[image: ]     Patient Registration    

First Name: _____________________	Last Name:_________________
DOB: ____________________ Gender: ____ SSN: _____-_____-______
Home Number:__________________  Cell Number: ________________
Email Address: ______________________________________________
Address: ___________________________________________________
City: _______________________   State: ________ Zip: _____________
Parent/Guardian Name: ______________________________________
Parent/Guardian Phone Number: _______________________________

Insurance Subscriber: ____________________________ DOB: _______
Subscriber Employer: ________________________________________
Insurance Company: _________________________________________
Policy/Member ID OR SSN: _____________________ Group ID: ______
Secondary Insurance: ________________________________________
Policy Number: ___________________________ Group ID: __________

Emergency Contact: _________________________________________
Phone Number: _______________________ Relationship: __________

How did you hear about our office? _____________________________
Who can we thank for referring you? ____________________________
[image: ]		Dental History
Last Dental Visit: ________________     Last Xrays: _________________
Previous Dentist: ____________________________________________
Reason for Leaving: __________________________________________
Periodontal Treatment: _______________________________________
Orthodontist Treatment: ______________________________________

Dental Issues
Current Pain Level (0-10): _______ explain: ______________________
Happiness with Aesthetics (1-10): ________ explain: _______________
Current Medications: ________________________________________
Description of Dental Issue: ___________________________________ ____________________________________________________________________________________________________________________

I have:  
· Pain when chewing
· Sensitivity to: (circle)     COLD      HOT     SWEETS      PRESSURE 
· Painful/Broken Fillings
· Gum Pain: (circle)          SWOLLEN	           BLEEDING
· Dry Mouth 
· Bad Breath
· Jaw: (circle)     	 CLICKING		 POPPING 
· Teeth: (circle)            GRINDING       CLENCHING
· Sores/Growth/Lesions  in mouth
· Fear of: (circles)     DENTAL WORK	   NEEDLES 
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