
PATIENT REGISTRATION

First Name:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip:

Home Phone:Work Phone: Ext:Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Address: Address 2:

City: State / Zip:

Home Phone:Work Phone: Ext:Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment 
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

roup ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

G

Responsible Party ( if someone other than the patient )

Patient Information

Primary Insurance Information

Secondary Insurance Information





Dental History 

 
Reason for today’s visit:  

_______________________________________________________________________ 

 Former Dentist: ______________________________ Phone:  (___)________________  

City/State/  ip:
 

______________________________________________
 

 

Date of last dental visit:
 
____________________________________

 
 

Place a mark on “YES” or “NO” to indicate if you have had any of the following:
 

 

Bad breath    Yes No  

Bite plate or mouth guard    Yes  No   DATE: ______________________________ 

Bleeding gums    Yes No  

Burning sensation on tongue   Yes  No    

Blisters on lips or mouth    Yes  No  

Chew on one side of mouth    Yes  No 

Clicking or popping jaw    Yes  No 

Dry mouth    Yes  No 

Fingernail biting    Yes  No  

Food collection between the teeth    Yes  No 

Foreign objects    Yes  No 

Grinding teeth    Yes  No 

Gums swollen or tender     Yes  No 

Injury to mouth or head    Yes   No   DATE: ______________________________ 

Jaw pain or tiredness    Yes  No 

Lip or cheek biting    Yes  No 

Loose teeth or broken fillings    Yes  No 

Mouth breathing    Yes  No 

Mouth pain while brushing    Yes  No 

Orthodontic treatment    Yes  No   DATE: ______________________________ 

Pain around ear    Yes  No 

Periodontal treatment     Yes  No    DATE: _______________________________ 

Sensitivity to cold    Yes  No 

Sensitivity to heat    Yes  No 

Sensitivity to sweets    Yes  No 

Sensitivity when biting    Yes  No 

Sores or growths in your mouth    Yes  No   How Often? ___________________________ 

Teeth extractions    Yes No  DATE: ___________________________________ 

How often do you brush? _______________________________________________ 

How often do you floss? ________________________________________________ 

Do
 
you ever use toothpicks? 

 
Yes No   How often? _______________________

 

Is there anything in your dental appearance that you would like to change?  

 
In case of an emergency who would you prefer that we contact? 

Name: ___________________________________________________ 

Home Phone: _________________   Cell Phone: ________________  
Address: _________________________________________________ 
City: _______________________   State: _____   Zip: ____________   

_______________________________________________________________________

Z
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