NEW PATIENT REGISTRATION FORM
Welcome to Sharon Springs Dental!  To assist us in serving you, please complete the following confidential form.

Patient's name ____________________________________________ Preferred name __________________ Birth date___________________________________
Social Security Number ______________________________________ Cell phone ______________________________ Home phone ______________________
E-mail address________________________________________________ If minor, parents names __________________________________________________
Appointment Reminder Preference:  Text Message          E-mail
  Phone Call


Mailing address ______________________________________________________ City ____________________State ________ Zip ______________________
Employer _______________________________________________________ Occupation ________________________________________________________

Marital Status:  Married      Single        Other            Child
             How did you hear about our office?  ________________________________________

Emergency Contact name _____________________________________________Emergency Contact Phone #_________________________________________    
Preferred Pharmacy Name and Phone Number: ____________________________________________________________________________________________
Medical Health History

Do you have or have you had any of the following?


(Please circle any that apply)

Cancer or tumor



YES
NO
Heart ailment or angina


YES
NO
Heart murmur, mitral valve prolapse, heart defect
YES
NO
Rheumatic fever or rheumatic heart disease

YES
NO
Artificial joint or valve


YES
NO
High or low blood pressure


YES
NO
Pacemaker




YES
NO
Tuberculosis or other lung problems

YES
NO
Kidney disease



YES
NO
Hepatitis or other liver disease


YES
NO
Alcoholism



YES 
NO
Blood transfusion



YES
NO
Diabetes




YES
NO
Neurologic condition



YES
NO
Epilepsy, seizures, or fainting spells 

YES 
NO
Emotional condition



YES
NO
Arthritis




YES
NO
Herpes or cold sores



YES
NO
AIDS or HIV positive



YES
NO
Migraine headaches or frequent headaches

YES
NO
Anemia or blood disorders


YES
NO
Abnormal bleeding after surgery, or trauma

YES
NO
Hayfever or sinus trouble


YES
NO
Allergies or hives



YES 
NO
Asthma




YES
NO
Other Diseases :_________________________________________________

Do you smoke or use chewing tobacco?

YES
NO

Are you allergic to, or have you reacted adversely to any of the following?

Latex materials


YES
NO
Penicillin or other antibiotics

YES
NO
Local anesthetics ("Novocain")

YES
NO
Codeine or other narcotics

YES
NO
Sulfa drugs


YES
NO
Barbiturates, sedatives, or sleeping pills
YES
NO
Aspirin



YES
NO
Other:______________________________________

List of Medications (including vitamins, herbal or natural supplements):
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please List Any Surgeries in the past 5 years: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
************************* Women Only *************************
Are you/or may be pregnant?
YES
NO
Expected delivery date: ______________________________________
Are you taking hormones or contraceptives
YES
NO

When was your last dental cleaning?  

Name and Phone number of your primary physician:__________________________________________________________________________________________

Do you have any disease, condition, or problem not listed above?________________________________________________________________________________

Please add anything else you would like us to know about:_____________________________________________________________________________________
I AUTHORIZE TREATMENT OF THE PERSON NAMED ABOVE AND AGREE TO PAY ALL FEES AND CHARGES FOR TREATMENT. I ACKNOWLEDGE THAT I AM RESPONSIBLE FOR INFORMING SHARON SPRINGS DENTAL ABOUT ANY CHANGES IN MY HEALTH HISTORY PRIOR TO TREATMENT. PATIENTS WITH INSURANCE ARE RESPONSIBLE FOR THEIR PORTION OF THEIR BILL AT THE TIME OF SERVICE. I HEREBY AUTHORIZE PAYMENT OF MY GROUP INSURANCE BENEFITS TO SHARON SPRINGS DENTAL CARE. 

Patient or Guardian Signature: _____________________________________ Dentist Signature :______________________________       Date ______________
