
 New Patient Registration & Consent Form 

Preferred Name: _________________________________________________________________________ 

 Patient Full Legal Name:  __________________________________________________________________ 

Sex: ☐ Male ☐ Female   Email Address:  ____________________________________________________

 Date of Birth:  ___ / ___ / _____  Age:  ____ Weight: ____ Height: ____   Social Security #:  ___ – ___ – ______  

Home Address: ____________________________________ City:__________ State:____ ZIP:  _______ 

Primary Phone: (_____) _____ – ________          ☐ Mobile ☐ Home ☐ Work

​Secondary Phone:​ ​(_____) _____ – ________          ☐ Mobile ☐ Home ☐ Work

​*Name of Emergency Contact:​​_______________________________________​​Relationship:​​___________

​*Emergency Contact:​ ​(_____) _____ – ________         ☐ Mobile ☐ Home ☐ Work

​Primary​​Dental​​Insurance:​

​Insurance Provider:​​________________________________________​​Group #:​​______________________​

​Employer:​​__________________________________________​​Policy/Member ID #:​​___________________​

​Policy Holder Name:​​________________________________​​Relationship to Patient:​​_________________​

​DOB​​:__________________​​SSN​​:________________​​Insurance phone number​​:______________________​

​Primary​​Medical​​Insurance:​

​Insurance Provider:​​______________________________________________________________________​

​Policy / Member ID #:​​__________________________________​​Group #:​​___________________________​

​Do You Have Secondary Insurance Coverage:​​☐ Yes ☐ No​



​



​Oral Surgery History + Anesthesia & Sedation Screening:​
​Have you had previous oral surgery?​ ​☐ Yes ☐ No​
​Have you had complications with dental treatment or anesthesia?​ ​☐ Yes ☐ No​
​Have you ever had IV sedation or general anesthesia?​ ​☐ Yes ☐ No​
​Any history of nausea or vomiting with anesthesia?​ ​☐ Yes ☐ No​
​Any family history of anesthesia problems?​ ​☐ Yes ☐ No​
​Do you smoke, vape, or use tobacco products?​ ​☐ Yes ☐ No​
​Do you use alcohol or recreational drugs?​ ​☐ Yes ☐ No​
​Have you been prescribed narcotic pain medications before?​ ​☐ Yes ☐ No​
​Did the prescribed narcotics work as intended?​ ​☐ Yes ☐ No​
​
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Signature of Patient / Parent or Guardian (if minor):  _____________________________    Date:  ___________

□ Heart Disease
□ Diabetes
□ Stroke
□ Pregnant or nursing

□ High Blood Pressure
□ Bleeding Disorder
□ Seizure
□ Other: ___________

□ No known allergies   □ Medication allergies:_______________________ Other: _______________________

Please list all medications, vitamins, and supplements you are currently taking: _________________________
________________________________________________________________________________________

□ Sleep Apnea
□ Asthma/COPD
□ Kidney Disease

□ Liver Disease
□ Thyroid Disorder
□ Cancer

□ Osteoporosis
□ Anxiety/Panic Disorder
□ Mental Health Condition


