
Registration and Health History                               Horan Family Dentistry, Inc 
 
_________       (circle one)   Single     Married     Divorced     Separated    Widowed       __________________________________ 
Date                  (circle one)   Male       Female                                                                               How did you learn of our office? 
 
_____________________________________________________________________________________________Y / N__________    
Name First       MI     Last                                Date of Birth               Social Security Number               Name Change Since Last Visit? 
 
__________________________________________________________________________________________ 
Address Mailing and Physical                                                      City                      State             Zip Code                         Home Phone 
 
_________________________________________________________________________________________ 
Patient Employer                                                                         Business Phone                                              Cell Phone 
 
__________________________________________________________________________________________ 
Spouse/Guardian Name                               Spouse/Guardian Employer                                                Spouse/Guardian Business Phone 
 
How do you plan to take care of your dental treatment?  (circle one)               Cash                  Insurance   
         

RESPONSIBLE PARTY 
 
_____________________________________________________________________________________Y   /  N ________________ 
Person Responsible for this Account            Social Security Number    Date of Birth        Is this person currently a patient in our office? 
 
____________________________________________________________________________________________________________ 
Address Mailing and Physical                                              City                       State               Zip Code                                 Home Phone 
 
____________________________________________________________________________________________________________ 
Employer                                                                                                                                                                    Work/ Cell Phone  
 

DENTAL INSURANCE INFORMATION 
 
____________________________________________________________________________________________________________ 
Name of Insured                                                 Social Security Number                  Date of Birth                         Relationship to Patient  
 
____________________________________________________________________________________________________________ 
Insurance Company                                               Group #                             Policy/ID #                                       Insurance Phone 
 
____________________________________________________________________________________________________________ 
Insurance Co. Address                                                                           City                                              State                         Zip 
 
____________________________________________________________________________________________________________ 
Name of Employer                             Employer Address                                                                                               Work/ Cell Phone  
 
Do you have any additional dental insurance?  __Yes __No       If yes, please complete the following: 
 
____________________________________________________________________________________________________________ 
Name of Insured                                                 Social Security Number                  Date of Birth                         Relationship to Patient  
 
____________________________________________________________________________________________________________ 
Insurance Company                                               Group #                             Policy/ID #                                       Insurance Phone 
 
____________________________________________________________________________________________________________ 
Insurance Co. Address                                                                           City                                              State                         Zip 
 
____________________________________________________________________________________________________________ 
Name of Employer                          Employer Address                                                                                                  Work/ Cell Phone  
 
 
 



Please check Yes or No to the following: 
 
Yes    No                                         Yes   No                                             Yes   No                                         Allergic to: 
__     __ Anemia/Blood Disease    __    __ Fainting/Nervous    __     __ Mitral Valve Prolapse    Yes   No 
__     __ Arthritis                           __    __Glaucoma                             __     __ Neck/Head Pain             __     __Aspirin 
__     __Asthma/Hay Fever         __    __ Heart Trouble                      __     __Pregnant                          __     __Codeine 
__     __Blood Pressure/High     __    __Pace Maker                          __     __Rheumatic Fever             __     __Local Anesthesia 
__     __Blood Pressure/Low          __    __Hepatitis/Liver Disease       __     __Heart Murmur                __     __Penicillin 
__     __Cancer/X-Ray Treatment   __    __Herpes Virus                        __     __Stroke                             __     __Sulfa Drugs 
__     __Diabetes                           __    __HIV Positive/AIDS              __     __TB/Lung Disease           __     __Medical Alert 
__     __Epilepsy/Seizures         __    __Joint Replacement                __     __Venereal Disease            __   __Any Metals 
__     __Psychiatric Care               __    __Migraine Headaches             __     __Valve Replacement          (E.G., Nickel, Mercury) 
__     __Scarlet Fever                        __   __Heart Defects           __    __Chest Pain                      __    __Latex/Rubber                                                                                                                                     
__    __ Shortness of Breath             __    __Heart surgery/Stents             __    __Sinus                               __    __ Other Medicine                                                                                                                                 
__    __Heart Valve Replacement     __    __Congenital Heart Problem    __    __Swelling Feet, Hands, Ankles          _______________ 
__    __Lung/Breathing Problems     __    __Hives or Skin Rash               __    __Thyroid Problems 
__    __Stomach Ulcer                      __    __Mental Health Care               __    __Chemotherapy (Cancer, Leukemia) 
__    __Chemical Dependency         __    __Cortisone Treatment            __    __Cold Sores/Fever Blisters 
__    __Eating Disorders                   __   __Premedicate 
 
__     __Cardiovascular Disease (heart attack, angina, coronary insufficiency, coronary occlusion, arteriosclerosis) 
__    __Are you currently taking or have taken Bisphophonates such as Fosamax, Actonel, Boniva, Reclast (for Osteoporosis or bone 
loss) or Zometa or chemotherapy for Malignancy?  
 
