Luis G. Vargas, DDS
Patient registration and Medical History                 
Patient:________________​​​​​​​​​___________________________________________________________________________________________



Last Name 
                                First Name

             Intitial
     Preferred Name

Whom May we thank for referring you?_________________________________ Reason for visit ______________________________________
Street Address____________________________________City___________________State________Zip_______________

Home Phone_____________________________________  Cell Phone___________________________________________ 

Would you like to receive text message confirmation reminders of appointments? Yes or No

Email____________________________


Sex:      M          F Age_______________ Birthdate ___________________       Married        Divorced         Single       Minor

Employer/ School____________________________ Work Phone___________________                                       Payment Option
Subscriber’s Name___________________________ Birthdate______________________                Please indicate below the payment option you wish
Spouse/ Parent Name_________________________Spouse/Parent Birthdate__________         (  )Cash or check           (  )Visa or Mastercard
Spouse/ Parent Employed by____________________Ocupation____________________         (  ) Monthly payment plan- if you choose this option, we will 
Business Address ____________________________ Business Phone________________              help you complete the simple application, and processing 
Who is responsible for this account?______________  Relationship to patient___________              will only take a few minutes
Social Security #__________________Spouse/Parent Social Security #________________        (  )Insurance_____________ Group_______Plan#_______
Name of Dental Insurance Company____________________ Group Number___________          (  )second Insurance__________Group______ Plan#_____
In case of emergency, who should be notified?______________ Phone Number_________
Have you ever had any of the following? (please circle yes or no)
Allergies

yes  no


Epilepsy


 yes  no


Pacemaker

yes  no


Arthritis 

yes  no


Headaches

 yes  no


Psychiatric care

yes  no
Artificial heart valves 
yes  no


Heart murmur

  yes  no


Radiation treatment

yes  no

Back problems

yes  no


Heart problems

  yes  no


Recent weight loss

yes  no


Bleeding abnormally
yes  no


Hemophilia

   yes  no


Respiratory

yes  no


Blood disease

yes  no

                Hepatitis,Jaundice or Liver disease yes  no

                Rheumatic fever 

yes  no        

Cancer 

yes  no


Hernia repair 

   yes  no


Sinus problems 

yes  no     

Chemical dependency
yes  no 


High blood pressure 
   yes  no


Special diet

yes  no                

Chronic diarrhea 

yes  no


HIV/ ADIS

   yes  no


Stroke


yes   no

Circulatory problems 
yes  no


Low blood Pressure 
   yes  no


Swollen neck glands
yes   no                                   

Congenital heart lesions 
yes  no


Mitral valve Prolapse
   yes  no


Ulcer


yes   no                                           
Diabetes

yes  no


Nervous problems

  Yes  no


Venereal Disease

yes   no

Are you taking or have you ever been taken bishosphonates or osteoporosis, multiple myeloma or other cancers (reclast, fosamax, actonel,  boniva, aredia, zometa? yes or no 
Do you have any allergies or have you ever had adverse reaction to any medication or anesthesia? Yes or no

If so, what?______________________________________________________________________________________________________________



Are you taking medication at this time?____________________________________ if so, What?___________________________________________

Are you allergic to latex or rubber products?        Yes              No 
	Dental History

How Long since you have seen a dentist?_______________

Last COMPLETE dental exam date_______________________

Last Full mouth XRAYS, Date:________________________

Have you ever had a local anesthetic (novacaine, etc.                        Yes or No 

Have you ever had any unfavorable reaction from a local anesthetic?Yes or No

Have you had a serious trouble associated with any previous dental treatment if so, explain?                                                                                          Yes or No

Are you UNHAPPY with your dentures?

Would you like to know more about PERMANENT REPLACEMENT  Yes or No

Are you APPREHENDIVE about dental treatment                               Yes or No
	Warning signs of periodontal disease

1. Gums that bleed when you brush your teeth?                                  Yes or No

2. Gums are red, swollen or tender?                                                     Yes or No
3.  Gums have pulled away (receded) from teeth?                               Yes or No 

4. Pus between teeth and gums when gums are pressed?                  Yes or No

5. Permanente teeth are loose or separating?                                      Yes or No

6. Change in the way your teeth fit when biting?                                  Yes or No
7. Any change in fit or partial dentures?                                                Yes or No

8. Persistent bad breath?                                                                      Yes or No

	Please RANK the following in the order in which they would KEEP YOU FROM having dental treatment.
FEAR of pain             #                              LACK of concern        #

COST of treatment    #                               MISSING work time   #
	Why did you leave your last dentist?_______________________     ____________________________________________________ What can we do to make your visit Comfortable?_____________
____________________________________________________


 Patient or Guardian Signature _________________________________________ Date________________________
Review Medical History- Drs. Signature:_________________________________  Date_________________________
