
_ Responsible Parq,( ifsomeone other than the patient )

First Name:

Address:

City, State, Zip:

Home
Phone:

Birth Date:

,Responsible Partv is also a Policy Holder lbr Patient

Work Phone:

Soc Sec:

PATIENT REGISTRATION

Last Name:

Prefened Name:

Last Name:

Address 2:

Primary Insurance Policy Holder

TIME 09:32 AM

ID:

First Name:

Patient ls:,' 
- 

Policy Holder

Chart ID:

:Responsible Parry-

DATE 3/10/2017

Middle Initial

Middle lnitial

Pager:

Cellular:

Drivers Lic:

' Secondary. Insurance Policy Holder

Patient Infbrmation

Address:

City:

Home
Phone:

Sex:

Birth Date:

E-mail:

Address 2:

State /Zip:

Maritalstatus: Married

Soc Sec

Ext:

Pager:

Cellular:

Male '- Female

Work Phone:

Age:

Single Divorced Separated Widowed

Drivers Lic:

I would iike to receive correspondences via e-mail.

Section 3

Last Dental Exarr

Last FMx
Who referred you

Sleep Apnea?

Snore?

Section 2

Employment
Status:

Student Status:

Medicaid ID:

Employer ID:

Carrier ID:

Full Time

Full Time

Part Time

Part Time

Retired

Pref. Dentist:

Pref. Phamracy:

Pref. Hyg:

Primary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to lnsured: Self

Name of lnsured:

Insured Soc. Sec:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Relationship to lnsured: rSelf

Ins. Company:

Address:

Address 2:

City, State, Zip:



Time 9:33 A${

Pitient lllJme:

Are you und€r a physician's care now?

Hare you ever been hospitalized or had a major
operatkln?

Ff.ar+ yee et'er had a s€rlous head or neck iniury?

Are you taking any rnedications, pitk, cr drugs?

Do you take, or have you taken, Ptren-Fen or Redux?

Have you ever taken Fosamax, Boniva, Actonel or
any other medicatlons containing bisphasphonates?

Are you on a special diet?

D0 )tou use tohacco?

Womeri: Are ycu.,,
i Pregnant/Trying to get pr€gnant?

Lnflstopher Benfley, uu5

EaEMft I'ledical Hirtory
Bi,th Date:

Date 3i 10/2817

Dite Created:

althaush dental personnel prinarih treat the area in and around your mcuth, your mouth b a part of yo$r entire body. Health probleru *rat you ncry haye, or medicatkrn

Yes Ho

Yes I'lg

Yes f,lo

Yes I{o
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Yes $0

Nursrng?

If ves ;
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tfves: 
.
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No

I,lo

No

No
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No

If yes

Takin g oral .ontraceptlves?

Are you *llergic to any of the foilowrng?- 
nsplrin

*letal

Other?

O0 y6ir use {onkolled suhstances?

Penicillin

Latex

Yes I'ls

Cortisone liiedicine

Drabetes

Dn4g Addiction

Easily Winded

Emphysema

Epitepry or Seizures

E<cessive Bleeding

F:rcessive Thirst
Fainting Spells/Orzrness

Frequent Cough

Frequent Diarrhea

Frequent Headaches

Genilal Herpes

Glaucoma

Flay Fev€r

Fleart A.ttacUFailure

l[eart F,lurrnur

Heart Pacemaker

tleort Trouble/Disease

Ys fi!

Codeine

Sulfa Drugs

Acrytic

Local AneShetics

f yes

If yes

Do you have, or have you had, any of the fo{lowrng?

Artifielal Heart Valve Y*s I{o

AIDS/FEV Positiw

Alzheimer's Disease

A*aphylaxis

Anemia

Angina

Arthritisl€out

Artifi€i61 loint
A$hr*a

Blood Disease

B[od Trandusion

Breathing Probhms

Bruise Easily

Came.

Chenrotherapy

Ch€st Fains

Hemophilia

l-l€patitis A

llepatitis B or C

Herpes

High Btood Pressure

l-ligh Cholesterot

Hives or Rash

l"lypogfcemia

Irregular l-[eartbeat

Kidney Problems

Leukemia

Liver Disease

Low Blood Pressure

Lung Disease

Mitral Valve Prolapse

0steoporosis

Pain in law lolnts

Farathyroid Disease

Psychiatric Car€

RadiaBon Treatments Yes

Re.cent weight Loss Yes

Fensl Oialysis Yes

Rheumatic Fever Yes

Rheumatism Yes

Scarlet Fever Yes

Shingles YeE

Srckle Cell oisease Yes

si$$s Trsuble Yes

Spina Bifida Yes

SbmachfntestinalDisease Yes

Strske Yes

Swelling of Limbs Yes

Thyrcid Disease Yes

Tonsillitis Yes

Tubereulosis YeE

Turnors cr Growths Ye5

Ulcers Yes

Ven€r€al Disease yes

Yellora; laundice Yes
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Cold Sor*lFever Blisters Yes l{t
Eangenid Heart Disorder Yes lllg

Convulsions Ye5 No

Ha!/€ you e{rer had any serious illness not listed

Comrnents:

To the best of nry knowledge, the questiens on this form have been accuntely answered. I undersbnd that prouding incone€t info*rnatbn En be dangerous to rny {or
patient's) healih. ft is nry responsibility ta hform the dental offce of *ny changes in medical status.

Srgnatire ofPatient, Parent or Guardian:

X Date:


