
Patient registration form

Patient information

Patient name: 

Gender:  

Family Status: 

Birth Date: 

Last Dental Visit: 

Email Address: 

Phone:  

Address: 

Name of person, office, or other source 

referring you to our practice: 

femalemale

married single child other

Responsible Party (if not patient)

The following is for: 

Gender:  

Family Status: 

Name: 

Birth Date: 

Phone:  

Address: 

Email address: 

married single child other

male female

the person responsible 

for payment

 neither- 

not applicable

the patient's 

spouse

Employment information

Employer Name: 

Address: 
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Medical History

Are you in good health: 

Has there been a change in your health in the past year: 

If yes, please explain: 

Name and address of your physician: 

Are you currently being treated for any medical conditions: 

If so, what medical conditions are you being treated for? 

Are you currently taking any medications? 

If yes, list them here: 

Do you have or have you had any of the following diseases or problems? (underline if yes) 

noyes

yes

yes no

no

yes no

Damaged Heart Valves 

Cardiovascular Disease 

Allergy 

Sinus Trouble 

Asthma 

Fainting Spells or Seizures 

Persistent Diarrhea or Recent Excess Weight Loss 

Diabetes 

Hepatitis, Jaundice, or Liver Disease 

AIDS or HIV infection 

Thyroid Problems 

Respiratory Problems, Emphysema, Bronchitis, etc... 

Arthritis or Painful Swollen Joints 

Stomach Ulcer or Hyperacidity 

Kidney Trouble  

Tuberculosis 

Persistent Cough (or Cough with Blood) 

Persistent Swollen Glands in Neck 

Low Blood Pressure 

Sexually Transmitted Disease 

Epilepsy or other Neurological Disease 

Problems with Mental Health 

Cancer 

Problems with Immune System 

Blood Disorder such as anemia 

Cold Sores 

Pain in Jaw Joint 

Drug Addiction 

History of Excessive Bleeding that has required treatment 
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Do you have any artificial joints? 

If so, what joints are artificial and when were they placed? 

Are you allergic or have you had a reaction to (underline if yes):

Local Anesthetics

Penicillin or other Antibiotics

Sulfa Drugs

Barbituates, Sedatives or Sleeping Pills

Aspirin or NSAIDS

Codiene or Other Narcotic

yes no

Other

Any details to previous allergy / reaction question: 

Have you had any serious trouble associated with any previous dental treatment? 

If so, explain: 

Do you have any disease, condition, or problem not listed above that you think I should 

know about? 

Do you currently use or have you been a tobacco user in the past? 

Do you use alcoholic beverages? 

If so, often? 

Is there anything you would like to change about your smile? 

If so, what? 

yes no

yes no

yes no

noyes

Women

Are you pregnant? 

Are you nursing? 

Are you taking birth control pills?

yes

yes

yes

no

no

no
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