
KA THY T. GIBS ON, D. D. S. PA TIE NT REGISTRATION 

ABOUT YOU 
Pa tient 's Na me: - - -- ------ -- - --- -------- DOB: ____ _ _ Age: ____ _ 

Las t First M I Mr. Mrs. Ms. Dr . 
Pa rent/G ua rdi an Name: ______ __________ _ __ _ _ SSN: ____ T DL: ____ _ 

Str eet Addr ess : ______________ _ __ _ _____ _ Emplo yer: _ _ __ _ ____ _ _ 

City: _ _ ___ _______ State : _ _ _ __ Zip Code: ___ _ Fax#: ____________ _ 

Home# :_ -"-_, _____ __ _ Best place and times to reac h you: Married: ___ · Single: _ __ _ 

Wo rk#: ___ ____ _ _ Divorced: --- Sep a rated : __ 

Ce ll #: ____ _ ___ _ E-mai l: -- -- -------- Widowed: ---
Child : __ _ _ 

If patient is a child , name of school /college: __ ________ ____ _ ____ _ 

DENTA L INSURANCE INFOR MAT ION N/A (please check box if not applicable) 
lnsur ed 's Na me:______ _____ ___ DOB: ____ __ SSN: ___ ______ _ 

Emplo yer :_ ____ _________ _ _ G roup#: _ _ __ _ _ _ ___ _ 

Insu ranc e Co. Name:____________ Insurance Co. Phone#: __________ __ _ 

Relation ship to th e Insur ed: Self: _ _ _ Spou se: __ _ Child: __ _ Other: __ ___ __ _ _ _ 

SPO USE N/A __ 
Name: _______ __ _ _______ _ DOB: -- - -- SSN: _____ _ 

Emplo yer: _______________ _ TDL #: _______ _ 

Wor k # : ___ ____ _ Ce ll #: --- - -- - -

Seconda ry Insur a nce? Comp any: _ _ ____ Insur ed : __ _ ___ G roup #: _____ Phon e# : ______ _ 

PE RSON TO NOTI FY IN CASE OF EME RG ENCY 
Na me: _______ ___________ _ Relat ionship: _ ___ ___ _ ___ _ 

Wo rk #: ___ _ _ ___ __ _ Ot her #: ___ ______ _ 
REFE RR ED BY 

Dentist: - -- Friend: ___ Co-Worker: Phon e Book: 
Family: _ _ _ Insurance Company: ___ _ Other: __ _ 

MED ICAL/DENTAL PRO VIDER INFO RMA TIO N 
C urr ent Dentist: ____ _ _______ __ _ Primar y Physician: __ __ ___ ____ __ _ 

Na me Phone Name Phon e 

Phar macy: ______ _______ ___ _ Other Doctor: _______________ _ 
Name Phone Name Phone 

I understa nd that pay ment is due in full at the t ime of t rea tment unless prior arr a ngements hav e been mad e. If insurance 
assignment is accepted for any visit, I und erstand th a t I a m responsibl e for paying any estimated co-pa yment or deductible on 
the day of tr eatment. 

Pat ient/Responsible Party Signat ur e Date 

DENTA L HISTOR Y 
Prese nt Denta l Compl a int s: 
Date of las t denta l exa m: Date of recent x-rays: 
Bleedin g G ums? y N C licking of J aw? y N Lip/Che ek Bitin g? y N - - - - - -
Hot/C old Sensitiv ity? y N Pa in in Jaw or Ea r? y N Orthodont ics? y N - - - - - -Sweet/Sour Sensitivity? y - N - Difficult y w/ Chewing? y N Loose Teeth? y N - - - -Pain with Tee th ? y 

- N Difficult y w/ Openin g? y N C lenchin g/Grindin g? y N - - - - -Frequ ent Headac hes? y N Pain w/ Extr act ions? y N Periodontal Tr ea tm ent ? y N - - - - - -Nightguard ? y N Fea r of Dent a l Wo r k? y N Partial s/Den tu res? y N - - - - - -
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MEDICAL HISTORY 
Da'tti of last physical exam: ____ _ 

