriiiiincniniciinnecene NO YES
6. Do you faint €asily?..........cccociviuiriiniiiiniiniinii e NO YES
7. Do you suffer from stomach trouble?.............ccccccoovviiiininininnnninieene NO YES
8. Do you easily get overly tired?............coocoeviviiviiiiiiiininie NO YES
9. Has a doctor said you have kidney or bladder trouble?..................ccccececiiine NO YES
10. Have you gained or lost weight recently?.............ccccoovviiivnininnniiinininnnenn. NO YES
11. Have you been under a doctor's care within the past year?..............ccccoueeuinnns NO YES
12, DO YOUu USE tODACCOY........coviuierenieiiiicrcincece et NO YES
13. Are you taking medicine at the present time?.............ccccooeevevvnririnnininniiicnnnnn NO YES
What?

— Are you allergic to any of the following?

| | Aspirin | | Penicillin | | Codeine | | Acrylic [ ] Metal | ] Latex | ] Local Anesthetics [_] Other

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

[] AIDSHIV Positive L] Chest Pains [_] Frequent Headaches L'_] Irregular Hearlbeat
['_| Alzheimer's Disease ]] Cold Sores/Fever Blisters |_] Genital Herpes D Kidney Problems

[_j Anaphylaxis | | Congenital Heart Disorder [‘_] Glaucoma ['_J Leukemia

|_J Anemia [__] Convulsions L'_| Hay Fever D Liver Disease

D Angina [__] Cortisone Medicine U Heart Attack/Failure u Low Blood Pressure
[__] Arthritis/Gout | ] Diabetes [‘__] Heart Murmur* L‘_] Lung Disease

[__] Artificial Heart Valve* 1] Drug Addiction L‘_] Heart Pace Maker* l_] Mitral Valve Prolapse*®
|_] Artificial Joint* | | Easily Winded (7] Heart Trouble/Disease ] Pain in Jaw Joints
] Asthma [} Emphysema ] Hemophilia [} Parathyroid Disease
|_] Blood Disease [ ] Evpilepsy or Seizures [ Hepatitis A [} Psychiatric Care

(7] Blood Transfusion | ] Excessive Bleeding (] Hepaiitis B or C [} Radiation Treatments
l_l Brealting Problem [ 7| Excessive Thirst 1] Herpes [:J Recent Weight Loss
|_ ] Bruise Easily || Fainting Spells/Dizziness | ) High Blood Pressure [} Renal Dialysis

[J Cancer |J Frequent Cough [_] Hives or Rash U Rheumatic Fever*

| ] Chemotherapy | °] Frequent Diarrhea 7] Hypoglycemia [} Rheumatism

D Scarlet Fever

(] Shingles

O Sickle Cell Disease
D Sinus Trouble

] Spina Bifide

D Stomactvintestinal Disease
D Stroke

O Swelling of Limbs
O Thyrold Disease
0 Tonsillitis

D Tuberculosis

L'_'J Tumors or Growths
[:] Ulcers

(] Venereal Disease
[] Yellow Jaundice

I understand that there may be a charge for missed appointments without 24 hours
notification. 1The above information is correct and accurate to the best of my

knowledge.

Signature Date




