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Patient Registration Form 

 
Patient Name: ___________________________________________________________________________ 
   Last Name                                                         First Name                                                      Middle Initial 

 

Date: _________ SSN: ________________ Date of Birth: _______________    Sex:  Male____ Female____ 

Address: ___________________________ City: _____________________ State: _______ Zip: ___________ 

Home phone #:__________________ Work phone #:__________________ Mobile #:_________________ 

Marital Status:   ___ Single    ___ Married    ___ Divorced    ___ Separated    ___ Widowed    ___ Partnered    ___ Minor 

E-Mail Address: ____________________________________________________________________________ 

Patient Employer / School: _____________________________________ Occupation: ________________ 

Responsible Party Information: (responsible for all payments, refunds, and pertinent account info) 

___ Same as patient        ___ Different than patient, please fill out information below 

Responsible Party Name: ________________________     Relationship to Patient: ___________________ 

Address: _________________________________________ SSN: _______________ DOB: ______________ 

Phone #:____________________ Email: ________________________________________________________ 

Insurance Information: 

Insurance Company: __________________________ Subscriber ID #:______________________________ 

Subscriber Name: __________________________ DOB: _______________ SSN: _____________________ 

Employer: ______________________________________ Group #: __________________________________ 

Dental History:   

Reason for Today’s Visit: ______________________________ Former Dentist: _______________________ 

City/State: _________________Date of Last Dental Visit: _____________Date of last x-rays: __________ 

Emergency Contact: 

Name: _______________________________________________Phone#:________________________ 

Permission to Contact: ( regarding my health care status, treatment, and financial account info) 

Name: _______________________________________________ Phone#:________________________ 
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Check “yes” or “no” to indicate the following: 

Yes__ No__ Bad Breath     Yes__ No__ Burning Sensation on tongue   
Yes__ No__ Bleeding Gums     Yes__ No__ Orthodontic Treatment 
Yes__ No__ Clicking or Popping Jaw    Yes__ No__ Dry Mouth 
Yes__ No__ Periodontal Treatment    Yes__ No__ Sensitivity to heat or cold 
Yes__ No__ Sensitivity to Sweets    Yes__ No__ Sensitivity when chewing 
Yes__No__ Sores or growths in your mouth   Yes__ No__ Food collection between teeth 
Yes__ No__ Clenching or grinding teeth   Yes__ No__ Swollen or tender gums 
Yes__ No__ Jaw pain or muscle tenderness   Yes__ No__ Loose teeth or broken fillings 
How often do you floss? ___________________     How often do you brush? ____________________________ 
Do you like your smile? ____________________  
 

 
Whom May We Thank For Referring You? ________________________________________________ 

 

 
Agreement to Receive Electronic Communication: 
 
I_______DO AGREE   (Please initial)  I________ DO NOT AGREE 
 
That Stone Post Family Dental may communicate with me electronically at the email address 
and/or mobile phone number listed above. I am aware that there is some level of risk that third 
parties might be able to read unencrypted emails. I further agree that I am responsible for providing 
the dental practice any updates to my email address and/or mobile phone number. 
My most preferred method of communication is: 
________Text Messaging Only  (Please initial) 
________ Email Only 
________ Both are fine with me 
 
I can withdraw my consent to electronic communication at any time by calling: 
Stone Post Family Dental | 913-766-0027| frontoffice@stonepostfamilydental.com 
 
 
 
 
 
 
Patient Signature (Parent if Minor):______________________________________ Date: ______________ 

 





 
Patient Health History 

Stone Post Family Dental 
 

Are you now or have you ever used a bisphosphonate to treat 

Osteoporosis? (Actonel, Atelvia, Boniva, Fosamax) 

 

 

No 
 

 

Yes  

 

 

 

Psychiatric Care 

 

 

Pace Maker 

 

 

Cough, persistent or bloody 

 

 

 

None 

 

 

Stomach Problems/ Ulcer 

 

 

Tumors 

 

 

Rheumatic Fever 

 

 

Radiation Treatment 

 

 

Thyroid Problems 

 

 

Mitral Valve Prolapse 

 

 

Skin Rash 

 

 

Tobacco Use 

 

 

Swollen Feet or Ankles 

 

 

Stroke 

 

 

Tuberculosis 

 

 

Scarlet Fever 

 

 

Tonsillitis 

 

 

Respiratory Problems 

 

 

Sinus Problems 

 

 

Venereal Disease 

 

 

Swollen Neck Glands  

 

Hepatitis 

 

 

Low Blood Pressure 

 

 

Glaucoma 

 

 

Dizziness/Fainting 

 

 

Jaundice 

 

 

Epilepsy 

 

 

Kidney Disease 

 

 

Heart Murmurs 

 

 

Heart Problems 

 

 

High Blood Pressure 

 

 

Hay Fever 

 

 

Diabetes 

 

 

Herpes 

 

 

Diet (Special/Restricted) 

 

 

Emphysema 

 

 

Liver Disease 

 

 

Head Injuries 

 

 

Blood Disease 

 

 

Contact Lenses 

 

 

Artificial Heart Valve(s) 

 

 

Anemia 

 

 

Chemotherapy 

 

 

AIDS 

 

 

Back Problems 

 

 

Circulatory Problems 

 

 

Cancer 

 

 

Excessive Bleeding/Bruising 

 

 

Chemical Dependency 

 

 

Congenital Heart Lesions 

 

 

Artificial Joints 

 

 

Cold Sores/Fever Blisters 

 

 

Arthritis, Rheumatism 

 

 

Asthma 

 

 

Cortisone Treatments 

Medical Conditions 

Other: 

 

 

Blood Thinner 

 

 

Blood Transfusion 

 

 

Jaw Popping/Pain 

 

 

Dementia 

 

 

X-Rays/Cobalt Disease 

Due Date: 

 
 

 

No 
 

 

Yes 

 
 

 

No 
 

 

Yes 

 

 

No 
 

 

Yes  

 

 

Pregnant 

 

 

Nursing 

 

 

Taking oral contraception 

 

Are you currently under medical treatment of any kind? 

Have you been admitted to a hospital or needed emergency 

care within the last 2 years? 

Do you have any health issues or conditions that need further 

clarification? 

 

 

 

None 

Addt'l Info:  

 

 

 

 

 

 

 

 

Current Medications 

 

Other: 

Are you allergic to or have you had any adverse 
reactions to the following: 

 

 

 

None 

 

 

Barbiturates 

 

 

Penicillin 

 

 

Codeine 

 

 

Hydrocodone 

 

 

Metals (nickel, 
mercury, etc.) 

 

 

Local Anesthetics 

 

 

Ibuprofen 
 

 

Iodine 

 

 

Latex 

 

 

Aspirin 

Allergies 

 

 

Amoxicillin 
 

 

Cephalexin 

 

 

Nuts 

 

 

Acetaminophen 

 

 

Erythromycin 

 

 

Keflex 

Antibiotics Other Drugs Other Allergies 

 

 

Sulfa 

 

Signature Date 
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