
-------------

DATE 11121J21JDi 

PATIENT REGISTR/!.TIOf'J 

to: 
==== 

ChartlD: _________________ 

First last ______~.~___~_____~_._ Middle !nitial: 

Patient Is: Policy Holder Preferred N~me: _________~~ 

U Responsible Party 
rResponsible Party (if someone other than the patient}---------~----~··--·~----·~-·------

First Middle Initial: 

________________________ Address 2: ____.Address: ___..__~.._~.._. 

City, State, Zip: __.~.__________________________ .._ Pager: __....____.__ ..____ 

HomePhcne: _____ Work Phone: Ext: _______. Cellular: ___.._.__.___......___.___ 

Bm Date: Soc Sec: ____= ______ 

o Responsible Party is also a Policy Holder for Patient 0 Primary. Insurance Policy Holder o Secondary Insurance Policy Holder 

rPatient 

! Address: ____.. Address 2: 

City: State f Zip: ____ _ ________ Pager: 

_________Work Phone: _______._____ Ext = _____. Cellular: . ___________..__l-IomePhone: 

Sex: o Male o Female Marital Status: 0 Married o Single o Divorced 0 Separated Widowed 

Birth Date: ________________ Age: _.___.._ Soc, _____.________ Drivers Uc:__~___._ .______.__ 

Oc~upation:__________________________.__________________________________________~__. 

Whom can we thank for referring you : ________________________._____ 

Are you currently in pain? _______.. When was your last cleaning ' _______.______ 

Are you happy with the color of your 


AIeyou happy with your smile , __________________________ 


Do you now or have you ever experienced pain I discomfort in your jaw joint (TMJITMD)? 

,Primary Insurance Inwrmaliol1----------------------- ­

Name of insured: Relationship to InsuredO Self o Spouse 0 Chlld () Other 

Insured Soc. Sec: ___________~ Insured Birth Date: ______ 

Employer: ________________________ Ins. Company: ----------c---­
Address: _______________________ Address: ______________________ 

Address 2: 

City,State,Zip: __________________ City,Slate.Zip: ____ 

Rem. Benefits: Rem. Deduct 

rSecondary Insurance Infomtation-------------- ­

Name of Insured: Relationship to InsuredO Self o Spouse Other 

Insured Soc. Sec: __________ Insured Birth Date: ______.____ 

Employer:: ________~_~___________. I Ins, Company: ____..__.__.~_..__.. ________.___ 

Addres~ ____________ Add~s: _________~__~ _ ..__._._______._ 

Address 2: Address 2: 
.-----~-- ..----­

---------------~-

City,State,zip: ______________________ City,Sfate,Zip: ____ 

Rem, Benefits: Rem. Deduct 



_________________ _ 

TIME 2:16PM Dexter Dental Center, PLlC0 

:bjED!CAL HISTORY 

PATIENT ________________-'--__Birth Date _______________ 

Altl'lou~lh dental personnel primarily treat the area in and around your mouth. your mouth is a part of your entire body. Health problems that you may 
medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the 

folhlwillQ questions. 

Are you under a physician's care now? 0 Yes 0 No If yes, please, explail1: ___________________ 

Have you ever been hospitalized or had a major operation? 0 Yes 0 No If yes. please 
Have you ever had a serious head or neck injury? 0 Yes 0 No If yes, please explain: ' 

Are you taking any medications, pills, or drugs? 0 Yes 0 No If yes. please explain:------------------ ­

Do you take, or have you taken, Phen-Fen or Redux? 0 Yes 0 No -""'~~-~__~=====::::===========--
Are you on a special diet? 0 Yes 0 No ' 


.. ~~tobacco? 0 Yes 0 No How many packs per day 

~-----~~-

How long have you used tobacco? _________ 

PregnantITlYing to get pregnant? 0 Yes 0 No Taking oral contraceptives? 0 YesO No Nursing? 0 Yes No 

j"Are you allergic to any of the following?'--·------·~'-' 

o Aspirin 0 Penicillin 0 Codeine 0 Acrylic o Metal o Latex o Local Anesthetics 

Other If yes, please explain: ___________________________ ___________ 

,Do you have, or have you had, any of the following?-..--~--'-~------..----'--·-·'--..·-"-·-··-..-··-··-...... " ... 

I AIDSfHIV PositiVe o YasO No 
Alzheimer's Disease o YasO No 
Anaphylaxis o YesO No 
Anemia o YesO No 
Angina o YesO No 
Arthritis/Gout o YasO No 
Artificial Heart Vallie o YesO No 
Altilicial Joint o Yes 0 No 
Aslftma o YesO No 
Blood Disease o Yes 0 No 
Blood Transfusion o YesO No 
Breathing Problem o Yes 0 No 
Bruise Easily o YesO No 
Cancer o YasO No 
Chemotherapy o YesO No 
ChestPsins OYasO No 
Cold SoresIFever Blisters 0 Yes 0 No 
Congenital Heart DisorderO Yes 0 No 
Convulsions OYasO No 

Cortisone Medicine o YasO No 
Diabetes o YasO No 
Drug Atkftdioo o Yes 0 No 
Easily Winded o YasO No 
Emphysema o Yes 0 No 
Epilepsy Of Seizures o YesO No 
Excessive Bleeding o Yes 0 No 
Excessive Thirst o Yes 0 No 
Fainting SpellslDizzinessO Yes 0 No 
Frequent Cough o YesO No 
Frequent Dlanhea o Yes 0 No 
Frequent Headachas o YasO No 
Genital Herpes o YasO No 
Glaucoma o Yes 0 No 
Hay Fever o YesO No 
Heart AtIackIFsilure o Yes 0 No 
Heart Munnur o YesO No 
Heart Pace Maker OYasO No 
Heart TroubleIDisease o Yes 0 No 

Hemophilia o YasO No 
HepalitisA o Yes 0 No 
Hepatitis B Of C o Yes 0 No 
Herpes o YasONo 
High Blood Pressure 0 Yes 0 No 
Hives Of Rash o Yes 0 No 
Hypoglycemia o Yes 0 No 
Irregular Heartbeat o YasO No 
KIdney Problems o Yes 0 No 
leukemia o Yes 0 No 
liver Disease o YasO No 
lowBioodPressure' 0 Yes 0 No 
lung Disease o YasO No 
Mllral Valve Prolapse 0 Yas 0 No 
Pain in Jaw Joints o Yes 0 No 
Parathyroid'Disease 0 Yes 0 No 
Psydliamc Gare o YasO No 
Radiation Treatmen1s0 Yes 0 No 
Recent Weight loss 0 Yas 0 No 

Renal Dialysis o Yese) No 
Rheumalie Fever C) Y~-f~ <~) No 
Rheumatism C) Yes () 1',10 
Scallet Fever C) YesO No 
Shingles o Yes 0 No 
Sickle Cell Disease o Yes 0 No 
Sinus Trouble o YesO No 
Spina Bifida o Yes(J No 
Stomachllnteslinal Disease 0 Ves () No 
Stroke o YesO No 
Swelrtng of limbs o YasO No " 
llJyroid Disease o YasO No, 
ToosiUiIis o YasO No 
Tubereulosis o Yes e) No 
Tumors or Growths o YesO No " 
Ulcers o YesO No 
Venereal Disease OVesO No 
Yellow Jaundice o Yes 0 No 

Have you ever had any serious illness not listed above?O Yes 0 No If yes, please explain: 

Comments: 

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be 
dangerous to my (or patient's) health. It is my responsibility to inform the dental office of any changes in medical status. 

SIGNATUREOFPATIENT,PARENT,orGUAROIAN ___________________DATE ________ 



Acknowledgement ofReceipt 

I acknowledge that I received a copy of Dexter Dental Center's Notice of 
Privacy Practices. I also understand payment is due in full at the time of 
treatment unless prior arrangements have been approved. 

This office accepts insurance so I understand that I am responsible for 
payment of services rendered and also responsible for paying any co­
payment and deductibles that my insurance does not cover. I hereby 
authorize payment directly to the Dental Office of the group insurance 
benefits otherwise payable to me. I understand that I am responsible for all 
costs of dental treatment. I hereby authorize release of any information, 
including the diagnosis and records of treatment or examination rendered, to 
my msurance company. 

I UNDERSTAND THAT DEXTER DENTAL HAS A 24 HOUR 
CANCELLATION POLICY. IF AN APPOINTMENT IS CHANGED OR 
CANCELLED WITHOUT 24 HOURS NOTICE THERE WILL BE A FEE 
INCURRED. 

Signature Date 

Our office is HIP AA Compliant and is committed to meeting or exceeding 
the standards of infection control mandated by OSHA, The CDC and the 
ADA. . 




