
Nu Smile - Center For Aesthetic & Restorative Dentistry  
GUEST REGISTRATION & AND MEDICAL HISTORY   

 
 

Date____________  Home Phone (___)___________   Work Phone (___)___________  Cellular Phone (___)___________ 
 
Guest Name ______________________________   _____________________________   __________________________ 
                                               Last Name                                                    First Name                                              Middle Name 
 

Address _____________________________    E-Mail ____________________________ 
 

City ________________________________    State ______________  Zip ___________ 
 

Sex   M  F  Birthdate  ____ / ____ / ____ Current Weight: _________ Lbs     Married     Single  Child  
 

Guest’s Employer  ____________________________________  Occupation ___________________________ 
 

Whom may we thank for referring you? ______________________________________         
 

In case of emergency who should be notified? __________________________________  Phone (____)___________ 
 

 

Dental History 
 

Reason for today’s visit___________________________________________   Date of last dental visit _______________ 
 

Former Dentist __________________________   Phone (____)___________   Date of last dental X-Rays _____________ 
 

Address _________________________________________  City ____________________  State _______  Zip _________ 
 

Check () if you have had problems with the following: 
 

 Bad Breath   Bleeding gums   Blisters on the lip or mouth    Burning sensation of tongue 
 Dry mouth   Grinding teeth  Chew on one side of the mouth  Clicking or popping jaw 
 “Dry Socket”   Teeth Removal  Food collection between teeth  Gums swollen or tender  
 Fingernail Biting  Lip or Cheek Biting  Jaw pain or tiredness    Loose teeth or broken fillings 
 Sensitivity to cold  Sensitivity to hot  Sensitivity to chewing / biting   Sensitivity to sweets 
 Mouth breathing  Pain near the ear  Teeth sensitive to brushing   Periodontal Gum Treatment 
 

How often do you brush? __________________________ How often do you floss? ___________________________   
 

Do you consider yourself a moderate or severe gagger during dental appointment procedures?   Yes  No 
 

Have you experienced or have been told by previous dentists that you have a hard time “getting numb”?  Yes  No 
 

 
 

 

TODAY’S BP: _______ / _______ Pulse: _______ Recorded by: _______  Date: ____ / ____ / ____  
 
 

 
 

Physician’s Name ___________________________________ Phone: _____-_____-______ Fax: _____-_____-______   
 

 

Date of last Physical Exam _____ / _____ / _____   Date of last Blood Panel / Test: _____ / _____ / _____  
 
 

Date of last Echocardiogram  _____ / _____ / _____   Results of Echocardiogram: _______________________________ 
 
 
 

Cholesterol Control Medications you are currently on (Name / Strength / Frequency): 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 

 
 

How often do you eat? _________________________________________________________________________________ 
 

How much sugar is in your diet? _________________________________________________________________________ 
 

Do you have any food allergies? _________________________________________________________________________ 
 
Have you been diagnosed by a physician with Diabetes?  Yes  No If so, when?  ____ / _____ / _____    Type?    I     II 
 

Are you currently taking insulin?       Yes  No    If so, Strength / Frequency? ________/_____ X (s) per day     Every_____ Hrs 

 

Have you had a blood test screening for HbA1C hemoglobin level in the last 3 months?  Yes  No 
 

Do you own a diabetes test kit?       Yes  No        If so, what is your average fasting blood sugar level? _________ 
 
 

 



Have you ever had Bacterial Endocarditis?         Yes  No 
 

Do you have a Prosthetic Cardiac Valve?         Yes  No 
 

Do you have Congential Heart Disease (excluding Mitral Valve Prolapse)?     Yes  No 
 

 If yes, please be specific: _______________________________________________________________________ 
 

Have you had a cardiac transplant?          Yes  No 
 

If yes, have you had Valvulitis?           Yes  No 
 
 

Heart, Cardiac, or Hypertension Medications you are currently on (Name / Strength / Frequency):   
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 

Have you ever experienced chest pain (Angina)?     Yes  No 
Have you had chest pain (Angina) at rest?      Yes  No 
Have you had recent changes in your medications for chest pain (Angina)?  Yes  No 
 

What medications for chest pain (Angina) are you currently taking (Name / Strength / Frequency)? 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 

If you have experienced a heart attack in the past, when were they?  _____ / _____ / _____ _____ / _____ / _____ 
 

Have you had a coronary stent or a heart bypass in the last (CIRCLE)  6 months? 9 months? 12 months? 
 

Are you currently on Plavix or any other anti-platelet protective medication?   Yes  No 
 

Do you take a daily aspirin?  Yes  No If so, Strength / Frequency? ________/_____ X (s) per day     Every_____ Hrs 
 

 
 

Are you currently taking any sleep aid medications?  Yes  No If so, what strengths of the following? _______mg 
 

Sonata  Ambien  Ambien CR Lunesta  BuSpar  Vistaril  Rozerem Unisom 
 
Are you currently being treated for Restless Leg Syndrome (RLS)?   Yes  No   If so, which of the following? _______mg 
 

Lyrica  Cymbalta Neurontin 
 

 

Are you currently taking any antidepressants such as Prozac, Welbutrin, Paxil, and Zoloft?     Yes  No 
 

If so, please list Name of Medication / Strength / Frequency of use: 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 
 

 

 

  

 AIDS / HIV      Yes  No    Epilepsy   Yes  No  Respiratory Diseases    Yes  No 
 Anemia      Yes  No    Fainting or dizziness  Yes  No  Arthritis, Rheumatism    Yes  No      
 Glaucoma      Yes  No    Scarlet Fever   Yes  No  Headaches     Yes  No     
 Shortness of Breath     Yes  No    Artificial Joints  Yes  No  Sinus Trouble     Yes  No 
 Asthma       Yes  No     Heart Problems  Yes  No   Skin Rash     Yes  No 
 Back problems      Yes  No    Hepatitis Type  _____  Yes  No  Special Diet     Yes  No 
 Bleeding abnormally      Yes  No    Herpes   Yes  No   Stroke      Yes  No 
 High Blood Pressure     Yes  No    Swollen Feet / Ankles  Yes  No  Blood Disease     Yes  No     
 Jaundice      Yes  No    Swollen Neck Glands  Yes  No  Cancer      Yes  No     
 Jaw Pain      Yes  No    Thyroid Problems  Yes  No  Chemical Dependency    Yes  No     
 Kidney Disease     Yes  No    Tonsillitis   Yes  No  Chemotherapy     Yes  No 
 Liver Disease      Yes  No    Transfusions (Blood)  Yes  No  Circulatory Problems    Yes  No     
 Low Blood Pressure     Yes  No    Tuberculosis   Yes  No  Cortisone Treatments    Yes  No 
 Nervous Problems     Yes  No    Cough, persistent   Yes  No  Pacemaker     Yes  No 
 Ulcers       Yes  No    Psychiatric Care  Yes  No  Venereal Disease    Yes  No 
 Emphysema      Yes  No    Radiation Treatment  Yes  No  Weight Loss (Sudden)    Yes  No 
 
 
 

 



Have you ever taken any medications collectively referred to as “Fen-Phen”? These include combinations of Lonimin, Adipex, 
Fastin (Brand name of Phentermine, Pondimine (Fenfluramine) & Redux (dexfenfluramine).        Yes  No 
 

Do you intake alcohol?  Yes  No If so, Type / Frequency? _________________/______ X (s) Per Day     Per Week  Every______ Hrs 
 
 

Do you intake Caffeine?  Yes  No If so, Type / Frequency? _________________/______ X (s) Per Day     Per Week  Every______ Hrs 
 

Have you had history of a Gastric Bypass (surgery)?           Yes  No 
 

Have you had any surgeries?   Yes  No If so, how long ago and what for? ___________________________ 
 

Do you wear contact lenses?   Yes  No Do you have tingling of your fingertips?   Yes  No 
 

Do you have ringing in the ears?   Yes  No Do you have postural problems?   Yes  No 
 

Do you have ear congestion?   Yes  No Do you have occasional neck pains?   Yes  No 
 

Do you see or have you seen a Chiropractor or Physical Therapist (Circle One) in the last five years?     Yes  No 
 

If so, what for  ___________________________________ and have you ever sustained a motor vehicle accident?  Yes  No  
 

Have you ever had CAT scans or MRI’s?         Yes  No 
 

Have you ever seen an ENT (Ear Nose and Throat Specialist)?       Yes  No 
 

Do you have sinus problems?           Yes  No 
 

 

Do you consume grapefruit juice, grapefruits, or grapefruit extract?      Yes  No 
 

Are you taking Tagamet?  Yes  No If so, how often?  __________________________________ 
 

Do you take Antacids?   Yes  No If so, how often?  __________________________________ 
 
 

Are you taking any Herbal Supplements / Medicines like St. John’s Wort?   Yes  No  
If so, which ones? _______________________________________________________________________ 

 
 

Are you a Smoker?  Yes  No  How Much Do You Smoke?       _____ Pack(s) per       Day        Week        Month 
 
 

Women: 

Are you pregnant or POSSIBLY pregnant at this time?       Yes  No  
 

If, so what would be the approximate Due Date  _______________        Are you currently nursing?  Yes  No 
 

Are you currently taking birth control pills?  Yes  No If so, what kind? ______________________________ 
 

Do you plan or anticipate on being pregnant in the near future?      Yes  No 
 

 
List any other Over-the-Counter medications, Vitamins, or other supplements you are taking (Name / Strength / Frequency): 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  
 
 
_________________________/________/_____ X (s) per day     Every_____ Hrs _________________________/________/_____ X (s) per day     Every_____ Hrs  

 
 

Various Allergies
 Aspirin 
 Codeine 
 Iodine 
 Penicillin 

 Latex 
 Sulfa Drugs 
 Erythromycin  
 Barbiturates (Sleeping Pills) 

 Others: __________________ 

____________________________

____________________________

 
 

Preferred Pharmacy ________________________________________________   Phone: _____-_____-______ 
 

 
I have read and answered the above questions to the best of my knowledge.  I understand that it is my responsibility to notify Nu Smile and its doctors of any changes in 

my health history, medical test results, and / or medications.  I acknowledge this and understand  this may significantly affect the final outcome of my dental treatment 

result, potential side effects of “drug to drug” interactions and / or my health and / or medical condition(s. 

 
 

_______________________________      _______________          _________________________ 
               Signature of Guest or Parent if minor                                                     Date                                                           Signature of Doctor 

 


