ILIFF FAMILY DENTAL 
PATIENT REGISTRATION
First Name:____________________________ Last Name:_________________________________ Middle Initial:_______
Patient Is: □ Policy Holder


  Preferred Name:_____________________________

        □ Responsible Party

  How did you hear about our office?​​​​​​​​​​​​​​​​​​________________________________

Patient Information 
 Address:_________________________________________________________________
 City, State, Zip:____________________________________________________________ 

 Home Phone:___________________ Work Phone: _____________________ Ext:________ Cellular:________________

□ I would like to receive correspondences via text messages.

E-mail:________________________________________ □ I would like to receive correspondences via e-mail.
Gender:  □ Male   □ Female           Marital Status:  □ Married    □ Single    □ Divorced    □ Separated   □ Widowed
 Birth date:________________ Age:________ Soc. Sec:___________________ Driver’s License:____________________

Employment Status: □ Full Time □ Part Time □ Retired □ N/A             Student Status: □ Full Time □ Part Time □ N/A
 Occupation______________________________________________

Responsible Party (if someone other than the patient) 

Relation to patient:___________________________
 First Name:____________________________ Last Name: ________________________________Middle Initial:_______

 Address:_____________________________________________ 
 City, State, Zip:____________________________________________________________ 

 Home Phone:___________________ Work Phone: _____________________ Ext:________ Cellular:________________

 E-mail:_________________________________________________

 Birth date:________________ Age:________ Soc. Sec:___________________ Driver’s License:____________________

□ Responsible Party is also a Policy Holder for Patient    □ Primary Insurance Policy Holder    □ Secondary Insurance Policy Holder
Primary Insurance Information
 Name of Insured:__________________________________ Relationship to Insured: □ Self □ Spouse □ Parent □ Other             

 Insured SSN:_______________________ DOB:___________ Insurance ID: ____________________Grp#____________
 Employer:_______________________________


Ins. Company:______________________________
 Address:________________________________


Address:__________________________________
 City/State/Zip:____________________________


City/State/Zip:______________________________
__________________________________________________________________________________________________

Secondary Insurance Information
 Name of Insured:__________________________________ Relationship to Insured: □ Self □ Spouse □ Parent □ Other             

 Insured SSN:_______________________ DOB:___________ Insurance ID: ____________________Grp#____________

 Employer:_______________________________


Ins. Company:______________________________
 Address:________________________________


Address:__________________________________



 City/State/Zip:____________________________


City/State/Zip:______________________________
ILIFF FAMILY DENTAL
MEDICAL HISTORY
Name:____________________________________________________________________________________________ 
Name of Primary Care Physician___________________________________ Phone Number________________________
DO YOU NEED TO PREMEDICATE WITH AN ANTIBIOTIC PRIOR TO HAVING DENTAL TREATMENT? □ Yes   □ No                 
Are you under a physician’s care now? □ Yes   □ No   If yes, please explain:________________________________________________
Have you ever been hospitalized or had a major operation? □ Yes   □ No   If yes, please explain:________________________________
Have you ever had a serious head or neck injury? □ Yes   □ No   If yes, please explain:________________________________________
Are you taking any medications, pills, or drugs? □ Yes   □ No   If yes, please explain:__________________________________________
Do you take, or have you taken, Phen-Fen or Redux? □ Yes   □ No   If yes, please explain:_____________________________________
Have you ever taken Fosamax, Boniva, Actonel or any other medications containing bisphosphonates? □ Yes   □ No                 

If yes, please explain: _______________________________________________________________________________
Do you use tobacco? □ Yes   □ No   If yes, please explain: ______________________________________________________________

Do you use controlled substances? □ Yes   □ No   If yes, please explain:___________________________________________________

WOMEN:

Pregnant/Trying to get pregnant? □ Yes   □ No      Taking oral contraceptives? □ Yes   □ No      Nursing? □ Yes   □ No   

Are you allergic to any of the following?

