
MEDICAID 

 

PATIENT REGISTRATION FORM

Southern Family Dental is committed to dental excellence. We provide quality and affordable dental care while 
upholding the professional standards of dentistry.  All staff members are united in the effort of educating our 
patients and providing compassionate care.  We will listen to your concerns, educate you on oral health, and 

help you decide the best dentistry plan for you and your family.  Thank you for trusting us with your dental care!

Patient Information (Please Print) 

CIRCLE ONE:  DR/ MR/ MRS / MS / MISS

FIRST ___________________________________ MIDDLE_______________ LAST 
__________________________________________  

ADDRESS ____________________________________ CITY _____________________________ STATE 
____ ZIP CODE __________

PHONE (HOME)____________________________ (WORK) _________________________ 
(CELL)___________________________

EMAIL ADDRESS ________________________________________________ MAY WE CONTACT YOU VIA 
EMAIL?  YES  NO

DATE OF BIRTH _____________________ AGE ______        GENDER  (circle)     MALE       FEMALE

PATIENT SOCIAL SECURITY NUMBER ________________________________________  

EMERENCY CONTACT _________________________________________________ PHONE 
________________________________

HOW DID YOU HEAR ABOUT US?      WEBSITE     FACEBOOK      FRIEND   OTHER 
________________________________

MEDICAID INFORMATION 

PATIENT MEDICAID NUMBER CC (FROM CARD) 
_________________________________________________________________

MEDICAID ID NUMBER (13 DIGITS) 
______________________________________________________________________________

IF PATIENT IS UNDER 18 YEARS OF AGE, PLEASE REFER TO OUR POLICY BELOW: 

Patients under the age of 18 must have a parent/guardian present in the waiting room and during the patient’s 
appointment time.  We cannot advise nor perform any treatment without a parent/guardian present. 

 PARENT/GUARDIAN NAME ________________________________  PARENT/GUARDIAN PHONE 
______________________ 

SECONDARY PARENT/GUARDIAN NAME ________________________________________ PHONE 
______________________ 
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HEALTH INFORMATION  

PRIMARY PHYSICIAN NAME_________________________________ PHONE 
___________________________________________ 

We take your oral health very seriously.  Before we begin treatment, we need some brief information regarding 
medical history which may affect treatment.  All information is confidential.

Reason for today’s visit?
________________________________________________________________________________________
__

Have you ever been hospitalized? (circle) YES NO 
Explain__________________________________________________________

Height ___________________ Weight ________________ 
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Do you presently have or ever had a history of any of the following? Please check all that apply. 

�

Date of last dental visit ______________Date of last dental x-rays _________________ Date of last cleaning 
______________

Have you ever been treated for periodontal (gum) disease?   (circle)   YES  NO 

Have you Ever had Novacaine or other local anesthetic?   (circle)   YES  NO

Are you interested in teeth whitening (price quote can be submitted, if interested)?   (circle)   YES  NO

If wearing dentures, age of dentures ______________________ Are you interested in new dentures? (circle) 
YES   NO

Do you have a history of: Y N Y N
Abnormal Bleeding Kidney Disease
ADD/ADHD Low blood pressure
AIDS/HIV+ High blood pressure
Anemia Mental Disabilities
Anxiety/nervous disorders Mitral valve prolapse
Arthritis Mouth sores/growths
Artificial Joints/Valves Radiation treatment
Autism Respiratory disease
Aspirin/anticoagulant therapy Rheumatic fever
Asthma Scarlet fever
Blood Transfusion Shortness of breath
Cancer (type:              ) Sinus trouble
Chemical Dependency Skin Rash/allergies/hives
Chemotherapy Special diet/restrictions
Crohn's Disease Stroke
Circulatory Problems Thyroid disease
Congenital Heart Defects Tonsilitis
Diabetes Tuberculosis
Emphysema Tumor or growth (head/neck)
Epilepsy/Seizure disorders Ulcer
Gastrointestinal Disorders Venereal disease/STDs
Glaucoma Weight loss/Gain
Grinding/teeth clenching Other Disease or Illness:         
Headache/Migraines
Heart Attack
Heart Murmurs
Hear Disease/Pacemaker
Hepatitis Type ____
Herpes Type _____
Jaundice
Jaw Pain
Women patient's only: Y N Y N
Is there a possibilty of pregnancy Are you nursing?
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Are you taking or have taken any steroid/cortisone therapy in the last two years?   (circle)  YES  NO

Are you taking or have taken Oral bisphosphonates? (e.g. FOSAMAX, ACTONEL, BONIVA, or IV 
Biphosphonates (e.g. ZOMETA, AREDIA) (circle)  Yes  No  Taken for how long 
__________________________________________________________

Have you taken antibiotics prior to dental procedures in the past? (circle) YES   NO

PLEASE LIST ANY ALLERGIES TO THE FOLLOWING (please circle): 

Aspirin  Codeine Dental Anesthetics  Latex  Metals/Nickel 

Penicillin Sulfa  Erythromycin Tetracycline  

Other: ________________________________________________________________________   

Have you ever had an adverse reaction or become ill after taking penicillin, aspirin, codeine, local anesthetics, 
metals, or any other medication?  (circle)  YES  NO

List any medications you are taking including non-prescription drugs and herbals/vitamins:

1. __________________________ 2. _________________________ 3. ____________________________ 4. 
_______________________

In the space provided below, please provide any additional medical information. 

________________________________________________________________________________________
________________________ 

________________________________________________________________________________________
________________________ 

I affirm that the information I have given is correct to the best of my knowledge. The information given 
will be for use in my (or my child’s) treatment, billing and processing of insurance or Medicaid benefits 
to which I (or my child) am entitled. Information will be held in the strictest confidence, and it is my 
responsibility to inform this office of any changes in my medical status (or my child’s medical status). I 
authorize the dental staff to perform the necessary dental services that I (or my child) may need. 

 

_________________________________________       _____________________________________              
______________________

Printed Name of Patient/Parent/Guardian        Signature of Patient/Parent/Guardian                  Date 
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