PATIENT REGISTRATION

Date

0O Mr. 0 Mrs. 0 Miss

Patient's Name

O Ms.

C Dr.

Nickname Sex OM OF

Patient's Address

Home Phone

Street
Social Security Number

City
Birthdate

Zip
Cell Phone

Fatient's Employer

Business Address

Occupation

FPhone

Name of Spouse

Spouse's Employer { Occupation

DL#

Whom May We Thank for Referring You

Nearest Neighbor or Relative’s Name, Address, and Phone No.

Responsible Party's Complete Name

PLEASE COMPLETE THIS SECTION IF PATIENT IS A MINOR AND/OR RESPONSIBLE PARTY

Social Security Number

Home Address

Phone (Home) (Cell)

Street
DL#

Business Address,

Place of Employment

City Zip

Occupation

Phone (Business)

Street

City Zip

General Health

Name and Address of Physician

C Excellent 0 Good 0OFair 0 FPoor

MEDICAL HISTORY

Height Weight

Mame and Address of Dentist

Last Complete Physical

Are You Taking Any Medication Now?

O Yes O Mo Please List

J Penicillin T

Are Yau Allergic to:

Codeine O Local Injected Anesthetice [ Latex Other:

Are You Subject to Prolonged Eleeding?
{Women) Are You Pregnant?
Are You Nursing?

Have You Had Any Serious Trouble Associated With Previous Dental Treatment?

Yes Nold
[ Yes 0 Noe Which Trimester?
O Yes O Ng

O Yes 0O No Explain:

Please complete the reverse side of this form




Have You Ever Been Diagnosed or Treated For:

| Heart Disease. .....ccoovveeiivssiinmsinaninne, RO -, | Yes(J NoD
RHEUMATIC F OV i vv e it eis it sisniiansss e Ve b oei w2 st sawemspe s anapesppnasesyay Yes (1 No[
Heart MUIIMUE  ceesiiimasivummsssisisibarms seuss nosansnivonsdssssnnsasasnesan Yes ' NoO
Abnormal Blood Pressure................ooc e R e T —— Yes[1 NoZ
- Congenital Heart LOBIONS ...  vops o i S AR R A e T i Yes © Nol
e TSP P SRR TR Yes [ NoC
TUDEICUIOSIS . e evienmneissmnn e mn s e s msan se s s S ne s 2o sen i nn s YesT Noll
BT e L (o TP PP PSR PP PP EPEE TR Yes O No L
Endocring (e.g., ThYroid).......oceetiemumiiiiiiiiien s s s e Yes T No[

AL OIMIMUNE DHSEABR, .t ciiveiuihensserm e me sers wsine asmmrss 2 e s svmseasnpyarr ransapenans Yes O Mo

| Stroke/Neurclogical DISEaSE. ........coiviiiiiiiiniin i T Yes (1 NoO
| EPIlEpSY/SEIZUIES .. veimirii it vttt s e e Yes [ No[
Syphilis, Gonorrhea, Sexually Transmitted Disease................coovnrinnnern Yes [l No T
AIDS, OF HIV.... . ivieierens s iaaiimi s as iiass s b sb sa s bsvsss s e sbssssans ey Yes U No[l
Pulmonary / Lung DISEasE........cooeiiiiiiiiiiii i s Yes 0 NoO
P I EE  oe oowm  B E C r  me RR RR YesO NoCT
Jaundice/Liver Disease/Hepatitis............... Yes ) Noll
Sinus Trouble/Allergies/Hay FeVer..........co.ooiiii s Yes 0 No[J
1N L 11 111 T SRSy PRSP YesO NoDO
=T Vo< SOOI 1 16 4.1 S VO YesZ NoO
Prosthetic Replacement (Hip, Shoulder, etc.)............coiiiiiiiiin Yes O NoO
| Have You Ever Had Radiation Therapy?........ A s s S AN Yes 1 Not
Do You Have a Pacemaker / Implanted Electronic Device?.............c.......... YesO NoDO

Do You Use Recreational Drugs? (Cocaine, Marijuana).........c..ccocennnneene Yes = Nol(l

Any Other Serious HINESS?. ... e e Yes O NoO
Please List;

Signature:




