
Date of 1st Appointment __________ 
 
Completed Application ___________ 
 
Income Documents ______________ 
 
Residency Documents ____________ 
 
Deposit Paid for Initial Visit _________ 

 
 
 
 

Dental Registration and History 
Date _________ 
 
First Name _____________________________ MI _________ Last Name _____________________________ 

Address ______________________________ City   NORMAN    Zip _______   County   CLEVELAND 

Employment Status: Employed Unemployed  Phone # _______________ 2nd # _______________ 

Ethnicity: (please circle one) 

African American          Asian          Caucasian          Hispanic          Native American          Other ____________ 

Sex:  Male Female   Marital Status:  Single  Married  Divorced  Separated Widow 

Date of Birth __________________ Age ______ SS# ______ - ______ - ______  

# of children in household _____________ # of individuals residing in household  ___________ 

Are you a veteran? Yes No Are you a U.S. Citizen? Yes No  
 
Insurance Status: (please circle one) Insured   Uninsured 
 
Education Level: (please circle one)  Less than HS High School Graduate GED Recipient   

Some College College Student  College Graduate 
 
Primary Language: English  Spanish  Other: ________________ 
 
Current Monthly Income:  Income includes salary / wages, child support, social security, retirement benefits, SSI, Disability, 
pension, unemployment, food stamps, rental income, workman’s comp, veteran benefits, investment income and any other 
revenue. 
  
Source _______________ $ _____________ Source _______________ $ ___________ 
 
Source _______________ $ _____________ Source _______________ $ ___________ 
 
Total Monthly Income:   Patient $ ______________ Household $ __________ 
 
Dental Health History:        Allergies: 
   
 
 
 
 
 
 
 
 
 
 
 

Health History 

 

 Bad Breath 
 Bleeding Gums 
 Blisters on lips or mouth 
 Burning sensation on tongue 
 Chew on one side of mouth 
 Cigarette, pipe, or cigar smoking 
 Clicking or popping jaw 
 Dry Mouth 
 Fingernail Biting 
 Food collection between teeth 
 Foreign Objects 
 Grinding Teeth 
 Gums Swollen or Tender 

 

 Aspirin 
 Barbituates 
 Codeine 
 Iodine 
 Latex 
 Local Anesthetic 
 Penicillin 
 Sulfa Drugs 
 Other _____________ 

 

 Jaw pain or tiredness 
 Lip or cheek biting 
 Loose teeth or broken fillings 
 Mouth breathing 
 Mouth pain, brushing 
 Orthodontic treatment 
 Pain around ear 
 Periodontal treatment 
 Sensitivity to heat/cold 
 Sensitivity to sweets 
 Sensitivity when biting 
 Sores or growths in mouth 

 



Health History  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Medications: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 AIDS/HIV  Epilepsy  Radiation Treatment 

 Anemia  Fainting / Dizzy  Respiratory Disease 

 Arthritis/Rheumatism  Glaucoma  Rheumatic Fever 

 Artificial Heart Valve  Headaches  Scarlet Fever 

 Artificial Joints  Heart Murmur  Shortness of Breath 

 Asthma  Heart Problems  Sinus Trouble 

 Back problems  Hepatitis ___  Skin Rash 

 Bleeding abnormally 
with extractions or surgery  Herpes  Special Diet 

 Blood disease  High Blood Pressure  Stroke 

 Cancer  Jaundice  Swollen Feet or Ankles 

 Chemical Dependency  Jaw Pain  Swollen Neck Glands 

 Chemotherapy  Kidney Disease  Thyroid Problems 

 Circulatory Problems  Liver Disease  Tonsillitis 

 Congenital Heart Problems  Low Blood Pressure  Tuberculosis 

 Cortisone Treatments  Mitral Valve Prolapse  Tumor / Growth on head or 
neck 

 Cough (persistent / bloody)  Nervous Problems  Ulcer 

 Diabetes  Pacemaker  Venereal Disease 

 Emphysema  Psychiatric Care  Weight Loss, unexplained 

 
 

List any medications you are currently taking and the correlating diagnosis: 
 
_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

 

Are you currently taking blood thinners such as aspirin or Plavix? ______ 

 

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

 


