PATIENT REGISTRATION AND HEALTH HISTORY
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

PATIENT INFORMATION

DATE:
NAME:
BIRTHDATE: AGE: M/F
HOME PHONE: CELL:
PREFERRED NAME:
ADDRESS:

CITY, STATE, ZIP:

MARRIED / SINGLE / DIVORCED / WIDOWED
SS#:
OCCUPATION:
EMPLOYER: WORK #: EXT:
E-MAIL:
DRIVER'S LICENSE NO.:

NAME OF PERSON WHO BROUGHT YOU (If under 18):
WHO IS RESPONSIBLE FOR ACCOUNT: SELF / SPOUSE / PARENT / GUARDIAN

SPOUSE / PARENT / GUARDIAN INFORMATION
NAME:
SS#: DOB:
MARRIED / SINGLE / DIVORCED / WIDOWED

ADDRESS:

CITY, STATE, ZIP:

HOME PHONE: CELL:
EMPLOYER:

WORK PHONE:

EMAIL:

DRIVER'S LICENSE NO.:

HOW DID YOU FIND OUT ABOUT US?
NAME (IF PATIENT):

DENTAL INSURANCE INFORMATION
NAME OF POLICY HOLDER:

ADDRESS:

CITY, STATE, ZIP:

HOME PHONE: CELL:

WORK PHONE: EXT::

SS#: CONTRACT #:
INSURED DOB: RELATIONSHIP TO PT:
EMPLOYER: GROUP #:

INSURANCE CO:

INS CO ADDRESS:
CITY, STATE, ZIP:
INS CO PHONE # ( )

IN CASE OF
EMERGENCY - CONTACT: PHONE#:

CLOSEST RELATIVE NOT LIVING WITH YOU (DIFFERENT FROM ABOVE)
NAME: RELATIONSHIP:
HOME #: CELL:

WORK #:

ADDRESS:

CITY, STATE, ZIP:




1. Are you having pain or disComfort at this tIME?.........cooo e e e e et e e e e e st e e e e s e sabrseeaeeaeasbaeeeeeaannes YES NO
2. Have you been a patient in the hospital during the pPast tWO YEars?...........eo e a e YES NO
3. Have you been under the care of a medical doctor during the pPast tWO YEars?........cccuveiie i YES NO
Physican's Name
Address Telephone
4. Has your doctor instructed you to be pre-medicated for your dental VISitS?...........ociiiiiiiiiii e YES NO
5. Have you taken any medication or drugs during the 1ast tWO YEArs?...........oooo oo iiiii i a e e a e YES NO
6. Are you now taking any medication, aspirin, blood thinners, drugs, or PillS?..........coo e YES NO
If yes, please list:
7. DO YOU QAVE @NY GIIEIGIES ... ..ottt e oottt e e oo te e et e e e e s aeeeeee e e anteeeaae e ntseeeeeamsbeeeaeeaannnseeeaeeansseeeaeeaannsseaeeaaannrneeaaenn YES NO
If yes, please list:

8. Indicate which of the following you have had or have at present, circle "YES" or "NO" to each item.
Heart Failure..............cocoeieni. YES NO Stroke........ccoovviiiiiiiiiiiiiinen YES NO Hepatitis A (infectious)................ YES NO
Heart Disease or Attack............... YES NO Artificial Joints (hip,knee,etc.)....... YES NO Hepatitis B (serum)..................... YES NO
Angina Pectoris..............ccoceeene. YES NO Kidney Trouble...............ccevenenes YES NO Hepatitis C.......ooeviviiiiiiiiins YES NO
Congenital Heart Disease............ YES NO Ulcers....coovviiiiiiiiiiiiiiiiiiiianan, YES NO Venereal Disease....................... YES NO
Heart Murmur..............oooee. YES NO Diabetes.......coovviiiiiiiiiiiiins, YES NO AIDS/HIV Positive..................... YES NO
High Blood Pressure................... YES NO Thyroid Problems....................... YES NO  Osteoporosis...........cocevvevenvenns. YES NO
Arteriosclerosis.......................... YES NO Glaucoma........cocooiiiiiiiiiiiianannn. YES NO Cold Sores / Fever Blisters........... YES NO
Mitral Valve Prolapse.................. YES NO Cosmetic Surgery...........cc.cceuent YES NO Blood Transfusion...................... YES NO
Artificial Heart Valve................... YES NO Emphysema..........cccooevvviinennnen. YES NO Hemophilia...........ccoooviiiiniinnn YES NO
Heart Pacemaker....................... YES NO Chronic Cough............cooevinnn.. YES NO Anemia........c.ccooevviiiiiiiiininnnn.. YES NO
Heart Surgery........coooevvviiiniennn, YES NO Tuberculosis.............cccoveviennnne. YES NO Sickle Cell Disease..................... YES NO
Rheumatic Fever........................ YES NO Asthma.............oooiiiiiiiiiin, YES NO Bruise Easily...................ooeniil YES NO
Arthritis.......oooi YES NO HayFever.........cocooiiiiiiiiininnnn, YES NO LiverDisease.............cccevnennnnen. YES NO
Rheumatism...............cccoeeiiinin, YES NO Allergies or Hives....................... YES NO Epilepsy or Seizures................... YES NO
Pain in Jaw Joints...................... YES NO Sinus Trouble............c.ccoevvvienen. YES NO Fainting or Dizzy Spells............... YES NO
Cortisone Medicine..................... YES NO Radiation Therapy...................... YES NO Nervousness............c.cccoevvennnnn. YES NO
Drug Addiction............cccooeenenin, YES NO Chemotherapy.........ccocovovviennnen. YES NO Psychiatric Treatment................. YES NO
9. When you walk up stairs or take a walk, do you ever have to stop because of pain in your chest, shortness of breath,

OF DECAUSE YOU @I VEIY tIrEA 2 ... ettt e e e e ettt e e e e e et e e e e e e esbeeeeeeeasaeeeesaasseseeeeeaassseeaaeeann YES NO
10. Do your ankles SWell dUrNG the Ay ?2.........ooiiii ettt et e bttt e e e e e s bt e e st e e e nann e e e bn e e e anne e e nanees YES NO
11. Do you ever wake up from sleep and feel Short of breath?.............oo i YES NO
L (=R Yo U o] o I= T o =TT = 1 o 1= o ST SUPPRR YES NO
13. Has your medical doctor ever said you have CanCer OF @ tUMOI?...........coiiiiiiie e e et e e e et e e e e e e e e e e s enbaeeeeeeearnaeaes YES NO
14. Do you have or have you had any disease, condition, or problem not listed?............oooo e, YES NO

If yes, please list:
15. DO YOU SMOKE?......eiiieee ettt e YES NO How much?
16. Do you chew tobacco, use snuff, or dip?.......ccccceeeviiiiiieiiiiiee e YES NO How much?
17. Do you have difficulty opening your mouth wide?.............ccocciiniieiiiiecinee e YES NO  Any Clicking or Popping?............... YES NO
FOR WOMEN ONLY:
Are you pregnant?.........ccccceeevcvveneenn. YES NO If yes, what month?
Are you nursing?...........ccccceceveeienne.. YES NO Are you taking birth control pillS?...............ccccoooiiiiiiin .. YES NO

| understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered

all questions truthfully and to the best of my knowledge.

Consent:

The undersigned hereby authorizes Millhopper Family Dentistry to take X-rays, study models, photographs or any other diagnostic aids
deemed appropriate to make a thorough diagnosis of the patient's dental needs. | authorize the doctor to perform any and all forms of

treatment, medication, and therapy, that may be indicated in connection with the patient and further authorize and consent that the doctor

choose and employ such assistance as deemed fit. | understand the use of anesthetic agents embodies a certain risk.

Patient Signature

Date

If patient is under age 18:

Parent Signature

Date




