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4502 River Oaks Pkwy Suite 200, Garland, TX 75044 (214) 703-5490

Registration and Health History- Internet Form
Patient Information

Today’s Date: _____________________
        Reason for this visit: ___________________________________​​​​___________________
Patient’s Name: __________________________________________________
   DOB: _______________ SS#: ____________________


(Last)



(First)

      (MI)
Address: _______________________________________________
City ______________ 
State _____       Zip ________________
Home # _____________________________
        Work # __________________________
  Cell # __________________________
DL # ________________________________    Sex: _________
Martial Status: _________________________________________
Employer: ___________________________________      Email: __________________________________________________________
Person to contact in an emergency _________________________ Home # _____________________ Work # _______________________

If patient is a minor, give parent or guardian’s name _____________________________________________________________________
How did you hear about our office? __________________________________________________________________________________
Dental Insurance Information

Insured’s Name: _______________________________________
Relation to patient: ______________________________________
Insured’s SS#: ___________________________

DOB: ____________

Insured’s Address (if different than above): ___________________________________________________________________________
City ____________________________________
State _____________

Zip ______________

Insured’s Employer: __________________________________________ Insurance Company: ___________________________________
Claims Address: _________________________________________________________________________________________________
Phone # ______________________
Group # ___________________

Effective Date of coverage: ________________
The information above is true and correct to the best of my belief. I authorize any provider of services to furnish any information requested. I also hereby authorize my Dental Plan Administrator to release or obtain from my organization or person information that may be necessary to determine benefits payable under the group benefits with the Dental Benefit Plan. A Photostat copy of this authorization shall be considered as effective and valid as the original.

I understand that I am responsible for all of the charges for all services rendered to me or any member of my family. I understand an assessment of $50 will be charged to my account if I fail to cancel any appointment without at least 48 hours notice.

Although I have requested the dentist to bill my insurance company on my behalf, I clearly understand that it is still my responsibility to make sure that the bill is paid within 45 days. If for any reason, my insurance company does not pay any portion of my bill, I further agree to make prompt payment of the bill.

I hereby authorize payment directly to the provider of the dental benefits otherwise payable to me:

Signed _________________________________________________
Date ______________________________
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Dental Health History UPDATE and QUESTIONNAIRE-Internet Form
It is important that we know your medical and dental history. This information has a direct bearing on your Dental Health is kept strictly confidential in accordance with HIPAA guidelines. Thank you.

Patient Name:____________________________________

Address:________________________________________________

Phone#___________________________
DOB: ___________________    Email: ____________________________________________

Y
N
Have you experienced any health problems in the past year?  If YES, please explain:

_______________________________________________________________________________________________________________

Y
N
Are you under a Physician’s care now? If YES, please explain:

_______________________________________________________________________________________________________________

Y
N
Do you Pre-Medicate? (Ex: Heart murmur, Mitral valve prolapse, joint replacement, heart condition)

Y
N
Are you pregnant?   (If “yes”. OBGYN Name________________________ & Phone #____________________________)

Y
N
Do you smoke?

Y
N
If we could offer you a simple, effective way of whitening your teeth, would you be interested?

Y
N
Are you concerned about your smile or dental health in any way? Explain_______________________________________

Please rank the following in the order in which they would KEEP YOU FROM having dental treatment.

____Fear of pain
____Lack of concern
____Cost of treatment
____Missing work time

List all medications you’re currently taking____________________________________________________________________________

Circle and or add medications to which you are allergic or have ever reacted adversely.

Aspirin   Codeine   Local Anesthetic   Nitrous Oxide   Erythromycin   Penicillin   Latex
   Sulfa 

(Other Specify)___________________________________________________________________________________________________

Check any of the following that you have had or presently have:
__ Heart disease or attack

                __ AIDS/ARC/HIV Positive

                __ Chemotherapy (If “yes”, provide dates ______)

__ Angina Pectoris


__ Hepatitis A (infectious)


__ Tuberculosis (TB)

__ High Blood Pressure


__ Hepatitis B (serum)


__ Asthma

__ Heart Murmur


__ Liver disease



__ Hay Fever

__ Rheumatic Fever


__ Blood transfusion


__ Sinus trouble

__ Congenital heart failure

                __ Drug addiction


                __ Allergies or hives

__ Mitral Valve Prolapse (MVP)

__ Hemophilia


       
__ Diabetes

__ Artificial heart valve


__ Fever blisters



__ Thyroid disease

__ Heart Pacemaker


__ Epilepsy or seizures


__ Radiation treatment

__ Heart surgery


                __ Nervousness



__ Arthritis

__ Artificial joints (hip, knee)

__ Psychiatric treatment


__ Cortisone medicine

__ Anemia



__ Glaucoma (Type _______)

__ Pain in jaw joints

__ Stroke



__ Osteoporosis



__ Blood thinners (i.e.: Coumadin)

__ Kidney trouble


__ Venereal disease


                __ Cosmetic Surgery

__ Ulcers



__ Bruise easily



__ Alcoholism

Y
N     Have you or are you taking any of the following medications (Bis-Phosonates) Aredia, Zometa, Fosamax, Actonel, or Boniva? (If “Yes” please specify date and reason for taking From___________to___________, for _________________________)

Y
N     Have you or are you taking any of the following medications (SSRI’s) Lexapro, Prozac, Paxil, Zoloft, Luvox, or Effexor ?     (If “Yes” please specify dates and reasons for taking From___________to___________, for _______________________)

Y
N     Do you have diabetes? (If “Yes” please specify what type__________________; Date of diagnosis___________________; What was your most recent blood sugar reading?_________________; Date last tested______________________)

Is there any other medical and/or dental information that you feel we should know about? ______________________________________

Patient Signature or Guardian if child: _______________________________________________________   Date: ____________________________

Doctor’s Signature: _______________________________________________________________________    Date: ____________________________
