
          MEDICAL ALERT ________________________ 
 

 PATIENT REGISTRATION (Please Print) 
 

PATIENT____________________________________________________________________________________________________________________________________________ 
  First Name      Last Name     Middle Initial  
 
Address____________________________________________________________________________________________________  Home Phone_____________________________ 
 
___________________________________________________________________________________________________________  Work Phone_____________________________ 
 City     State  Zip Code  
 
Email ______________________________________________________________________________________________________  Cell Phone ______________________________ 
 
Date of Birth _________________________________________       Gender:       Male        Female     Soc. Sec. # _______________________________________ 
 
Patient’s Employer____________________________________________________________ Occupation___________________________________________________________ 
 
Marital Status:   Single     Married     Widowed     Separated     Divorced  If married, please answer the following: 
 
Spouse’s Name_______________________________________________   Employer______________________________________  Work Phone______________________________ 
 
Who referred you to our office?____________________________________________________________________ 
 
IN CASE OF EMERGENCY, LOCAL FRIEND OR RELATIVE TO BE NOTIFIED (Not living at same address) 
 
Name__________________________________________________________________________________     Relationship to Patient________________________________________ 
 
Mailing Address__________________________________________________________________________  Home Phone________________________________________________ 
 
City, State, Zip___________________________________________________________________________  Work/Cell Phone_____________________________________________ 
 

PERSON RESPONSIBLE FOR BILL, IF NOT PATIENT 

 
Name_______________________________________________   Employer_____________________________________   Occupation_______________________________________ 
 
Mailing Address__________________________________________________________________________  Home Phone________________________________________________ 
 
City, State, Zip___________________________________________________________________________  Work/Cell Phone_____________________________________________ 
 
Patient’s relationship to person responsible for bill:          Spouse                  Child                   Dependent  
 

 INSURANCE INFORMATION     ADDITIONAL INSURANCE 
 
Do you have Dental Insurance?       Yes       No     Do you have additional Dental Insurance?        Yes        No 
 
If you circled Yes, please answer the following questions:    If you circled Yes, please answer the following questions: 
 
Subscriber’s Name_______________________________________________________ Subscriber’s Name_____________________________________________________ 
     (Name of Insurance Policy Holder)            (Name of Insurance Policy Holder)  
 
Subscriber’s Birthdate___________________     Subscriber’s SS#_________________ Subscriber’s Birthdate:_________________     Subscriber’s SS#_________________ 
 
Insurance Company______________________________________________________ Insurance Company____________________________________________________ 
 
Ins. Co. Address_________________________________________________________ Ins. Co. Address_______________________________________________________ 
 
City, State, Zip___________________________________________________________ City, State, Zip_________________________________________________________ 
 
Group #_________________________________________________________________ Group #______________________________________________________________ 
 
I.D. #___________________________________________________________________ I.D. #________________________________________________________________ 
 
Subscriber’s Employer_____________________________________________________ Subscriber’s Employer___________________________________________________ 
 
Patient’s relationship to subscriber:         Self              Spouse              Child  Patient’s relationship to subscriber:        Self              Spouse              Child  
 
 

ASSIGNMENT AND RELEASE: I hereby authorize my insurance benefits to be paid directly to the physician.  I am financially responsible for any 
balance due.  I also authorize the doctor or insurance company to release any information required for this claim. 
 

SIGNED:______________________________________________________________________________________________________________ 

 



           MEDICAL ALERT_________________ 
 
Name________________________________________________________________________________________   DATE___________________ 
 

MEDICAL HISTORY (please circle appropriate answer) 
Although some of the following questions may seem unrelated to your teeth, 

they are associated with proper management of your oral health and are confidential. 
 

