
New Patient Registration Form

OFFICE USE ONLY

 Ortho only
Dentist: 






Today’s Date 


    Appointment Date: 


    Mac Account ID:  




How did you hear about our office?
    Another patient?  Who?





yellow pages:  ATT    D    O    insurance   our web site  PP web site    Other: 




PATIENT  please print!  

Last Name:  



  First Name:  



  Prefix:  





Nickname: 


    SS#: 



  Address:  






Apt: 

  City: 



  State:  

  Zip:  

  Date of Birth: 




Sex:  F   M  Home Phone:  



  Work Phone:  


  Cell #:  





E-Mail Address: 














Marital:    Single   Married   Divorced   Widowed   


Employer:  




  

Emergency Contact (not living with you) :  



Contact # : 




  

Allergies: 














Alerts: 














Dependent Child:  Yes   No
 if Yes, Mother’ s Name:  



  Father’s Name:  





Reason for Visit:   Ortho     evaluation      discomfort?      cleaning, Date of Last Cleaning:  


 Other:  




Patient have any of these conditions?  joint replacement  •  heart murmur  •  mitral valve prolapse      Are premeds required:   yes  no        

If yes, pharmacy to call:  





 
 Telephone: 





Does Patient have current panoramic x-ray in another office?  Yes   No     Taken with the same insurance?  Yes   No    If yes, please bring it.

OFFICE USE ONLY

Insurance:   Yes   No  
Effective Date: 


  Waiting Periods:  Basic:     Yes       No     Major:    Yes     No

Ortho Coverage:   Yes  No   Max Age: 



Patient’s Relationship to Primary:  self   spouse   child      Coverage Verified:  yes   no   By: 
  (verify now, set up later)

          DMO?  On the roster?  yes   no               if no, call 800-451-7715, ask for “verification of eligibility” form to be faxed to 501-336-0678

Patient’s Relationship to Secondary:  self   spouse   child      Coverage Verified:  yes   no   By: 
  (verify now, set up later)

          DMO?  On the roster?  yes   no         if no, call 800-451-7715, ask for “verification of eligibility” form to be faxed to 501-336-0678

Full Time Student Status?   yes   no           If “yes”, has insurance company notified by insured?   yes   parent will call insurance

This page to be completed by patient or parent.  Please Print!

Do you have any of these medical conditions?
CIRCLE ANY THAT APPLY

      
hepatitis   heart trouble     diabetes     pregnancy     excessive bleeding      rheumatic fever       HIV/AIDS         NONE   

 other, please state: 













 drug allergies   if so, list: 











  

 taking medications, please list: 












Physician: 






 
 Telephone: 



  

Previous Dentist:  





    Reason for leaving:  





  1.    What kind of condition do you think your mouth is in?  







  2.    Ever had an unpleasant experience at a dental office?
YES
NO   





  3.    Are your front teeth too crowded?



YES
NO

  4.    Are your front teeth spaced too far apart?


YES
NO

  5.    Are you unhappy with the appearance of your smile?

YES
NO   





  6.    Have you ever thought of getting braces?


YES
NO

  7.    Would you like for your teeth to be whiter?


YES
NO

  8.    Do you chew ice?





YES
NO

  9.    Do your gums bleed?




YES
NO   





10.    Do you “grind” or “clinch” your teeth?


YES
NO   





11.    Do you have any “food traps”?



YES
NO   





12.    Do you suffer with fever blisters or mouth ulcers?

YES
NO   





13.    Do you snore?





YES
NO

14.    When was your last cleaning?  


  

15.    What dental needs would you like us to address? 









AGREEMENT

As the patient or parent of the patient I verify that the information on this form is correct.  I will notify the doctor of any change in my health and medication.  As the patient or parent of the patient I authorize the release of any information relating to the treatment.  I understand that a copy of this office’s Notice of Privacy Practices is available upon request.

              Patient / Parent


Date



Patient / Parent


Date


