
Medical History
Do you have any general health problems?  ( )yes  ( )no   Explain___________________________________________

__________________________________________________________________________________________________

___________________________________________________________________________________________________

Physician's Name________________________Phone #__________________Last Physical Exam (date)_____________

Are you currently under a physician's care for any condition?  ( )yes  ( )no  IF YES, PLEASE EXPLAIN____________

_____________________________________________________________________________________________________

What medications are you currently taking?_____________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Are you allergic to any medications?  ( )yes  ( )no   LIST___________________________________________________

____________________________________________________________________________________________________

Are you allergic to latex?  ( )yes  ( )no         Are you allergic to any type of metal?  ( )yes  ( )no

Have you ever been told of any need to be pre-medicated with antibiotics for dental procedures?  ( )yes  ( )no

Do you currently use tobacco products?  ( )yes  ( )no   Have you used tobacco products in the past?  ( )yes  ( )no

( )Cigarettes  ( )Cigars   ( )Smokeless Tobacco. Quantity used per day: _________________  Years of use: ________

Please complete the remainder of the health history information on the reverse side.                    Turn

Dental concerns you wish to discuss at today's appoiintment _______________________________

____________________________________________________________
Referred by_________________________________Name of Previous Dentist_________________________________

Date of last dental visit_______________________Have you had dental X-Rays taken in the past year?___________

Frank L. Higginbottom, D.D.S.                       Patient Registration Form                      Today's Date______________
PATIENT'S NAME  Mr/Dr/Mrs/Ms____________________________________BIRTHDATE_______________SEX______

ADDRESS_______________________________________CITY, STATE_______________________ZIP______________

HOME PHONE ___________________________________SOCIAL SECURITY NUMBER__________________________

CELL PHONE____________________________________E-MAIL ADDRESS ___________________________________

( )single ( )married ( )divorced ( )widowed            ( )employed ( )not employed ( )full-time student ( )part-time student

EMPLOYER____________________________________WORK PHONE______________________EXT______________

WORK ADDRESS__________________________________________________________________ZIP_______________

Patient's relationship to responsible party  ( )self   ( )spouse   ( )child

If patient is NOT the responsible party, please fill out the following additional information:
RESPONSIBLE  PARTY NAME  Mr/Dr/Mrs/Ms____________________________________________________________

ADDRESS______________________________________CITY, STATE________________________ZIP______________

SOCIAL SECURITY NUMBER___________________BIRTHDATE________________HOME PHONE________________

EMPLOYER___________________________________WORK PHONE________________________EXT_____________

WORK ADDRESS_______________________________CITY, STATE__________________________ZIP_____________



     Date Comments, Initials of Interviewer

__________________________________________________________________________________________________
___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

I certifiy that the information on the previous page and above is complete and correct ______________________________________

Do  You Have or Have You Ever Had
yes no

abnormal heart condition? ____ ____

heart murmur? ____ ____

mitral valve prolapse? ____ ____

artificial valve or vascular graft? ____ ____

rheumatic fever? ____ ____

HIV+, ARC, AIDS? ____ ____

diabetes? ____ ____

cortisone or steroids in last 6 mos? ____ ____

cancer? ____ ____

hepatitis? ____ ____

venereal disease? ____ ____

yes no

tuberculosis? ____ ____

a positive tuberculosis test? ____ ____

prosthetic joints? ____ ____

high blood pressure? ____ ____

low blood pressure? ____ ____

prolonged bleeding? ____ ____

epilepsy? ____ ____

are you pregnant? ____ ____

type and date________________________________________

type and date________________________________________

type and date________________________________________

Medical History Update                (For Office Use Only)

Patient Signature

In our practice, many patient photos are taken for the purposes of communicating with our laboratory, recordkeeping, and for use in

educational presentations. Please initial below to indicate your consent to the use of photography of your mouth for the purposes of

education and the advancement of dentistry. Pictures shown are only of the teeth and oral cavity, and do not reveal the identity of the

subject. ___________


