ADULT REGISTRATION AND HEALTH HISTORY
 FORMCHECKBOX 
 DR.    FORMCHECKBOX 
 MISS

 FORMCHECKBOX 
 MR.   FORMCHECKBOX 
 MS.

 FORMCHECKBOX 
 MRS. FORMCHECKBOX 
 REV. NAME ____________________________________DATE OF BIRTH ___________________ 
HOME PHONE _________________ CELL ___________________ E-MAIL ____________________________
RESIDENCE ADDRESS______________________________ CITY_____________ STATE____ ZIP__________
PLACE OF EMPLOYMENT______________________ BUSINESS PHONE____________SOC. SEC. _____________
PERSON RESPONSIBLE FOR PAYMENT OF ACCOUNT ______________________________

DENTAL INSURANCE ___________________________ NAME OF INSURED __________________________
BIRTHDATE OF INSURED ___________________ SOC. SEC ______________________

LIST ADDRESS IF DIFFERENT THAN ABOVE _______________________________________

SPOUSE NAME___________________________ EMPLOYER_______________ BUSINESS PHONE_____________
IN CASE OF EMERGENCY, WHO (M) DO WE NOTIFY_____________________________ PHONE______________
REFERRED BY_______________________________  
MEDICAL HISTORY- ALL INFORMATION IS CONFIDENTIAL
ARE YOU IN GOOD HEALTH?______ IF NO, EXPLAIN_______________________________

DO YOU HAVE AN EXISTING ILLNESS?_______ IF YES, EXPLAIN_____________________

DO YOU BLEED EXCESSIVELY WHEN CUT?_____ DO YOU SMOKE?_____ IF YES, HOW MUCH?___________

ARE YOU TAKING ANY MEDICATION, PILLS OR DRUGS?____ IF SO, PLEASE LIST_______________________
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING?______IF YES, DESCRIBE UNDER

 FORMCHECKBOX 
 ARTHRITIS


 FORMCHECKBOX 
 KIDNEY DISEASE

 FORMCHECKBOX 
 TUMOR HISTORY

 FORMCHECKBOX 
 TUBERCULOSIS        
 FORMCHECKBOX 
 LIVER DISEASE

 FORMCHECKBOX 
 ALLERGY TO MEDICATION/ANTIBIOTICS:
 FORMCHECKBOX 
 ASTHMA


 FORMCHECKBOX 
 LOW BLOOD PRESSURE
      _________________________________________
 FORMCHECKBOX 
 CANCER HISTORY

 FORMCHECKBOX 
 MENTAL DISORDERS
     LATEX/OTHER: ____________________________
 FORMCHECKBOX 
 DIABETES


 FORMCHECKBOX 
 NERVOUS DISORDERS
     __________________________________________
 FORMCHECKBOX 
 EPILEPSY


 FORMCHECKBOX 
 PACEMAKER

 FORMCHECKBOX 
 ARE YOU PREGNANT? ____________

 FORMCHECKBOX 
 HEART DISEASE

 FORMCHECKBOX 
 RADIATION TREATMENT
 FORMCHECKBOX 
 ACQUIRED IMMUNE DEFICIENCY SYNDROME

 FORMCHECKBOX 
 HEART MURMUR

 FORMCHECKBOX 
 RHEUMATIC FEVER

 FORMCHECKBOX 
 VENEREAL DISEASE

 FORMCHECKBOX 
 HEPATITIS


 FORMCHECKBOX 
 STROKE


 FORMCHECKBOX 
 MITRAL VALVE PROLAPSE with/without regurgitation 
 FORMCHECKBOX 
 HIGH BLOOD PRESSURE
 FORMCHECKBOX 
 ARTIFICIAL IMPLANTS: HIP/KNEE/DENTAL   DATES: ____________________
Have you ever had any complications following dental treatment? Yes No  If yes, please explain: __________________________________________________________________________________ 
Have you been admitted to a hospital or required emergency care during the past two years? Yes No  If yes, please explain: __________________________________________________________________________________ 
Are you under the care of a physician? Yes No  If yes, please explain: __________________________________________________________________________________ Name of personal physician: _____________________________________________________________________________ Phone: ____________________________________________ 
Do you have any health problems that need further clarification? Yes No  If yes, please explain: __________________________________________________________________________________ Have you ever been dissatisfied with the services of a dental office? Yes No  If yes, please explain: __________________________________________________________________________________ REMARKS: ____________________________________________________________________________________________________ ____________________________________________________________________________________________________ ____________________________________________________________________________________________________ 
To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever have any change in my health, I will inform the doctors at the next appointment without fail. I understand that I am financially responsible for all charges rendered, whether or not paid by an insurance carrier, and balances over 60 days will be charged a monthly service fee of 1.5% (18% APR) for each month the balance is carried. In the case of default, I promise to pay any legal interest on balances due together with any collection costs and reasonable attorney’s fees incurred to affect collection of this account. I understand credit bureau reports may be obtained. I have reviewed and/or received a copy of this office’s Notice of Privacy Practices. I agree to have any photos taken of my face or mouth to be used for educational and training purposes. This is to serve as my “signature on record.” 
I CONSENT TO WHATEVER DENTAL PROCEDURES AND ANESTHETICS ARE NECESSARY FOR THE TREATMENT RENDERED. 
SIGNATURE _________________________________________________ DATE __________________________________ 
