Patient Registration Form

Birthdate

Phone

Marital Status:

Work Ph.

Spouse/Parent Employer

Phone

| Emergency Contact

Phone

1 Name

Person Respensible for account

Relationship to Pr.

B Address

Phone

i Employer

ID/Soc. Sec. No.

g Ins. Company

Group No

- Secondary lns

! Relationship to Pt

A Employer

JFolicy hplder
1D No.

GroupNo.

Date of Jast dental visit

Dental History

Reason for visit

M Duate of last cleaning

Date of last x-rays

B Previous Dentist

Reason for leaving

] Have you had any of the following:
1 Loose teeth

il Gum painr/swelling

 Bleeding when brashiag

| Gum/periodontat disease

1 Periodontal surgery

R/ Oral Surgery

B Root Canal Treatment

 _ Orthodontics

B Click/nuise in jaw

Pain in car or jaw

g Pain or diffulty chewing

y Pain or diffulty opening mouth
" Treatment for TMJ

s How often do you brush? _
] Do you floss?

How frequently?

Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yey
Yes
Yes

Type of toothbrush

Fluoride taken in any form?

Injusy 10 head or mouth
Prescribe
History of headaches
How freguently
Sensitivity? Cold Hot
Do you have the following habits?:
Grind or clench teeth
Bite nails
Hold objects in mouth
Mouth breathe awake or asleep
Smoke or chew tobacco
Drink cotfee or tea

Yes
Yes
Yes
Yes
Yes

If child: Pacifier or Thumb/Finger sucking?__

If child, does a parent help?

How do you feel about having dental treatment done? Have you ever had an uncomfortable experience?

| Explain

[s there anything else we should be aware of?

B Signature




