PATIENT REGISTRATION AND MEDICAL HISTORY

(PLEASE PRINT)
Date
Patient
Last Name First Name Middle Initial
Street Address Apt # City State Zip
Home Phone ( ) Cell Phone ( ) Work Phone ( )
SexOM TOF Age Date of Birth T Married 7 Single I Minor
Email
In Case of emergency, who should be notified?
Name Phone Relationship
How did you hear about our office?
INSURANCE INFO
Dental Insurance Co Employer
Subscriber Name Subscriber Birth Date
Subscriber ID/SSN Relationship to Patient

Please complete the Health History so that we may provide the best possible care; the doctor will discuss the
History with you prior to beginning treatment.

1. GENERAL INFORMATION

Sex: M F (circle) Height Weight

Are you in good health? YES NO (circle)

Are you now under a physician’s care for a particular problem? If so, describe:

Physician name and telephone #

Date of last physical exam

Has there been any change in your general health in the past year? If so, describe:

Have you ever had any serious illness? If so describe:

Have you been hospitalized or had surgery during the last 5 years? If so describe:




