
Dental Registration and Health History Form

Patient Information

Date *

Month Day Year

Patient Name *

First Name Middle Name Last Name

Gender *Address *

Street Address

City
State

Zip Code

Age

Patient SS NumberMarital Status

Occupation
Employer

Employer Address

City, State, Zip

Employer Phone Number

Please enter a valid phone number.

Spouse’s Name SS Number

Occupation Spouse’s Employer

Date of Birth *

Date of Birth *



Name of the friendHow did you hear about us?

If "Other" Please Explain

Phone Numbers

Home Phone Number

Please enter a valid phone number.

Cell Phone Number *

Please enter a valid phone number.

Other Phone Number

Please enter a valid phone number.

Email *

example@example.com

In Case of Emergency, Contacts
 (Specify someone who does not live in your household)

Name * Cell Phone Number *

Please enter a valid phone number.

 Relationship *

Home Phone Number

Please enter a valid phone number.

Dental Insurance

Who is responsible for this account?

Relationship to Patient



Insurance Co. Group Number

Is the patient covered by additional insurance? *

Yes No

Subscriber’s Name

Relationship to Patient

SS Number

Insurance Co. Group Number

Assignment and Release

I, the undersigned certify that I (or my dependent) have insurance coverage with {insuranceCo}, {insuranceCo67}
and assign it directly to Dr. Chegini / Arsmiles Family and Cosmetic Dentistry all insurance benefits, if any,
otherwise payable to me for services rendered. I understand that I am financially responsible for all charges
whether or not paid by insurance. I hereby authorize the doctor to release all information necessary to secure the
payment of benefits. I authorize the use of this signature on all insurance submissions

Date *

Month Day Year

Name *

First Name Last Name

Relationship

Date of Birth *

Signature



Dental History

Reason for today’s visit Former Dentist City / State

Date of last dental visit

Month Day Year

Date of last dental X-rays

Month Day Year

Place a select on “Yes” or “No” to indicate if you have had any of the following

Bleeding gums *

Yes No

Bad Breath *

Yes No

Blisters on lips or mouth *

Yes No

Burning sensation on tongue *

Yes No

Jaw pain or tiredness / TMD *

Yes No
Chew on one side of mouth *

Yes No
Grinding or Clenching teeth / 
Bruxism *

Yes No

Clicking or popping jaw *

Yes No

Dry mouth *

Yes No

Fingernail biting *

Yes No

Foreign objects *

Yes No

Food collection between the 
teeth *

Yes No

Gums swollen or tender *

Yes No

Lip or cheek biting *

Yes No

Mouth breathing *

Yes No

Loose teeth or broken fillings *

Yes No

Mouth pain, brushing *

Yes No

Pain around ear *

Yes No

Periodontal treatment *

Yes No

Orthodontic treatment *

Yes No

Sensitivity to heat *

Yes No

Sensitivity to cold *

Yes No

Sensitivity to sweets *

Yes No

Sensitivity when biting *

Yes No

Tongue scrubbing? *

Yes No
Sores or growths in your 
mouth *

Yes No

How often do you floss? How often do you brush?



Health History

Phone Number

Please enter a valid phone number.

Physician’s Name

First Name Last Name

Date of last visit

Month Day Year

Please place a select on “Yes” or “No” to indicate if you have had any of the following.

Heart Condition *

Yes No

Heart Surgery *

Yes No

Heart Attack *

Yes No

Chest Pain (Angina) *

Yes No

High Blood Pressure *

Yes No

Mitral Valve Prolapse *

Yes No
Congenital Heart Disease *

Yes No
Stroke *

Yes No

Heart Murmur *

Yes No
Heart Pacemaker *

Yes No
Artificial Heart Valve *

Yes No
Rheumatic Fever *

Yes No

Sickle Cell Disease *

Yes No

Hemophilia *

Yes No
Blood Disorder *

Yes No
Anemia *

Yes No

Blood Transfusion *

Yes No

Circulatory Problems *

Yes No
Abnormal Bleeding *

Yes No
Bruise Easily *

Yes No

Diverticulitis *

Yes No
Ulcers *

Yes No
Crohn’s Disease *

Yes No
GI Problems *

Yes No

Heart problems *

Yes No
Diabetes *

Yes No
Emphysema *

Yes No
Glaucoma *

Yes No

Hay Fever *

Yes No
Chronic Cough *

Yes No
Asthma *

Yes No
Tuberculosis (T.B) *

Yes No

Sinus Trouble *

Yes No
Liver Disease *

Yes No
Latex Sensitivity *

Yes No
Allergies or Hives *

Yes No

Aids *

Yes No
Yellow Jaundice *

Yes No
Type *Hepatitis *

Yes No

Kidney Trouble *

Yes No
Cold Sores / Herpes *

Yes No
HIV Positive *

Yes No
Venereal Disease *

Yes No

Hyperthyrodism *

Yes No
Hypothyroidism *

Yes No
Thyroid Problems *

Yes No
Frequent UTI *

Yes No



Rheumatoid Arthritis *

Yes No

Artificial Joints *

Yes No

Chronic Arthritis *

Yes No

Swollen Ankles *

Yes No

Cortisone Treatment *

Yes No

Osteoporosis *

Yes No
Bone Disease *

Yes No
Fibromialgia *

Yes No

Celiac Disease *

Yes No

Cancer *

Yes No
Tumors or Growths *

Yes No
Special or Restricted Diet *

Yes No

Radiation Therapy *

Yes No
Neurological Disorders *

Yes No
Epilepsy or Seizures *

Yes No
Chemotherapy *

Yes No

Psychiatric Care *

Yes No

Anxiety *

Yes No
Depression *

Yes No
Fainting or Dizzy Spells *

Yes No

Drug Addiction *

Yes No

Do you smoke? *

Yes No
Chewless tobacco use? *

Yes No
Alcoholism *

Yes No

Are you pregnant? *

Yes No

Medication (Dosage & Frequency)

Any other illness or hospitalizations



Allergies

Aspirin *

Yes No

Local Anesthetic *

Yes No

Barbiturates (Sleeping pills) *

Yes No

Codeine *

Yes No

Latex *

Yes No
Iodine *

Yes No

Metal *

Yes No

Penicillin *

Yes No

Sulfa *

Yes No

Other *

Yes No

If "Other" Please Explain *

Pharmacy

Pharmacy Name Pharmacy Phone Number

Please enter a valid phone number.