□ Aspirin     □ Penicillin     □ Codeine     □ Local Anesthetics     □ Acrylic     □ Metal     □ Latex     □ Sulfa drugs 
□ Other
If yes, please explain: _____________________________________________________________________               

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

AIDS/HIV Positive 

□ Yes   □ No

Alzheimer’s Disease   

□ Yes   □ No

Anemia 


□ Yes   □ No

Angina


□ Yes   □ No

Artificial Heart Valve 

□ Yes   □ No

Asthma/ COPD

□ Yes   □ No

Hx Blood Transfusion 

□ Yes   □ No

Bruise Easily 


□ Yes   □ No

Cancer 


□ Yes   □ No

Hx Chemotherapy 

□ Yes   □ No

Chest Pains


□ Yes   □ No

Cold Sores/Fever Blisters 
□ Yes   □ No

Congenital Heart Disorder 
□ Yes   □ No

Cortisone Medicine 

□ Yes   □ No

Diabetes 


□ Yes   □ No

Drug Addiction 

□ Yes   □ No

Emphysema 


□ Yes   □ No

Epilepsy or Seizures 

□ Yes   □ No

Excessive Bleeding 

□ Yes   □ No

Fainting Spells/Dizziness 
□ Yes   □ No

Frequent Headaches 

□ Yes   □ No

Heart Attack/Failure

□ Yes   □ No

Heart Murmur


□ Yes   □ No

Heart Pacemaker 

□ Yes   □ No

Hepatitis A 


□ Yes   □ No

Hepatitis B or C 

□ Yes   □ No

Herpes


□ Yes   □ No

High Blood Pressure 

□ Yes   □ No

High Cholesterol 

□ Yes   □ No

Hypoglycemia
 

□ Yes   □ No

Irregular Heartbeat 

□ Yes   □ No

Kidney Problems 

□ Yes   □ No

Leukemia 


□ Yes   □ No

Liver Disease
 

□ Yes   □ No

Low Blood Pressure 

□ Yes   □ No

Mitral Valve Prolapse 

□ Yes   □ No
Osteoporosis 


□ Yes   □ No

Pain in Jaw Joints 

□ Yes   □ No

Parathyroid Disease 

□ Yes   □ No

Psychiatric Care

□ Yes   □ No

Hx Radiation Treatments 
□ Yes   □ No

Recent Weight Loss

□ Yes   □ No

Renal Dialysis


□ Yes   □ No
Thyroid Disease  

□ Yes   □ No
Rheumatic Fever 

□ Yes   □ No
Rheumatism 


□ Yes   □ No

Shingles 


□ Yes   □ No

Sickle Cell Disease 

□ Yes   □ No

Sinus Trouble


□ Yes   □ No

Stomach/Intestinal Disease 
□ Yes   □ No

Stroke 


□ Yes   □ No

Tubercuosis 


□ Yes   □ No
Tumors or Growths 

□ Yes   □ No

Ulcers 


□ Yes   □ No

Other ________________________________
_____________________________________
_____________________________________
ILIFF FAMILY DENTAL
DENTAL HISTORY

Name:_____________________________________________________________
Date of last Dental exam: ___________________ Date of last Dental x-rays: ​​​__________________

Dental Pain: 
 Are you currently in dental pain? □ Yes   □ No

 Are your teeth sensitive to: □ Hot   □ Cold   □ Sweets   □ Pressure   □ No Sensitivity 
 Does your dental pain wake you up at night? □ Yes   □ No
Teeth and Gums: 
 Do your gums bleed, feel tender or irritated? □ Yes   □ No

 Do your teeth feel loose? □ Yes   □ No   
 Do your teeth move? □ Yes   □ No
Dental Appearance: 
 Are you unhappy with the appearance of your smile? □ Yes   □ No

 Do you feel your teeth are yellow or stained? □ Yes   □ No   
 Do you feel your teeth are misaligned or crooked? □ Yes   □ No

 Would you like your smile to look better/different? □ Yes   □ No
Clenching and Grinding: 
 Are you aware of clenching or grinding of your teeth? □ Yes   □ No

 Do you have headaches, earaches, neck pains or jaw joint pains? □ Yes   □ No   
 Do you snore or wake up tired and exhausted? □ Yes   □ No

 Do you feel sleepy throughout your waking hours? □ Yes   □ No
CONSENT: 
The undersigned hereby authorizes Dr. Henes to take x-rays, study models, photographs or any other diagnostic aids deemed appropriate by Dr. Henes to make a thorough diagnosis of the patient’s dental needs. I also authorize Dr. Henes to perform any and all forms of treatment, medication and therapy that may be indicated. I also understand the use of anesthetic agents embodies a certain risk. I understand that my dental insurance is a contract between the insurance carrier and me, and not between the insurance carrier and Dr. Henes’s office and that I am still fully responsible for all dental fees. These fees are due and payable at the time services are rendered unless prior financial arrangements have been made. I also assign all insurance benefits to Dr. Henes. Any payments received by Dr. Henes from my insurance coverage will be credited to my account, or refunded to me if I have paid the dental fees incurred. I further understand that a late charge will be added to any overdue balance. 
PATIENT Signature (Parent or Child)__________________________________Date: _______________________
