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New Patient Registration

Patient’s Full Name (Last, First, MI): ____________________________________________________

Date of Birth: ____/____/____
Social Security #: ________-_________-__________
Home Address: _____________________________________________________________________ 
City: ___________________________    State: ___________  Zip: ___________________

Home Phone: 
(_____) ______-_______ 

Sex: Male / Female   Marital Status: ___________ 
Work Phone:
(_____) ______-_______ 

Whom may we thank for referring you?

Cell Phone: 
(_____) ______-_______

________________________________________

Primary Dental Insurance Coverage

Account-holder Name and Address: _____________________________________________________

Relation to Patient: _______________  SS#: ________-_________-_________ DOB: ____/____/____

Employer Name: ________________________________________ Phone #: (_____) ______-_______

Insurance Company: _____________________________________ Phone #: (_____) ______-_______

Address: ___________________________________________________________________________

Member ID: ___________________________________ Group/Plan #: _________________________

Secondary Dental Insurance Coverage

Account-holder Name and Address: _____________________________________________________

Relation to Patient: _______________  SS#: ________-_________-_________ DOB: ____/____/____

Employer Name: ________________________________________ Phone #: (_____) ______-_______

Insurance Company:_____________________________________ Phone #: (_____) ______-________
Member ID: ______________________________________ Group/Plan #: ______________________
Emergency Contact/ Party Responsible for Patient

Name: ________________________________________________Phone #: (_____) ______-________
Address: ___________________________________________________________________________

Patient Name: _____________________________________________ Date of Birth: ____/____/____

Are you under the care of a physician? _____________ Date of last physical exam: _______________

Physician’s Name: _____________________________ Physician’s Phone #: ____________________

Has there been any change in your general health within the last year? __________________________

If so, what is the condition being treated? _________________________________________________

Please list any prescription or non-prescription medications: __________________________________

 __________________________________________________________________________________

Please list any known allergies (such as Penicillin, Latex, Codeine, etc.): ________________________

 __________________________________________________________________________________

Do you smoke or use tobacco products? __________________________________________________


	Yes
	No
	
	Yes
	No
	
	Yes
	No
	

	□
	□
	Artificial Joints
	□
	□
	Heart Transplant


	□
	□
	Jaundice



	□
	□
	Abnormal Bleeding 
	□
	□
	Mitral Valve Prolapse


	□
	□
	Asthma/Difficulty Breathing



	□
	□
	Heart Surgery


	□
	□
	Pace Maker


	□
	□
	Diabetes



	□
	□
	History of Heart Attack


	□
	□
	High Blood Pressure


	□
	□
	Tuberculosis



	□
	□
	Artificial Heart Valve


	□
	□
	History of Stroke


	□
	□
	Hepatitis



	□
	□
	Congenital Heart Defect


	□
	□
	Rheumatic Fever


	□
	□
	HIV+/AIDS




If you marked “yes” to any of the above, please list any important details: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any disease, condition/ additional details, or problem not listed above that you think we should know about?  If yes, please explain:_________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
	Yes

	No

	
	□
	□
	Are you taking Birth Control Pills?


	□
	□
	Are you pregnant?      # of weeks: ______


	□
	□
	Are you nursing?



	For Women Only…


Signature: _______________________________       Date: ___________________________________

Patient Medical History





Health History
