My Medical Doctor is ________________________________________  Dr.’s Office Phone_________________________________ 
Medical Doctor’s Address ________________________________City _______________________ State _____  Zip Code________   
Date of last Physical Exam_______________________   Are you in good health? __________________________________________ 
Are you now under the care of a physician? ________________________________________________________________________ 
Have there been any changes in your general health within the past year? _________________________________________________ 
Have you ever been hospitalized for any surgical operation or serious illness? Please explain _________________________________ 
____________________________________________________________________________________________________________ 
Taking Medications?   ___Yes      ___No   (Prescription or Over the counter) If yes please list________________________________ 
____________________________________________________________________________________________________________ 
Allergic to Medications?  ___Yes  ___No        If Yes?  _______________________________________________________________ 
Abnormal Bleeding?  _______________  Bruise Easily?  __________________   Recent Weight Loss?    _______________________ 
Have you ever required a blood transfusion?  ______________   Ever taken Fen-Phen/Redux?   _______________________________ 
Do you use tobacco/alcohol? ________________    Do you or have you used controlled substances? ___________________________ 
Has your physician informed you to premedicate for dental procedures?__________________________________________________ 
Do you have any disease, condition or problem not listed above that you think I should know about? ___________________________ 
Prior Unpleasant Dental Treatment?  ______________________________________________________________________________ 
 
WOMEN ONLY:  Are you pregnant or think you may be pregnant?  _________________________   Nursing? __________________ 
Are you taking Birth Control Pills?  __________________________ 

 
Dental History:  When was the last time you were under regular dental care? __________________________________________ 
How long since you have been to a dentist? _____________________    Are you having any discomfort? _______________________ 
If so, what is the discomfort? ____________________________________________________________________________________ 
Are you aware of any swelling or lump in your mouth? ___________________________   Do your gums bleed? _________________ 
Are you sensitive to cold? ________________________ To heat?______________________  To sweets? ______________________ 
Do you grind or clench your teeth? _____________________________    Do you snore? ____________________________________ 
Have you or is anyone else in your immediate family been a patient here before? _______________   If so, how long ago? _________ 
Have you ever had periodontal treatment (gums)? ___________________________________________________________________ 
Have you ever experienced any of the following problems in your jaw? 
      ____ Clicking    _____ Pain (Joint, Ear, Side of Face)    ____Difficulty in opening or closing    _____ Difficulty in Chewing 
 
 
 
Patient’s (or Parent’s) Signature   ___________________________________________Date_________________________________ 
 

 
 



OFFICE USE ONLY 
 
Review of Health History by Dr. ________________________________________   Date  ___________________________________ 
Remarks ____________________________________________________________________________________________________ 
____________________________________________________________________________________________________________ 
 
Medical Update to Dr. ________________________________________________   Date ___________________________________ 
Changes in Medical Condition?    YES   NO                     Changes in Medication?       YES      NO 
 
Medical Update to Dr. ________________________________________________   Date ___________________________________ 
Changes in Medical Condition?       YES      NO               Changes in Medication?      YES       NO 
 
Medical Update to Dr. ________________________________________________  Date ____________________________________ 
Changes in Medical Condition?       YES       NO               Changes in Medication?      YES      NO 
 
Medical Update to Dr. ________________________________________________   Date ___________________________________ 
Changes in Medical Condition?    YES   NO                     Changes in Medication?       YES      NO 
 
Medical Update to Dr. ________________________________________________   Date ___________________________________ 
Changes in Medical Condition?       YES      NO               Changes in Medication?      YES       NO 
 
Medical Update to Dr. ________________________________________________  Date ____________________________________ 
Changes in Medical Condition?       YES       NO               Changes in Medication?      YES      NO 
 
Medical Update to Dr. ________________________________________________   Date ___________________________________ 
Changes in Medical Condition?    YES   NO                     Changes in Medication?       YES      NO 
 
Medical Update to Dr. ________________________________________________   Date ___________________________________ 
Changes in Medical Condition?       YES      NO               Changes in Medication?      YES       NO 
 
Medical Update to Dr. ________________________________________________  Date ____________________________________ 
Changes in Medical Condition?       YES       NO               Changes in Medication?      YES      NO 
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