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PATIENT REGISTRATION

Last Name: Middle Initial:

fl Policy Holder

f Responsible Party

Preferred Name:

t 
O Responsible Party is also a Policy Holder lor Patient O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

Sex etvtate CFemate Mar i ta l  Status:QMarr ied QSingte QDivorced QSeparatedQWidowed

[__l I would like to receive correspondences via e-mail.

Employment Status: Q Fult time Q Part Time Q Hetired

Student Status: Q Futt time Q Part Time

Primary Insurance

Name of Insuredl

lnsured Soc. Sec: lnsured Birth Date:

Relationship to Insured:Q Seff Q Spouse Q CnilO Q Otner

Ins. Company:

Address:

Address 2:

City,State,Zip:

Address:

Address 2:

City,State,Zip:

Rem. Benefits: .00 Rem. Deduci:

Relationship to InsuredQ Self Q Spouse Q crrito Q Otfrer

lnsured Soc. Sec: lnsured Birth Date:

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



Dr. Graham E. Farless

MEDICAL HISTORY

Although dental personnel primarily treat the area in and around your mouth, your mouth ig a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interrelationship witf the dentistry you will receive. Thank you for answering the
following questions.

Are you under a physician's care now? Q Ves Q tto
Have you ever been hospitalized or had a major operationZQ Yes Q trto

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 ruo

. 
Do vou take' or have vout"XiJ;llill",ir:::i:,$ I:: 8 il:

Do you use tobacco? Q Ves Q tto
Do you use controlled substances? Q Ves Q ruo

lf yes, please explain:
lf yes, please explain:
lf yes, please explain:
lf yes, please explain:

:-Women: Are You
I Pregnantffrying to get pregnant? Q YesQ No Taking oral contraceptivesf Q Yes Q xo Nursing? Q vesQ trto

f,

1*Are you allergic to any of the following?-*=-*
j Iespi r in  !Penic i l l in  f  cooeine !Acry l ic I vetat f Latex I Local Anesthetics

,.i

i
I

f Otner lf yes, please explain:

;- Do you have, or have You had, anY of
t ^
i nlDslHlv Positive Q vesQ tto
i Alzheimer'sDisease Q vesQ No

i Anaphylaxis

I Anemia
I

i Angina
i Arthritis/cout Q vesQ no
lnrtifi"iul HeartValve Q vesQ trto

the following?"
cortisone Medicine Q VesQ No I Hemophilia

lf yes, please explain:

Frequent Diarrhea Q ves Q No I Liver Disease O
Frequent Headaches Q Ves Q t'to I Low Blood Pressure Q
Genital Herpes Q VesQ No I Lung Disease O
Glaucoma Q Ves Q tto I trititrat Valve Prolapse Q

Frequent Headaches Q Ves Q t'to I Low Blood Pressure Q
Genital Herpes Q VesQ No I Lung Disease O
Glaucoma Q Ves Q tto I trititrat Valve Prolapse Q
Hay Fever Q ves Q No I Pain in Jiw Joints O
HeartAttack/Failure Q VesQ No I Parathyroid Disease Q
Heart Murmur Q Ves Q No I Psychiatric Care O
Heart Pace Maker Q ves Q No I Radiation TreatmentsQ
Heart Trouble/Disease Q Ves Q No I Recent Weight Loss O

Renal Dialysis
Rheumatic Fever

Q vesQ t'to
Q vesQ trto

Rheumatism Q VesQ lto
Scarlet Fever Q Ves Q trto
Shingles Q vesQ t'to
Sickle Cell Disease Q Ves Q trto
SinusTrouble Q VesQ tto
SpinaBifida Q VesQ t'to
Stomach/lntestinal Disease Q VesQ tto
Stroke Q vesQ no
Swellingof Limbs Q VesQ trto
Thyroid Disease Q Ves Q
Tonsiltitis Q Ves Q
Tuberculosis Q ves Q
Tumorsorcrowths Q VesQ

Q vesQ trto
i Chemotherapy Q vesQ tto

i ChestPains Q vesQ No
I Cold Sores/Fever Blisters Q Ves Q ruo
i Consenital Heart DisorderQ YesQ Noi Congenital Heart DisorderQ YesQ trto

i convulsions Q vesQ ruo

i Have you ever had any serious lllness not listed above? Q Yes Q No

Comments:

cortisone Medicine Q Ves Q No I Hemophilia O
Diabetes OYesQNo I Hepati t isA O
Drug Addiction Q Ves Q No I Hepatitis B or C O

No
No
No
No
No
No
No

YesQ No
YesQ 1o
Yes Q tto
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No
YesQ No

YesQ
YesQ
YesQ

a)
oo

Q vesQ trto
Q vesQ trto

Q vesQ No

No
No
No

EasilyWinded Q vesQ No I Herpes O
Emphysema Q vesQ No I HighBloodPressure Q
EpilepsyorSeizures Q vesQ No I HivesorRash O
Excessive Bleeding Q Ves Q No I nypoglycemia O
ExcessiveThirst Q VesQ No I InegularH€artbeat O
Fainting Spells/DizzinessQ Yes Q t'to I fiOn"y Problems O

I Artifi"iat Joint
i A"thma
i Blood Disease

i Blood Transfusion

I Breatring Problem Q vesQ ttto
I Bruise Easily Q vesQ No

Q vesQ tto

FrequentOough Q vesQ No I Leukemia O
Frequent Diarrhea Q ves Q No I Liver Disease O

Ulcers
Venereal Disease
Yellow Jaundice

Q vesQ
Q YesQ
Q vesQ

\
i

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

SIGNATURE OF PATIENT, PARENT, OT GUARDIAN




