
TIME 2:20 PM

PATIENT REGISTRATION

ID:

First Name

Patient ls:

Chart lD:

Last Name

DATE 9/1112008

Middle lnitial

I Policy Holder

I Responsible Party

Preferred Name:

; 
Responsible

First Name:

Address:

Party (if someone other than the patient)

Middle Initial:Last Name:

Address 2:

City, State, Zip

Home Phone:

Birth Date:

Pager:

Ext: Cellular:

Drivers Lic:

O Responsible Party is also a Policy Holder for Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Hotder

Work Phone:

Soc Sec:

Patient lnformation

Address:

City:

Home Phone:

Panar'Statei Zip: .-y-..
Address 2

Ev+ 
^^ll,.l^-.

Marital Status: Q Married Q Singte Q Divorced Q Separated Q wioowed

Age: Soc. Sec: Drivers Lic:

[ | would like to receive correspondences via e-mail.

Section 3
Referred By:

Previous Dentist:

Emergency Contact:

Emergency Contact #:

Work Phone:

Sex: f) rr/late

Birth Date:

E-mail:

Q Female

Section 2

Employment Status: Q futt time

Student Status: Q Futt Time

Medicaid lD:

Employer lD:

Carrier lD:

 ^-.4^..(, Haft ilme t, Kerrreo

Q Part Time

Pref. Dentist:

Pref. Pharmacy

Pref. Hyg.:

r Primary Insurance Information

Name of lnsured:

lnsured Soc. Sec:

rmproyer:

Address:

Address 2:

City,State,Zip:

Name of Insured:

lnsured Soc. Sec

Fmnlnrrar'

Relationship to Insured:Q Self Q spouse O ctrita Q otner

lnsured Birth Date

Ins. Company:

Address:

Address 2:

City,State,Zip:

00 Rem. Deduct: .00Rem. Benefits:

Secondarv Insurance Information

lnsured Birth Date:

Relationship to Insured:Q Self Q spouse Q cnito Q ottrer

Address 2:

Ins. Company:

Address:Address:

Address 2:

City,State,Zip:City,State,Zip:

Rem. Benefits: .00 Rem. Deduct: .00



Vacora L. Rainey, DD$, PLC

MEpfcaL HI$TOBY
FOR

Although denlal personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body, Health problem$ that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the

: followlng guestions'

Ar€ you under a physician's care now? Q Ves Q No

Have you ever been hospitalized or had a major operation?Q Ves Q ttto

Have you ever had a serious head or neck inJury? Q Ves Q t'to

Are you taking any medications, pills, or drugs? Q Ves Q wo

Do you take, or have you taken, Phen'Fen or Redux? Q Ves Q No

Are you on a specialdiet? O Yes Q No

Do you use tobacco? Q ves Q t'to

Do you use controlled substances? Q Ves Q tito

Are you allergic to any of the followittg?

I Aspkin f] Penicillin I Codeine

lf yes, pleas€ explain:

lf yes, please explain:

lf yes, please explain:

lf yes, please explainr

Women: Are you

I PregnanUTrying to get pregnant?

I tafing oral contraceptives?

I Acrylic f uetat l] Latex fl LocalAnesthetics

I Nursing?

f] Ottrer tf yes, please exPlain:

Do you have, or haveyou had, any ofthe following?

fl AIDS/HIV Positive I cheateains

fl Alzheimefs Diseaso f] cold soreslFover Elistets

f] Anaphylaxls I Congenital Heart Disorder

fJ nnomia

I Angina

I Arthritls/Gout

I Rsttuna

I Blood oisease

ff BloodTransfusion

n Breathing Problem

f] Bruise Easily

I cancer

f] Chemolherapy

l-l Convulslons

f] cortisone Medicine

I Diabetes

f] Emphyeema

f] Epllepsy or seizures

I Excessivs Blesding

fl Excessive Thlrst

I fainttng Spells/Dizeiness

f] Frequent0ough

n FrequentDlaffhea

f] FrequentHeadaches

fl c€nilal Herpes

I ctaucoma

f] HayFever

f] HeartA$pcUFallure

I HeartMurmur

I Heart Pace Maker

I Heart Troublel0isease

f] Hemophilla

n HopatitisA

n Hepatitis I or e

I Herpes

I Htgtt Blood Pressure

I HivesorRash

f] Hypoglycemia

n kregularHeartbeat

f Kidney Froblems

I Leukemia

l-l Liver Dlsease

l-] Low ebod Presgur€

I Lung Disease

f] lrlitral Valve Prolapso

I fatn in Jaw Joints

f Parathymid Disease

I Psychialrlc0a.e

I Radlalion Treatments

f] Recent Weight Loss

I Ranal Dialysis

fi Rheumalic Fsver

fl Rheumatism

I ScarletFever

I strtngles

f, sickte cett oisease

I SinusTroubla

f spha Bifida

f] Stomachllnteelirial Disease

I stroxe

n Sw€lling of Limbg

Tl Thyroid oisease

n Tonsillitls

f] Tuberculoels

f! Tumors or Growths

f] utcers

I Venereal Dlsease

I Yellow Jsundics

[] *ninciat Heart valve f] Dtug Addiction

f Rrtilictal Joint fl EasilY Wnded

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

Comments:

i To the bast of my knowledge, the questlons on this form have been accurately answered. I understand that providing incorrect information can be

, dangerous to my (or patient's) health, tt is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT' PARENT' OT GUARDIAN DATE


