Smile! Walnut Creek

1901 Olympic Boulevard, Suite 105
Walnut Creek, CA 94596
(925) 937-2100

PATIENT REGISTRATION FORM

Welcome to our office.  We know that you will be pleased with the care you will be receiving.  In order to begin treatment, the following information is necessary.  Please complete these forms fully.  All information will be held in strict confidence.  Thank you for joining us!

PERSONAL INFORMATION

Patient Name: ________________________ How do you wish to be called? __________

Address: ____________________________ City,State, Zip Code: __________________ Home Phone Number: (___)______________ Work Phone Number: (___)____________

E-mail Address:________________________Other Phone Numbers: ________________
Birthdate: _________ Age: _____ Please circle: Male/Female    Married/Single/Divorced

Social Security Number: _________________ Driver’s License Number:_____________

Employer’s Name: _____________________ Occupation: ________________________

Employer’s Address: ______________________________________________________

Whom may we thank for referring you to our office? _____________________________
Or how did you hear about us?  ___Online   ___Google   ___Our Website   ___Yelp ___Email   ___Other Websites   ___Coupon   ___Mailer   ___Other Please Specify

________________________________________________________________________
INSURANCE INFORMATION

Primary Insurance Company: _________________ Phone Number: (____)____________

Address: ________________________________________________________________

Group Number: _________________ Local Number: ____________________________

If other than patient, Insured’s Name: _________________________________________

Insured’s Social Security Number: __________________ Insured’s Birthday: _________

Insured’s Employer’s Name and Address: ______________________________________

Insured’s Relationship to Patient: (please circle) Self / Spouse / Parent / Other _________

Secondary Insurance Company: ________________ Phone Number: (____)___________

Address: ________________________________________________________________

Group Number: _________________ Local Number: ____________________________

If other than patient, Insured’s Name: _________________________________________

Insured’s Social Security Number: __________________ Insured’s Birthday: _________

Insured’s Employer’s Name and Address: ______________________________________

Insured’s Relationship to Patient: (please circle) Self / Spouse / Parent / Other _________

EMERGENCY INFORMATION

Person to contact in an emergency: _________________________ Relationship:_______

Address: _________________________________ Phone Number: (____)____________

Closest relative not living with you: _________________________ Relationship: ______ Address: _________________________________ Phone Number: (____)____________

· The undersigned hereby authorizes the doctor to take x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of the patient’s dental needs.  I also authorize the doctor to perform any and all forms of treatment, medication, and therapy that may be indicated for (name of patient) _______________________.  I understand that the responsibility for payment for dental services provided in this office for myself or my dependents is mine, due and payable at the time services are rendered unless, financial agreements have been made.  I further understand that finance and late charges will be added to any balance over 60 days.  In the event of default, I promise to pay legal interest on the indebtedness, together with such collection costs and reasonable attorney fees as may be required to effect collection of this note.  I have received a copy of the office’s “Policies regarding payments, insurance and scheduling”.

Patient Signature: ___________________________ Date: ________________________ Patient or responsible party: _________________________________________________
I have received a copy of DENTAL MATERIAL FACT SHEET and NOTICE OF PRIVACY PRACTICES as required by law.

_____________________     ________________

Signed                                     Date

	Please check any of the following problems that apply to you.

· Sensitivity (hot, cold, sweet)

· Tooth pain or discomfort when chewing

· Headaches, earaches, neck pain

· Jaw joint pain

· Teeth or fillings breaking

· Grinding or clenching teeth

· Bleeding, swollen or irritated gums

· Loose, tipped or shifting teeth

· Bad breath or bad taste in your mouth

· Dry Mouth

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

· Dentures

· Partial dentures

· Braces

· Periodontal (gum) treatments

How often do you brush your teeth?_____ Floss?____
Please share the following dates:

Your last cleaning

___/___

Your last oral cancer screening
___/___

Your last complete X-Rays
___/___

May we send for your dental records    □ Yes  □ No
Name of Previous Dentist _____________________

City _________________________
State ______

Phone Number _____________________________


	Y / N   If you could whiten your teeth for a cost anyone could afford, would you do it? 

Y / N   Do you smoke or use chewing tobacco?

    How much?
                       For how long?

If I could change my smile, I would:

· Make them brighter

· Make them straighter

· Close spaces

· Replace black metal filings with natural tooth-colored fillings

· Repair chipped teeth

· Replace missing teeth

· Replace old crowns that don’t match

· Have a smile makeover

On a scale of 1-10, with 10 being the highest rating:
 How important is your dental heath to you?

 1     2     3     4     5     6     7     8     9     10 

 Where would you rate your current dental health?

 1     2     3     4     5     6     7     8     9     10

Why did you leave your previous dentist?

_______________________________________________

What is the most important thing to you about your future smile and dental health?

_______________________________________________

What is the most important thing to you about your dental visit today? ​​​​​_______________________________


MEDICAL HISTORY
Please check  YES OR NO for any of the following that applies to you:

	Yes No
AIDS

     Allergies(Seasonal)

     Anemia

     Arthritis

     Artificial Heart Valve

     Artificial Joints

     Asthma

     Blood Disease

     Bruise Easily

     Cancer

     Chemotherapy

     Diabetes

     Dizziness


	Yes No
     Drug Addiction

     Emphysema

     Excessive Bleeding

     Fainting

     Glaucoma

     Heart Conditions

     Heart Lesions (Congenital)
     Heart Murmur

     Heart Surgery

     Hepatitis A

     Hepatitis B

     Hepatitis C

     High Blood Pressure


	Yes No
     HIV Positive

     Jaundice

     Jaw Joint Pain

     Kidney Disease

     Liver Disease

     Low Blood Pressure

     Mitral Valve Prolapse

     Nervousness/Depression

     Pacemaker

     Pregnant Currently

     Osteoporosis

     Radiation (head/neck)

     Respiratory Problems


	Yes No 
     Rheumatic Fever

     Rheumatism

     Scarlet Fever

     Seizures

     Stomach Problems

     Stroke

     Thyroid Diseases

     Other

Are you taking any of the following medications?
Yes No
     Diphosphonate

     Fosamax

     Phen Fen/Diet Pills(1mo+)


	Do you have any of the following drug allergies?

Yes No
     Aspirin

     Darvon

     Nitrous Oxide

     Percodan

     Local Anesthetic

     Latex
Yes No
     Iodine

     Codeine

     Erythromycin

     Valium

     Penicillin

     Other

	Are you under a physician’s care?  Yes or No

If yes, what for?

__________________________________________

Are you taking any medications?  Yes or No 

If yes, please list medications.
​__________________________________________

Family Physician

          Phone Number

___________________________    _____________



Is there any other medical or dental information we should know about?

To the best of my knowledge, I have answered every question completely and accurately.  I will inform my Dentist of any change in my health and or medication.

Patient’s Signature: ___________________________________ Date: ______________________

Patient: Print Full Name: ______________________________
PLEASE DO NOT WRITE BELOW THIS LINE.  FOR OFFICE USE ONLY.

​​​​​​​​​​​​

Vitals:     Pulse______________________BP__________________Resp_____________________

Doctor’s Signature:_____________________________________Date:_______________________
 DENTAL HISTORY








