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pATIENT REGISTRATION FORM

	*Today’s Date     [image: image2.wmf]
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	*Scheduled Appt Date     [image: image5.wmf]
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	PATIENT INFORMATION

	*Patient’s First name                      
	*Middle In
	*Patients last name
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	*Is this your legal name?
	If not, what is your legal name?
	* (Former name):
	*Birth date:
	Age:
	*Sex:
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	*Street address:
	*Social Security no.:
	*Home phone no.:
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	P.O. box:
	*City:
	*State:
	*ZIP Code:

	[image: image34.wmf]


	[image: image35.wmf]


	[image: image36.wmf]


	[image: image37.wmf]



	Occupation / Position
	*Employer:
	*Employer phone no.:
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	*Chose clinic because/referred to clinic by(Please check one below) 
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	Are other friend / family members seen here:  
	   [image: image52.wmf] Yes  [image: image53.wmf] No  ( if yes please state name )   [image: image54.wmf]



	                          

	INSURANCE INFORMATION

	(Please give your insurance card to the receptionist.)

	*Person responsible for bill:
	*Address (if different)                              
	*Birth date:
	*Home phone no.:
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	*Is the person responsible for patient here?
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	Occupation:
	Employer / Company Name
	*Employer Address
	*Employer phone no.:
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	Is this patient covered by insurance?         [image: image71.wmf]Yes       [image: image72.wmf] No
	*Please indicate what type Insurance: [image: image73.wmf]



	Subscriber Name :
	Subscriber’s S.S. no.:
	*Birth date:
	*Group no:
	*Policy no:               
	*Co payment:
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	Patient’s relationship to subscriber:
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	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:
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	Patient’s relationship to subscriber:
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	IN CASE OF EMERGENCY

	*Name of local friend or relative

 (not living at same address):                
	* Relationship to Patient:
	*Home phone no.:
	Work phone no.:
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	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Central Park Smile or Insurance company to release any information required to process my claims.

	**Patient/Guardian signature ** (Patient/Guardian signature required at Initial Consult. Appointment )                
	*Date

	
	
	

	Dental history


	*Are you currently wearing a removable or fixed retainer?
	[image: image104.wmf] Yes      [image: image105.wmf] No

	*How often do you visit a dentist?
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	*Are you having any discomfort at this time?
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	*Do you grind or clench your teeth__
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	*When was your last visit?  
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	*Do you hear popping, clicking, or snapping noises when you chew
	[image: image116.wmf] Yes      [image: image117.wmf] No
	*Did you have x-rays taken?
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	*Any pain in or around your ears_
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	*How often do you replace your toothbrush                            [image: image122.wmf] once every 3 months        [image: image123.wmf] Once every 6 months   

	*Do you have any nasal obstruction?
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	*How often do you brush your teeth
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	*Are you currently in treatment w/ any of these appliances : 
	(Please check applicable box/s)
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	*Do you brush after every meal / snacks?           
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	*Have you ever had treatment w/ braces or any other type of fixed appliance?
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	*Does food wedge between your teeth?
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	*(If yes above) Did you complete full treatment 
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	*Do you have any fear of Dentistry?
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	*Did you wear follow-up appliance as needed?
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	*Do you have unpleasant taste in your mouth?_                         
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	*Have you ever had gum treatment? 
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	*Are you aware of any swelling or lump in your mouth?
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	*Do you have bleeding gums?
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	*Have you lost any teeth?
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	*Any complications with extractions_
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	How long have you thought about having your teeth straightened?
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	Do you have the support of your friends and family in this decision?
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	Medical history

	It is important that I know about your dental and medical history, many things have a direct bearing on your dental health.  I will review the questionnaire and discuss it with you in detail. Information you give me is strictly confidential and will not be released to anyone without your written permission.

	Dentist Name :    [image: image161.wmf]
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	Physician's Address : [image: image164.wmf]



	Date of last physical exam :  [image: image165.wmf]
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	Do you have any of the following? Please indicate with check mark( [image: image168.wmf] )
	

	Any heart problems                       
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[image: image170.wmf]
Diabetes                                     
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	Measles                              
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Psychiatric Care                    
[image: image184.wmf]
Sinus Problems                
[image: image185.wmf]
Excessive bleeding               

[image: image186.wmf]

	Thyroid                              
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Typhoid Fever                     
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Tonsillitis                           
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Tuberculosis                      
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