REGISTRATION AND HISTORY

PATIENT INFORMATION


Date:                                                                                                                                           SSN/Patient:      

Patient Name:      
Nickname:      
Email:      

Address:      
City:      
State:  
ZIP:     




Gender:  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
Birth Date:      
              Age:      



Patient School:      

Favorite Book:      
Favorite Toy / Item:                     Favorite Sport:      
Favorite Person:      
Parent’s Name:      
Parent’s Birth Date:      
Parent’s Employer:      
Parent’s SSN:      
Parent’s Occupation:      
Parent’s Driver’s license #:      
Whom may we thank for referring you?      
Acknowledgement of Receipt of Notice of Privacy Policies

I,      , have received a copy of Dr. Robert J. Sexauer’s Notice of Privacy Policies. I understand Dr. Robert J. Sexauer may use 

my health care information and may disclose such information for treatment, payment, and health care operations.

Signature: 





Date:

Relationship to Patient:  FORMDROPDOWN 

DENTAL INSURANCE

Who is responsible for account?      
Primary Subscriber:                          Relationship to Patient:  FORMDROPDOWN 

               Birth date:      
Insurance Company:      
     Address:      
City:       
State:  
ZIP:      
Group #:                                           ID/SSN #:                  Employer:      
Is patient covered by additional insurance?   FORMCHECKBOX 

Insurance Assignment and Authorization

I certify that I and/or my dependent(s) have insurance coverage with       and assign directly to Dr. Robert J. Sexauer all

insurance benefits, if any, otherwise payable to me for services rendered. 

Financial and Personal Health Information
I understand that I am financially responsible for all charges incurred during treatment.  I further understand that any insurance contract is between my insurance carrier and myself.  Dr. Robert J. Sexauer is not part of that contract.  As a courtesy to our valued patients we will submit your insurance forms initially.  If problems occur with insurance portion of your obligation, the balance in full will become due in 30 days.  We will provide information to help you deal with your carrier. I understand that finance charges will begin 60 days from date of service if the balance is not paid in full.  I authorize the use of my signature on all insurance submissions.

Signature: 





Date:

Relationship to Patient:  FORMDROPDOWN 

PHONE NUMBERS

Home:      
Parent’s Work:       Ext      
Parent’s Cell Phone:      
Patient’s Cell Phone:      
IN CASE OF EMERGENCY, CONACT (Specify someone who does not live in you household.)


Name       
Relationship to Patient                                                             

Home      

Work      
Ext      
MEDICAL HISTORY



Do you have a personal physician?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Physician’s name:      
Date of last visit:      
Are you currently under the care of a physician?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
If yes, please explain:      
Do you smoke or use tobacco products?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Have you had any metal rods, pins or implants?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Are you taking any prescriptions or over the counter drugs?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

If yes, please list each one:      
Your current physical health is:  FORMCHECKBOX 
 Good  FORMCHECKBOX 
 Fair  FORMCHECKBOX 
 Poor

For women:
Are you taking birth control pills?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

Are you pregnant?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Week #:      
Are you nursing?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
DENTAL HISTORY

Reason for today’s visit:      
Former Dentist:      
City/State:      
Date of last dental visit:      
Date of last dental x-rays:      
Place an X on Yes or No to indicate if you have had any of the following:
Are you satisfied with the 

    appearance of your teeth?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Bad breath
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Bleeding gums
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Blisters on lip or mouth
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Burning sensation on tongue
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Chew on one side of mouth
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Cigarette, pipe, or cigar smoking
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Clicking or popping jaw
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Dry mouth
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Fingernail biting
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Food collection between teeth
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Foreign Objects
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Grinding Teeth
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Gums Swollen or Tender
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Gum treatment
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Jaw pain or tiredness
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Lip and cheek biting
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Loose teeth or broken fillings
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Mouth breathing
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Mouth pain while brushing
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Orthodontic treatment
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Pain around ear
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Periodontal treatment
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Premed (antibiotics)
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Sensitivity to cold
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Sensitivity to heat
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Sensitivity when biting
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Sore or growths in your mouth
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Would you like to keep your

    natural teeth?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

How often do your floss?
     
How often do you brush?
     
Type of bristles on your toothbrush

 FORMCHECKBOX 
 Hard  FORMCHECKBOX 
 Medium  FORMCHECKBOX 
 Soft

Have you had any serious problems associated

with previous dental work?
 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

ALLERGIES
 FORMCHECKBOX 
 Aspirin
 FORMCHECKBOX 
 Latex

 FORMCHECKBOX 
 Barbiturates (sleeping pills)

 FORMCHECKBOX 
 Local Anesthetic
 FORMCHECKBOX 
 Codeine

 FORMCHECKBOX 
 Penicillin
 FORMCHECKBOX 
 Iodine
 FORMCHECKBOX 
 Sulfa

 FORMCHECKBOX 
 Jewelry / Metals
 FORMCHECKBOX 
 Erythromycin

 FORMCHECKBOX 
 Tetracycline

 FORMCHECKBOX 
Other      
HEALTH HISTORY





Place an X on Yes or No to indicate if you have had any of the following:


AIDS/HIV

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Epilepsy


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 
Respiratory Disease
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Anemia


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Fainting/Dizziness
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Rheumatic Fever

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Arthritis, Rheumatism
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Glaucoma

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Scarlet Fever

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Artificial Heart Valves
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Headaches

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Shortness of Breath
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Artificial Joints

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Heart Murmur

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Sinus Trouble

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Asthma


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Heart Problems

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Skin Rash

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Back Problems

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Hepatitis Type      
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Special Diet

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Bleeding abnormally, with


Herpes / Fever blisters
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Stroke


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


extractions or surgery
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
High Blood Pressure
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Swollen Feet or Ankles
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Blood Disease

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Jaundice

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Swollen Neck Glands
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Cancer


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Jaw Pain

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Thyroid Problems

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Chemical Dependency
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Kidney Disease

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Tonsillitis

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Chemotherapy

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Liver Disease

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Tuberculosis

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Circulatory Problems
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Low Blood Pressure
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Tumor or growth head/neck FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Congenital Heart Lesions
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Mitral Valve Prolapse
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Ulcers


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Cortisone

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Nervous Problems
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Venereal Disease

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Cough, Persistent/Bloody
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Pacemaker

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Weight Loss (unexplained)
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Diabetes


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Psychiatric Care

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Weight Gain

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Emphysema

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Radiation Treatment 
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Alcohol / Drug abuse
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Blood transfusion

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Colitis


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Hay fever

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Heart Attack / surgery
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Hemophilia

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Hospitalized for any reason FORMCHECKBOX 
Yes   FORMCHECKBOX 
No


Shingles


 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Sickle-cell / Traits

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Medications

List any medications you are currently taking and the correlating diagnosis:      




Pharmacy Name:      
                    Phone:      
Health History Update

Date of Visit



Changes to Health History/Medication
Detail Changes Initials


1. ______________________

 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No ACKNOWLEDGME   ________________


2. ______________________

 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No ACKNOWLEDGME   ________________


3. ______________________

 FORMCHECKBOX 
Yes      FORMCHECKBOX 
No ACKNOWLEDGME   ________________
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