
Patient Registration     

Patient Information: 

First name:___________________________ Last name: __________________________ Middle Initial:______ 

Address:___________________________________________________________________________________ 

City, State, Zip:______________________________________________________________________________ 

Home phone:(___) _____  -__________ Work phone: (___)______-___________ Cell: (____)_____-_________ 

Email Address:___________________________________________________________ 

Birth date: _______________________  Social Security #: _______________________________  

 ________________          

Pronouns: He/     

Do you use a pre-medication prior to dental treatment? ________________________________     

  

Emergency contact: _____________________________________________________  (____)_____-_________  

  

 

Responsible Party: 

 

 

First name:________________________ Last name: ____________________________ Middle Initial:______ 

Address:__________________________________________________________________________________ 

City, State, Zip:_____________________________________________________________________________ 

Home phone:(___) _____  -_________ Work phone: (___)_____-__________ Cell: (____)_____-___________ 

Birth date: _______________________  Social Security #: _______________________________   

      

         

             

 

Insurance Information (please provide insurance card) 

Name of Insured:_______________________________________________________________ 

     

Insured SSN:_______________________________  Insured Date of Birth: ________________________ 

Employer:________________________________     Insurance Company:___________________________ 

Insurance  phone number: ____________________ Group number:___________________________ 

Subscriber ID #:______________________________           

 

Secondary Insurance Information 

Name of Insured:_______________________________________________________________ 

     

Insured SSN:_______________________________  Insured Date of Birth: ________________________ 

Employer:________________________________     Insurance Company:___________________________ 

Insurance  phone number: ____________________ Group number:___________________________ 

Subscriber ID #:______________________________           

 

 

Patient or Guardian Signature: _______________________________________________________________ 



 



 

Dental History 

 

Name ______________________________________________  

Previous dentist? _________________________ 

How long were you a patient there? ___________ 

Approximate date of most recent dental exam? _________________________   

 
 
 

Personal History 

Do you have any immediate dental concerns? ___________________________________ 

Are you fearful of dental treatment? How fearful, on a scale of 1-10?  _________________ 

Have you ever had complications from past dental treatment?  ______________________ 

Have you ever had difficulty getting numb or had any reactions to local anesthetic? ______ 

Have you had any teeth removed or missing teeth that never developed? ______________ 

How important is your dental health to you on a scale from 1-10?  ____________________ 

How would you rate your current dental health on a scale from 1-10?  _________________ 

 

Gum and Bone 

Do your gums bleed or are they painful with brushing or flossing?  ___________________ 

Have you ever been treated for gum disease? ___________________________________ 

 

Tooth Structure 

Have you had any cavities within the past 3 years that you know of? _________________ 

Are any teeth sensitive to hot/cold, biting, or sweets? _____________________________ 

Do you frequently get food caught between any teeth? ____________________________ 

 

Oral Cancer Risk Assessment 

Any history of tobacco use?  _________________________________________________ 

Any history of marijuana use? ________________________________________________ 

Any history of alcohol abuse? ________________________________________________ 

Have you ever been diagnosed with HPV? ______________________________________ 

 

Jaw Joint & Sleep 

Do you have problems (pain, sound, limited opening, locking) with your jaw joint? _______ 

Has anyone ever told you that you clench or grind your teeth at night? ________________ 

Do you wake up with headaches, soreness in the cheeks or an awareness of your teeth? _ 

Do you wear a bite appliance at night? _________________________________________ 

Do you snore at night?  _____________________________________________________ 

Do you usually feel well-rested when you wake up? _______________________________ 

Do you have any daytime sleepiness (falling asleep when you don’t want to)?  __________ 

Have you ever been diagnosed with obstructive sleep apnea? _______________________ 

 

Smile Characteristics 

If you could change anything about your smile what would you change?  ______________  

________________________________________________________________________ 

Would you be interested in hearing about teeth whitening options? ___________________ 

Have you noticed your teeth becoming more crooked, crowded or overlapped?  

Have you ever considered straightening your teeth?  ______________________________ 
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