DO YOU HAVE OR HAVE YOU EVER HAD: 
  1. Hospitalization for illness or surgery………………………………….Yes    No 26. A stroke………………………………………………………………………………………..Yes    No 
  2. An allergic reaction……………………………………………………..Yes    No 27. Shortness of breath on mild exertion……………………………………………………….Yes    No 
  3. An allergic reaction to:     28. Chest pains on mild exertion………………………………………………………………...Yes    No 
     a. aspirin…………………………………………………………………Yes    No 29. Hives, skin rash, hay fever…………………………………………………………………...Yes    No 
     b. penicillin………………………………………………………………Yes     No 30. Asthma………………………………………………………………………………………….Yes    No 
     c. erythromycin………………………………………………………….Yes    No 31. Emotional problems or tension……………………………………………………………….Yes    No 
     d. tetracycline……………………………………………………………Yes    No 32. Psychiatric treatment…………………………………………………………………………..Yes   No 
     e. codeine………………………………………………………………..Yes    No 33. A tumor or abnormal growth…………………………………………………………………..Yes   No 
     f. sedatives or sleeping pills (barbiturates)…………………………...Yes    No 34. Radiation treatment by cobalt, radium, x-ray, etc. …………………………………………Yes    No 
     g. dental anesthetic……………………………………………………..Yes    No 35. Glaucoma……………………………………………………………………………………….Yes    No 
     h. any other medication………………………………………………...Yes    No 36. Contact lenses………………………………………………………………………………….Yes    No 
  4. Hepatitis………………………………………………………………….Yes    No 37. Prostate disorders (if male)……………………………………………………………………Yes    No 
  5. Jaundice………………………………………………………………….Yes    No 38. Acquired Immune Deficiency Syndrome……………………………………………………..Yes   No 
  6. Epilepsy…………………………………………………………………..Yes    No 39. Blood transfusion……………………………………………………………………………….Yes    No 
  7. Arthritis………………………………………………………………….. Yes    No 40. A joint or hip replacement………………………………………………………………………Yes   No 
  8. Venereal disease/Herpes………………………………………………Yes    No  
  9. Rheumatic fever…………………………………………………………Yes    No ARE YOU: 
10. Scarlet fever……………………………………………………………..Yes    No 41. Presently being treated for any illness………………………………………………………..Yes   No 
11. Anemia or other blood disorders………………………………………Yes    No 42. Taking any medication regularly now or within the past year………………………………Yes   No 
12. Prolonged bleeding due to a slight cut………………………………..Yes    No 43. Aware of a change in your general health in the past year…………………………………Yes   No 
13. Kidney disease………………………………………………………….Yes    No 44. Aware of any recent weight change…………………………………………………………..Yes   No 
14. Diabetes………………………………………………………………….Yes    No 45. Often thirsty………………………………………………………………………………………Yes   No 
15. Stomach or duodenal ulcer…………………………………………….Yes    No 46. Urinating more than six times per day………………………………………………………...Yes   No 
16. Liver disease…………………………………………………………….Yes    No 47. Often exhausted and fatigued………………………………………………………………….Yes   No 
17. Tuberculosis……………………………………………………………..Yes    No 48. Subject to frequent headaches…………………………………………………………………Yes  No 
18. Emphysema……………………………………………………………..Yes    No 49. A heavy smoker (1 package or more of cigarettes a day)…………………………………..Yes  No 
19. Thyroid or parathyroid disorders……………………………………...Yes    No 50. Generally a nervous person……………………………………………………………………Yes   No 
20. Heart trouble…………………………………………………………….Yes    No 51. Often unhappy and depressed…………………………………………………………………Yes  No 
21. Heart murmur……………………………………………………………Yes    No  
22. Arteriosclerosis…………………………………………………………..Yes    No IF FEMALE, ARE YOU NOW: 
23. High blood pressure…………………………………………………….Yes    No 52. Pregnant………………………………………………………………………………………….Yes   No 
24. Low blood pressure……………………………………………………..Yes    No 53. Taking birth control pills or other hormones………………………………………………….Yes   No 
25. Excessively swollen ankles…………………………………………….Yes    No 54. Experiencing menopause (“change of life”)………………………………………………….Yes   No 
       55. Post menopause………………………………………………………………………………..Yes   No 
 
PLEASE EXPLAIN FULLY ANY “YES” ANSWERS ABOVE. 

 

 

 

 

 

 
 
  PATIENT’S SIGNATURE:_________________________________________________________________________   DATE:___________________________ 
 
 

REVIEWED BY: DATE 

  

  

  

  

  

  

  

  

  

  

  

 


