
PATIENT REGISTRATION

Patient Information

First Name: M I :

Address: E-mail:

City: State / Zip:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Age: _ Soc. Sec. or Insurance lD:

Student Status: O FullTime O Part Time

Responsible Party (The Responsible party is the party who we should conlact about appointmsnts and care, and who is responsible tor any
remaining balance. This may b€ someone other than the insurance holder.)

First Name: Last: MI :

Address: E-mail :

City: State / Zip:

Home Phone:

Birth Date:

Work Phone: Ext:_ Cellular:

Age:_Soc. Sec. or Insurance lD: Relationship to patient

Primary Insurance Information

Name of Insured: Relationship to Patient:

Insured Soc. Sec or Insurance lD: Birth Date:

Employer: Ins. Company:

Secondary Insurance Information

Name of Insured: Relationship to Patient:

Insured Soc. Sec or Insurance lD: Birth Date:

Employer: Ins. Company:

I ag.ee to be responsible for all charges for dental service and materials not paid by my d€ntal benefit plan, unless prohibited by law, or the
treating denlist or dental practice has a contractual agreement with my plan prohibiting all or a portion ol srch charges, to the extent permitted
by law. I consent to your use and disclosure of my protected health infomation to carry out payment activities in connsction with this claim,

I hereby authorize and direct payment ol the denlal b€nelits oth€rwis€ payable to me, directly to Lakeside Denial.

PATIENT/GUARDIAN SIGNATURE DATE

Consent for dental care at Lakeside Dental.

Consent for communication/messages by phone or email.

I have reviewed office privacy practices. (copy available by request.)

X

Yes No

co
CO
co

PATIENT/CUARDIAN SIGNATURE



MEDICAL HISTORY

PATIENT NAME BIRTH DATE

Although dentai personnel primarily treat the area in and around your mouth, your mouth is a part ol your entire body. Health problems thal you may
havg, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering th6
lollowing questions,

Have you ever beeni::Ji::::T,i:!f'fl:ffff:?"?# 3 V::3 N:
Have you ever had a serious head or neck injury? O Yes O No

Are you taking any medications, pills, or drugs? O Yes O No
Do you take, or have you taken, Phen-Fen or Redux? O Yes O No

Have you ever taken Fosamax, Boniva, Actonel or.any 
O yes O Noother medications containing bisphosphonates? "

Are you on a special diet? O Yes O No
Do you use tobacco? O Yes O No

Do you use controlled substances? O Yes O No

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

-Women: Are you

PregnanVTrying to get pregnant? O Yes O No Taking oralcontraceptives? O Yes O No Nursing? O Yes O No

'^ie you atreigrc to any Oi ine ignowrng?

tr Aspidn tr Penicillin tr Codeine tr Local Anesthetics D Acrylic tr Melal 0 Latex D Sulladrugs

D Other lf yes, please explain:

you have, or have you had, any of the fol lowing?
AIDS/HlV Positive O Y e s O N o Cortisone Medicine O Yes O No
Alzheimer's Disease O Yes O No Diabetes

Drug Addiction

Easily Winded

Emphysema

Frequent Cough
Frequent Diarrhea

Hemophi l ia  OYesONo
Hepa t i t i sA  OYesONo
H e p a t i t i s B o r C  O Y e s O N o
Herpes  OYesONo
High Blood Pressure O Yes O No
High Cholesterol O Yes O No
Hives or Rash O Yes O No
Hypoglycemia OYesONo
lrregular Heartbeat O Yes O No
Kidney Problems O Yes O No

Radiation Treatments
Recent Weight Loss
Renal Dialysis
Rheumatic Fever
Rheumatism
Scadet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spine Bifida
Stomach/l ntestinal Disease
Stroke
Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o

Artif icial Heart Valve O Yes O No

Anaphylaxis
Anemia
Angina
Arthritis/Gout

Art i f ic ialJoint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains

O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o

O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o

O Y e s O N o
O Y e s O N o
O Y e s O N o
O Y e s O N o

O Y e s O N o
O Y e s O N o Leukemia

Liver Disease

O Y e s O N o
O Y e s O N o

Epilepsy or Seizures O Yes O No
Excessive Bleeding O Yes O No
Excessive Thirst O Y e s O N o
Fainting Spells/Dizziness O Yes O No

Cold Sore/Fever Blisters O Yes O No
Congenital Heart Disorder O Yes O No
Convulsions O Y e s O N o

Frequent Headaches O Yes O No

Genital Herpes O Y e s O N o
Glaucoma  OYesONo
Hay Fever O Y e s O N o
Heart Attack/Failure O Yes O No
Heart Murmur O Yes O No
Heart Pacemaker O Yes O No
Heart Trouble/Disease O Yes O No

Low Blood Pressure O Yes O No
Lung Disease O Yes O No
Mitral Valve Prolapse O Yes O No
Osteoporosis O Y e s O N o
Pain in Jaw Joints O Yes O No
Parathyroid Disease O Yes O No
Psychiatric Care O Yes O No

Have you ever had any serious i l lness not l isted above? o yes o No Physician

Comments:

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

SIGNATURE OF PATIENT.  PARENT.  or  GUARDIAN DATE