Signature Name *

First Name Last Name

Date *

Month Day Year


	formID: 213421420781446
	pdf_submission_new: 1
	simple_spc: 213421420781446-213421420781446
	date[month]: 
	date[day]: 
	date[year]: 
	patientName[first]: 
	patientName[middle]: 
	patientName[last]: 
	address224[addr_line1]: 
	address224[city]: 
	address224[state]: []
	address224[postal]: 
	gender: []
	age: 
	maritalStatus22: []
	patientSs: 
	occupation: 
	employer: 
	employerAddress: 
	employerPhone[full]: 
	spousesName: 
	ssNumber: 
	occupation33: 
	spousesEmployer: 
	howDid: []
	nameOf: 
	ifother: 
	cellPhone[full]: 
	homePhone[full]: 
	otherPhone[full]: 
	email: 
	name: 
	Relationship: 
	cellPhone50[full]: 
	homePhone51[full]: 
	whoIs: 
	relationshipTo: 
	insuranceCo: 
	groupNumber: 
	isThe: Off
	subscribersName: 
	ssNumber65: 
	relationshipTo66: 
	insuranceCo67: 
	groupNumber68: 
	name72[first]: 
	name72[last]: 
	relationship: 
	reasonFor: 
	formerDentist: 
	city: 
	dateOf82[month]: 
	dateOf82[day]: 
	dateOf82[year]: 
	dateOf83[month]: 
	dateOf83[day]: 
	dateOf83[year]: 
	badBreath: Off
	bleedingGums: Off
	blistersOn: Off
	burningSensation: Off
	chewOn: Off
	jawPain91: Off
	grindingOr92: Off
	clickingOr: Off
	dryMouth: Off
	fingernailBiting: Off
	foodCollection96: Off
	foreignObjects: Off
	gumsSwollen: Off
	lipOr: Off
	looseTeeth100: Off
	mouthBreathing: Off
	mouthPain: Off
	orthodonticTreatment: Off
	orthodonticTreatment223: Off
	periodontalTreatment: Off
	sensitivityTo: Off
	sensitivityTo106: Off
	sensitivityTo107: Off
	sensitivityWhen: Off
	soresOr109: Off
	tongueScrubbing: Off
	howOften: 
	howOften112: 
	physiciansName[first]: 
	physiciansName[last]: 
	phoneNumber[full]: 
	dateOf118[month]: 
	dateOf118[day]: 
	dateOf118[year]: 
	heartCondition: Off
	heartAttack: Off
	heartSurgery: Off
	chestPain: Off
	congenitalHeart: Off
	stroke: Off
	highBlood: Off
	mitralValve: Off
	artificialHeart: Off
	rheumaticFever: Off
	heartMurmur: Off
	heartPacemaker: Off
	bloodDisorder: Off
	anemia: Off
	sickleCell: Off
	hemophilia: Off
	abnormalBleeding: Off
	bruiseEasily: Off
	circulatoryProblems: Off
	bloodTransfusion: Off
	ulcers: Off
	giProblems: Off
	crohnsDisease: Off
	diverculitis: Off
	diabetes146: Off
	glaucoma: Off
	emphysema: Off
	heartProblems: Off
	chronicCough: Off
	tuberculosistb: Off
	asthma: Off
	hayFever: Off
	sinusTrouble: Off
	allergiesOr: Off
	latexSensitivity: Off
	liverDisease: Off
	hepatitis: Off
	type: 
	yellowJaundice: Off
	aids: Off
	hivPositive: Off
	venerealDisease: Off
	coldSores: Off
	kidneyTrouble: Off
	frequentUti: Off
	thyroidProblems: Off
	hypothyroidism: Off
	hyperthyrodism: Off
	swollenAnkles: Off
	artificialJoints: Off
	chronicArthritis: Off
	rheumatoidArthritis: Off
	fibromialgia174: Off
	cortisoneTreatment: Off
	osteoporosis: Off
	boneDisease: Off
	specialOr: Off
	celiacDisease: Off
	cancer: Off
	tumorsOr: Off
	chemotherapy: Off
	radiationTherapy: Off
	neurologicalDisorders: Off
	epilepsyOr: Off
	faintingOr: Off
	psychiatricCare: Off
	anxiety: Off
	depression: Off
	alcoholism: Off
	drugAddiction: Off
	doYou: Off
	chewlessTobacco: Off
	areYou: Off
	medicationdosage:  
	anyOther:  
	aspirin: Off
	localAnesthetic: Off
	barbituratessleeping: Off
	codeine: Off
	iodine: Off
	latex: Off
	metal: Off
	penicillin: Off
	sulfa: Off
	other: Off
	ifother210: 
	pharmacyName: 
	pharmacyPhone[full]: 
	name216[first]: 
	name216[last]: 
	date218[month]: 
	date218[day]: 
	date218[year]: 
	Text1: 
	zxv: 
	xcvnhghm: 
	cxnbbn,mk: 
	date74[month]: 
	date74[day]: 
	date74[year]: 
	vnj,h,jh: 
	ZV,: 
	aSsd: 
	zxvxcvh: 
	cfcf: 
	45gf: 
	Text2: 


