
ADULT REGISTRATION AND DENTAL HISTORY
PATIENT NAME   ________________________________________________ DATE ___________________________________________
ADDRESS ______________________________________________________ SPOUSE’S NAME  ______________________________
CITY, STATE, ZIP _________________________________________________ SPOUSE’S BIRTHDATE    ________________________
BIRTHDATE _____________________________________________________ SPOUSE’S CELL ________________________________
PHONE: HOME ___________________ BUSINESS ___________________
CELL _________________________________________________________ IF UNDER 21 YEARS OF AGE:
OCCUPATION ___________________________________________________ FATHER’S BIRTHDATE    _________________________
EMAIL __________________________________________________________ MOTHERS BIRTHDATE  _________________________

INSURANCE FOR THIS PATIENT IS PROVIDED BY  MYSELF SPOUSE BOTH PARENT

INSURANCE INFORMATION
PRIMARY:  SECONDARY:  

SUBSCRIBER NAME    __________________________________ SUBSCRIBER NAME   ___________________________________

PLACE OF EMPLOYMENT    ______________________________ PLACE OF EMPLOYMENT  _______________________________

DENTAL INSURANCE CO.    ______________________________ DENTAL INSURANCE CO.  ________________________________

INSURANCE CO. PHONE #  _____________________________ INSURANCE CO. PHONE #  ______________________________

GROUP/POLICY #  ______________________________________ GROUP/POLICY #    _____________________________________

CONTRACT ID # __________________ SS# _________________ CONTRACT ID # ___________________SS# __________________

IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED _____________________________________SAME HOUSEHOLD _____________

PHONE # ___________________________________________     RELATION TO PATIENT ____________________________________________

HOW DID YOU HEAR ABOUT OUR OFFICE ________________________________________________________________________________

WHY DID YOU CHANGE DENTISTS ____________________________________________________________________________________

WHO WILL PAY THIS ACCOUNT  _________________________________________________________________________________________

ARE YOU HAVING DISCOMFORT AT THIS TIME ________________ WHERE ____________________________________________________

DATE OF LAST DENTAL VISIT ____________________________________    FOR WHAT SERVICE ___________________________________

HOW FREQUENT WERE VISITS BEFORE THEN ______________________________________________________________________________

HOW OFTEN IS TOOTHBRUSHING DONE ___________________________________WHEN ________________________________________

DO YOU USE DENTAL FLOSS ________________ HOW OFTEN ________________________________________________________________

WOULD YOU LIKE YOUR TEETH TO BE WHITER ____________________________________________________________________________

WOULD YOU LIKE YOUR TEETH TO BE STRAIGHTER _______________________________________________________________________

DO YOUR GUMS BLEED WHEN YOU BRUSH YOUR TEETH __________________________________________________________________

DO YOU HAVE ANY FEAR OF HAVING DENTISTRY DONE ________________ WHY _______________________________________________

WHAT QUESTIONS OR CONCERNS DO YOU WANT THE DOCTOR TO ADDRESS ______________________________________________

 _______________________________________________________________________________________________________________________

 _______________________________________________________________________________________________________________________  

AUTHORIZATION TO PAY BENEFITS TO DENTIST:

I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE DENTIST OF THE INSURANCE BENEFIT OTHERWISE PAYABLE TO ME FOR HIS 
SERVICE.

PATIENT SIGNATURE ___________________________________________________________________________  DATE ___________________

Other Side. Please



Patient Name

Date Doctor’s InitialsSignature of Person Completing Health History

Physician’s Name

Date of Birth

Phone Number

Height Weight Date

has suppressed your immune system?


