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WELCOME TO OUR PRACTICE

Please take few minutes to fill out this form as completely as you can.
If you have questions we'll be glad to help you. We look forward to working
with you in maintaining your dental health.

Registration Form

Patient Information

Date Home Phone

Cell Phone

Name

Soc. Sec. #

Last Name First Name

Sex M( ) F( ) Age Birth date

Initial

Email

Address

City

State Zip

Patient Employed by

Occupation

Business Address

Business Phone

Whom may we thank for referring you?

In case of emergency who should be notified?

Phone

Insurance Information

Person Responsible for Account
Last Name

Relation to Patient

Address (if different from patient's)

First Name

Birth date Soc. Sec. #

Initial

Phone

City

State Zip

Person Responsible Employed by

Business Address

Business Phone

Insurance Company

Contract #

Group #

Subscriber #

Medical History

Physician's Name

Date of Last Visit

Have you had any serious illnesses or operations? ( )Yes ( )No If yes, describe

Have you ever had a blood transfusion? ( )Yes ( )No If yes, give approx. dates

(Women) Are you pregnant? ( )Yes ( )No Nursing? ( )Yes ( )No Taking birth control pills? ( )Yes ( )No



Check (/) if you have or have had any of the following:

() Allergies () Cortisone Treatments () Hepatitis () Rheumatic Fever

( ) Anemia () Cough, Persistent () High Blood Pressure () Smoking

() Arthritis, Rheumatism () Congestive Heart Failure () HIV Positive () Shortness of Breath
() Artificial Heart Valves ( ) Diabetes () Jaw Pain () Skin Rash

() Artificial Joints () Epilepsy () Kidney Disease () Stroke

() Asthma () Fainting () Liver Disease () Swelling Feet/Ankles
() Back Problems ( ) Glaucoma () Mitral Valve Prolapse () Thyroid Problems
() Blood Disease ( ) Headaches () Nervous Problems () Tobacco Habit

() Cancer ( ) Heart Murmur () Pacemaker () Tonsillitis

() Chemical Dependency ( ) Heart Problems () Psychiatric Care () Tuberculosis

() Chemotherapy Describe () Radiation Treatment () Ulcer

() Circulatory Problems () Hemophilia () Respiratory Disease () Venereal Disease

MEDICATIONS ALLERGIES
List medications you are currently taking: List any allergies you may have:

CONSENT FOR PHOTOS

I give my consent to Your Dentistry Today to use my dental photos or x-rays for educational purposes
for Dr. Matthias in presenting to study groups or seminars or educational displays. My name will not be
used unless I specifically request to be identified.

Signature/Guardian Signature Date
CONSENT FOR TREATMENT

I, the undersigned, certify that all the medical and dental information provided is true to the best of
my knowledge, and I have not knowingly omitted any information. I also consent to my physician being
contacted if necessary, at this information may be required for my dental care.

Signature/Guardian Signature Date

If you have questions in regard to this dental history form, please feel free to inquire.



