
           
          MEDICAL ALERT _____________________ 
 

PATIENT REGISTRATION / PLEASE PRINT 
 

PATIENT _______________________________________________________________________ TODAY’S DATE _________________ 
                                         First Name                                                        Last Name                                        Middle Initial 
 
Address ___________________________________________________________________ Home # ________________________________ 
 
___________________________________________________________________________ Work # ________________________________ 
                City                                                                                   State                                                   Zip 
 
SS # _______________________________ Date of Birth ___________________________ Cell # _________________________________ 
 
Patient’s Employer ___________________________________________  Occupation __________________________________ 
 
Sex:      F       M     /     Status:    Child     Single     Married     Divorced   /    Email:  ________________________________________ 
 
Spouse’s Name (or parent if minor) _____________________ Employer ___________________ Work/Cell # ____________________   
 
 
Who may we thank for referring you to our office? ____________________________________________________________ 
 
 
IN CASE OF EMERGENCY, LOCAL FRIEND OR RELATIVE TO BE NOTIFIED. (NOT LIVING AT SAME ADDRESS) 
 
Name ______________________________________________________ Relationship to Patient _________________________________ 
 
Address ______________________________________________________________ Home # ____________________________________ 
 
______________________________________________________________________ Work/Cell # ________________________________ 
               City                                                                                     State                                              Zip 
 
 

INSURANCE INFORMATION                                                            ADDITIONAL INSURANCE 
 
Do you have Dental Insurance?    Yes      No                                         Do you have additional Dental Insurance?    Yes     No 
 
If you circled Yes, please answer the following questions:                     If you circled Yes, please answer the following questions: 
Subscriber’s Name                                                                                   Subscriber’s Name 
(Name of Ins. Policy Holder) __________________________                  (Name of Ins. Policy Holder) __________________________ 
 
Subscriber’s SS#______________________ DOB__________                  Subscriber’s SS#___________________ DOB_____________ 
 
Subscriber’s Employer: _______________ Group#_________                  Subscriber’s Employer: _____________ Group#__________ 
 
Patient’s relationship to subscriber:   Self    Spouse   Child                    Patient’s relationship to subscriber:   Self    Spouse   Child 
 
Insurance Company Name_____________________________                  Insurance Company Name_____________________________ 
 
Phone # _____________________________________________                  Phone #_____________________________________________ 
 
Address______________________________________________                 Address_____________________________________________ 
 
___________________________________________________________________                ____________________________________________________ 
      City                                           State                                                Zip                                            City                                             State                                              Zip 

 
 

I accept financial responsibility for my dental treatment or treatment of above patient (if minor). 
 
 
SIGNED: _________________________________________________________________ DATE: _______________________ 

 
Our office is committed to meeting and exceeding the standards of infection control mandated by OSHA, the CDC and the ADA. 

Thank you for filling out this form completely. It will help us to help you more effectively.                                       
If you have any questions, please ask us. We are happy to help. 



 
                                                                                                                                 
          MEDICAL ALERT ______________________ 
 

DENTAL HISTORY 
 

What are your immediate dental concerns? _____________________________________________________________________ 
 
What is the name of your previous dentist? _____________________________________________________________________ 
 
When was your last cleaning? ______________________________________________ Dental Exam: _____________________ 
 
 

DO YOU HAVE OR DO YOU USE ANY OF THE FOLLOWING – INDICATE WITH ( X ) 
 

 Teeth sensitive to cold, heat, sweets or pressure  Bad Breath     Chewing Tobacco     
 Unpleasant Taste     Food Impaction     Cigarettes, pipe or cigar smoking                         
 Fear of dental treatment     Clenching or grinding    Dental Floss 
 Burning of tongue     Complications from extraction   Unfavorable dental experience 
 Swelling or lumps in mouth    Periodontal Treatment    Fluoride Supplements 
 Pain around ear      Orthodontic Treatment    Bleeding Gums, How long? ___________ 
 Unusual sounds in ear while eating    Mouth Breathing    Texture of Toothbrush _______________ 
 Dry Mouth       Oral habits, e.g., fingernail biting,   Frequency of Brushing ______________ 
 Inhalers (nasal or oral)         cheek biting, hard candy, cough drops 

 

MEDICAL HISTORY – INDICATE WITH ( X ) 
 

Although some of the following questions may seem unrelated to your teeth, they are associated with the health of your        
mouth and teeth. This information will be kept confidential. 

 
Physician’s Name ______________________________ Location ____________________ Phone _________________________ 
 
Y N      Y N     Y N 

 Allergies to Drugs ___________________   Transplant _________________   Epilepsy / Seizures / Fainting Spells  
 Allergies to Latex     Arthritis      Hyper / Hypo Thyroid 
 Any Heart Ailments __________________   Asthma / Allergies    Tuberculosis 
 Artificial Heart Valve     Diabetes Type  I  /  II    Ulcer or Colitis 
 Rheumatic Fever     Kidney Problems    Previous use of Phen Fen 
 High/Low Blood Pressure    Hepatitis or Liver Problems   HIV+ 
 Heart Murmur      Malignancies in ______ yr.   Sexually Transmitted Diseases 
 Joint Replacement/ Metal Parts in Body   Radiation     Fibromyalgia 
 Drug or Alcohol Abuse     Tongue / Lip Piercing    Sleep Apnea / Snoring 
 Excessive Bleeding from Cuts or Extractions  Psychiatric Care / Emotional Problems  Lupus 
 Anemia or Blood Problems    Eye Disorders / Glaucoma   Birth Control Pills 
 Osteoporosis/Osteopenia    Sinus Problems        For Women: Are you pregnant? 
 Fosamax      Sjogrens Syndrome           If so, when are you due: ____________ 

                    
 
Please list any medications / herbal supplements that you are currently taking __________________________________________ 
 
________________________________________________________________________________________________________ 
 
I understand that the information I have given today is correct to the best of my knowledge. I also understand that all information 
will be held in strict confidence and it is my responsibility to inform this office of any changes in my medical status.   I authorize 
the dental staff to perform any necessary dental services with my informed consent. 
 
 
 
SIGNED: _______________________________________________________ DATE: _________________________________ 
                                              Patient – Parent or Guardian (if under 18) 
     
 

Blood Pressure: Date:  Reviewed By: Date:  Reviewed By: Date: 
      
      
      
      
      

 


