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PATIENT REGISTRATION FORM

PATIENT NAME

ADDRESS
City STATE ZIP
HOME PHONE CELL PHONE
BIRTHDAY EMAIL
SOcC. SEC. # SEX: (please checkone) O MALE O FEMALE
EMPLOYER HowlLoONG __ WORK PHONE
RELATIONSHIP (please check one) SINGLE [0 MARRIED (J EMERGENCY CONTACT same as Relationship Contact O
PARTNER NAME SPOUSE NAME
PHONE PHONE
EMPLOYER EMPLOYER
EMPLOYER PHONE EMPLOYER PHONE

INSURED OR RESPONSIBLE PARTY INFORMATION

NAME RELATIONSHIP

ADDRESS

CIty STATE ZIP
BIRTHDAY PHONE

SoOcC. SEC. # EMPLOYER

INSURED OR RESPONSIBLE PARTY INFORMATION
I WILL BE PAYING TODAY By: [0 CASH 00 CHECK O VISA/MASTERCARD

DENTAL INSURANCE CO.

ADDRESS
CITY STATE ZIP
PHONE GROUP #

SUBSCRIBER NAME

SECONDARY COVERAGE
DENTAL INSURANCE CO.

ADDRESS
CITY STATE ZIP
PHONE GROUP #

SUBSCRIBER NAME

I understand and agree that regardless of insurance status, | am completely responsible for payment of my account for services rendered. | certify
that the above information is true and correct. This signature on file is my authorization for the release of information necessary to process any of the
insurance benefits. My signature authorizes that all insurance benefits are to be made payable directly to Dr. Robert Alan Pratt DMD, PC. This office
reserves the right to verify the credit status of potential patients and/or parents of the patient prior to extending credit for treatment.

SIGNATURE DATE

PH: (541) 276.4257 | FAX: (541) 276.3563
916 SW COURT AVENUE - PENDLETON, OREGON 97801
WWW.PENDLETONDENTIST.COM



PATIENT HEALTH QUESTIONNAIRE

Although dental personnel primarily treat the area in and around your mouth, your mouth is part of your entire body. Health problems that you may

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering
the following questions.
IF YES, PLEASE EXPLAIN:

ARE YOU UNDER A PHYSICIAN'S CARE NOW? 0 Yes O No

HAVE YOU EVER BEEN HOSPITALIZED OR HAD A MAJOR OPERATION? O YesO No

HAVE YOU EVER HAD A SERIOUS HEAD OR NECK INJURY? 0 Yes O No

ARE YOU TAKING ANY MEDICATIONS, PILLS, OR DRUGS? 0 Yes O No

DO YOU TAKE, OR HAVE YOU TAKEN, PHEN-FEN OR REDUX? O Yes O No

ARE YOU ON A SPECIAL DIET? OYesO No

DO YOU USE TOBACCO? 0YesO No

DO YOU USE CONTROLLED SUBSTANCES? O Yes O No

HAVE YOU EVER HAD TO HAVE PRE-MEDICATION PRIOR TO A DENTAL APPT.? 0 YesO No
DO YOU BELIEVE YOUR IMMUNE SYSTEM MAY BE SUPPRESSED? O Yes O No

IS THERE ANYTHING YOU WISH TO SPEAK ABOUT IN PRIVATE WITH DR. PRATT? 0 Yes O No

WOMEN: ARE YOU PREGNANT/ ARE YOU TAKING ORAL
OYes O No OYes O No NURSING? OYesO No
TRYING TO GET PREGNANT? CONTRACEPTIVES? URSING

ARE YOU ALLERGIC OR HAD A REACTION TO ANY OF THE FOLLOWING?

LOCAL ANESTHETICS SULFA DRUGS
PENICILLIN OTHER ANTIBIOTICS

IODINE ASPRIN

CODEINE LATEX RUBBER

BLEACH OTHER

ANY METALS (MERCURY, NICKEL, ETC.)

DO YOU HAVE, OR HAVE YOU HAD ANY OF THE FOLLOWING?

Alzheimer’s Disease O Yes O No Diabetes O Yes O No Hepatitis A O Yes O No Rheumatic Fever O Yes O No
Anphytaxis O Yes O No Drug Addiction O Yes O No Hepatitis B& C O Yes O No Rheumatism O Yes O No
Anemia O Yes O No Easily Winded O Yes O No Herpes O YesO No Scarlett Fever O Yes O No
Angina O Yes O No Emphysema O Yes O No High Blood Pressure O Yes O No Shingles O Yes O No
Arthretis/Gout O Yes O No Epilepsy or Seizures O Yes O No Hives or Rash O Yes O No Sickle Cell Disease O Yes O No
Artificial Heart Valve O Yes O No Excessive Bleeding O Yes O No Hypoglycemia O Yes O No SinusTrouble O Yes O No
Artificial Joint O Yes O No Excessive Thirst O Yes O No Irregular Heartbeat O Yes O No Spina Bifada O Yes O No
Asthetics O Yes O No Fainting Spell & Dizziness O Yes O No Kidney Problems OYesONo  Stomach Intestinal Disease O Yes O No
Blood Disease O Yes O No Frequent Cough O Yes O No Leukemia O Yes O No Stroke O Yes O No
Blood Transfusion O Yes O No Frequent Diarrhea O Yes O No Liver Disease O Yes O No Swelling of Limbs O Yes O No
Breathing Problems O Yes O No Frequent Headaches O Yes O No Low Blood Pressure O Yes O No Thyroid Disease O Yes O No
Bruise Easily O Yes O No Genital Herpes O Yes O No Lung Disease O Yes O No Tonsilitis O Yes O No
Cancer OYesO No Glaucoma O Yes O No Mitral Valve Prolapse O Yes O No Tuberculosis O Yes O No
Chemotherapy O Yes O No Hay Fever 0O YesO No Pain in Jaw Joints O Yes O No Tumors or Growths O Yes O No
Chest Pains O Yes O No Heart Attack/Failure O Yes O No Parathyroid Disease O Yes O No Ulcers O Yes O No
Cold Sores/Fever Blisters O Yes O No Heart Murmur O Yes O No Psychiatric Care O Yes O No Venereal Disease O Yes O No
Congenital Heart Disorder O Yes O No Heart Pace Maker O Yes O No Radiation Treatments O Yes O No Yellow Jaundice O Yes O No
Convulsions O Yes O No Heart Trouble/Disease O Yes O No Recent Weight Loss O Yes O No
Cortison Medicine O Yes O No Hemophilia O Yes O No Renal Dialysis O Yes O No

DO YOU HAVE ANY MEDICAL OR DENTAL PROBLEMS NOT LISTED ABOVE THAT YOU THINK WE SHOULD KNOW ABOUT? O Yes O No
IF, YES, PLEASE EXPLAIN:

I understand the information | provide on this form is essential to determine my dental needs and the provision of treatment. | understand that
providing incorrect information can be dangerous to my health. | understand that if any change occurs in my health | must report it to the office
as soon as possible. | have read and understand these questions and answered them all truthfully and to the best of my ability, and | have had an
opportunity to discuss my health history with Dr. Pratt. | authorize Dr. Pratt to release any information including the diagnosis and the records of
any treatment rendered to me or my child to third party payors or health practitioners.

SIGNATURE DATE

PH: (541) 276.4257 | FAX: (541) 276.3563
916 SW COURT AVENUE - PENDLETON, OREGON 97801
WWW.PENDLETONDENTIST.COM