Hospitalizations or serious illnesses: ________________________________ _ 

Medications, including OTC, vitamins and herbal: _____ _____ _________________ _ 

ALLERGIES 
Are you allergic to or have you reacted adversely to any of the following? 
Eryth romycin 
Dental Anesthetics 
Latex 

y N -- Aspirin Y_ N_ 
Please list any other drugs and /or 
materials you a re aJlergic to: 

Penicillin 
Tetracycline 

y N --y N 
--

y N 
--

y N 

Codeine Y N --
Jewelry Y_ N_ 
Metals Y N 

Do you have , or have you ever had any of the following: (If "yes", please explain) 
Abnormal Bleeding y 

- N - Herpes/Fever Blisters y 
-

Alcohol/Drug Abuse y 
- N - High Blood Pressure y -

Anemia y N HIV+/AIDS y 
- - -

Arthritis y - N - Kidney Problems y -
Artificial Joints/Valves y 

- N - Liver Dise~se y 
-

Asthma y N Low Blood Pressure y 
- - -

BIQod Transfusion y N - Mitral Valve Pro lapse y - -
Bruise Easily y - N - Often Thirsty y 

-
Cancer/Chemotherapy/ Pacemaker y 

-
Radiation Treatment y N Pain w/ Exertion y 

- - -
Colitis y N Prolonged Bleeding y - - -
Communicable Disease y - N - Psychiatric Problems y 

-
Congenital Heart Defect Y_ N_ Pulmonary Disease y 

-

N -
N -
N -
N -
N -
N -
N -
N -
N -
N -
N -
N -
N -

Contact Lenses y - N - Reactive Airway Disease Y_ N_ 
Diabetes y - N - Respiratory Disease y N - -
Difficulty Breathing y 

- N - Rheumatic/Scarlet 
Emphysema y 

- N - Fever y N - -
Epilepsy /Seizures y 

- N - Shingles y N --
Fainting Spells y N - Shortness of Breath y N - - -
Frequent Headaches y 

- N - Sickle Cell Disease/Trait Y N - -
G laucoma y N Sinus Problems y N - - - -
Hayfever y 

- N - Stent y N - -
Heart Attack y N Stroke y N - - - -
Heart Murmur y - N - Thyroid Problems y N - -
Heart Surgery y 

- N - Tuberculosis (TB) y N - -
Hemophilia y - N - Ulcers y 

- N -
Hepatitis A? B?C? y N Valvular Heart Disease y N - -
Other y N - -

Do you smoke? Y_ N_ Cigarettes _ _ Pipe _ _ Cigars __ Other __ 
Do you use chewing tobacco? Y_ N_ 
Are you pre gnant? Y_ N_ _ ____ weeks 
Are you trying to get pregnant? Y_ N_· _ Are you nursing? Y_ N_ 
Are you taking birth control pills? Y_ N_ 

Date Contracted -----

Date Placed _____ _ 

Date __ ___ __ _ _ 

Date Placed __ ___ _ 
Date _ __ ____ _ _ 

How much? __ _ ___ _ 

Do you participate in active recreational activities? Y_ N_ If so, describe: ________ __ ___ ___ _ 

• We invite you to discuss with us any questions regarding our services. The best dental health services are based on a 
friendly , mutual understanding between provider and patient. 
I authorize the staff to perform any necessary services needed during diagnosis and treatment. I also authorize the 
provider to release any information required to process insurance claims if necessary. 
The information that I have given on this form is correct to the best of my knowledge. I understand that this 
information will be held in the strictest confidence and that is my responsibility to inform this office of any changes in 
my medical status. 

Pati ent /Guardian Sign ature Dat e Doctor Signature Da te 
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