
TRENTON FAMILY DENTAL CARE
DR. VASUDHA BASAVA, DDS, LLC
PATIENT REGISTRATION FORM

ALL INFORMATION WILL REMAIN CONFIDENTIAL

Today's Date:

Patient Namc: What name do you pref-cr to be called?

Last First M.I.

Homc Addre ss:
Strect City Statc ztp

Hornc Phone:

Date of Birth:

Ccll Phonc Work Phone

Sex: MSocial Security Nurnber:

Placc of Ernployrncnt Occupation:

Busir.tcss Addrcss
Strcct

Othcr f arnily n.rcrttbcrs sccn hcrc, if applicablc

City

Whorn may wc thank fbr rcfcrring you to this offlcc'l (Fricnd, Family, ctc.)

Statc Zrp

Rcasc'rn fbr today's visit:

Spousc ( if' applicablc): Narnc Datc of Birth 

- 

Soc. Scc. Ntttnbcr

Adclrcss (i1' difl'croit fiorn abovc)

Spor-rsc's [)lacc ol' Irrnployrncnt:

In casc ot'cnrcrgcncv. whorn should wc contact'l

Occupaliorr

Rclationship

INSURANCE INFORMATION

Natnc Phonc

Prirnary Insurancc Cornpany:
Narnc AdcL'e ss

Group or Policy Nunrbcr:Nanrc of Insurcd:

Sccondary Insurance ( if applicablc):
Name Addrcss

Group or Policy NLrntber:Narne of Insurcd:

Preferred Method of Payment (Cash, Check, Credit Card, CareCredit:

F'INANCIAL AGRI]EMENT AND CONSE\I'

afeeof.S70'00.andthatmultiplcbrokenappointrlentsn]avrcsuItinaninabilitytoscheduleflr1herappoirrttncntSat-I.feI-to|]

Signltur. uf Re.ponsihlc Plnl Ilate



HEALTH OUESTIONNAIRE

Pleasc circle ycs or no to the following qucstions with a brief explanation when necessary. If you are unsure olan answer, please ask the doctor.

Primary Care Physician:
Physician's Name: Telephone:
Yes No Arc you in good hcalth?
Ycs No Arc you now under the regular care of a physician ior any problem?
Yes No Havc you ever had any scrious illness or operation?

Do )'ou have. or have )'ou ever had. an)' of the following:

Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs No
Ycs Ncr

Rhcurnatic Fcver
Mitral Valve Prolapsc
Hcart Murrnur
Heart Attack or Diseasc
Artificial Heart Valve
Clhcst Pain or Angina
Strokc
IIigh Blood Prcssurc
Blccding Disordcr/Hcmophilia
Artificial Joint
Canccr
TLrbcrcr-rlosis

Hcpatitis or Livcr Discasc
Asthrna, Pncun.ronia
Diabctcs

Yes No Stomach Ulcers
Yes No Se izures
Yes No Kidney Discase
Yes No Frequent Headaches
Yes No Thyroid Condition
Yes No Sinusitis 'Ycs No Herpes Vir-us (cold sores)
Ycs No AIDS or HIV+ lnfcgllen
Yes No Radiation or Chcrnothcrapy
Yes No Psychiatric Thcrapy
Yes No Glaucorna or Eyc Discasc
Yes No Autoimmunc Discasc (othcr than

Hrv/AIDS)
No Chronic Pain
No Othcr Chronic Illncss

Yes
Ycs

Ycs No
Ycs No

I Iavc you
Havc yoLr

cvcr had abnonnal blccding? Spccily:
evcr hacl trcatmcnt for a growth or tumor of thc rr-routh or f'acc arca?

Spccify:
t\oYcs I Iavc yor

Spcci fy:
r lost rnorc than I 0 pounds of wcight in the last 3 rnonths, without trying to losc wcight?

Ycs No Plcasc list any ntcdications you are takir.rg, for any rcason:

Arc you allcrgic to or scnsitivc to any of the following:
Ycs No l-ocal ancsthctics such as "Novocainc"'?
Ycs No Pcnicillin, crythromycin, or other antibiotics?
Ycs No SLrlfa drugs'/
Ycs No Aspirin. codcinc, othcr narcotics, or othcr pain rncdication?
Ycs No lodinc?
Ycs No Latcx'/
Ycs No Nickcl, gold, silver or other n.retal'?
Ycs No Othcr?

Ifyou circlccl "Ycs" abovc. plcasc describc your rcactlon

nrr)kL- cigarcttc-s or chcw tobacco? If so, how rnuch'l
rink alcohol'? If so, how much?
sc rccreational drugs or had history oladdiction? If so, with what?
ave any othcr discase, condition, or problcrn not listed above that vou think tve shoLrld knou,about/

Speci 1 y:

Ycs Ncr

Ycs No
Ycs No
Ycs No

Do you s

Do you d
Do you Lr

Do you h

Ycs
Ycs

No
No

(Women Onlr,) Are you pregnant or nursing'?
(Women Onlv) Are yor.r taking oral contraceptivcs'/

DENTAL OUESTIONNAIRE

Date of last dcntal treatnlcnt What was donc at that visit?

I'lavc you cvcl had tt'ouble or problems with dental treatment'l
What are your currcnt conccrns regarding your dcntal health?

I have reviewed thc above qucstionnaire, and attcst that all statements madc are truthful and cornpletc, to the bcst of 1-ry knowlcdgc

Signature of Patient/Guardian Date Signature of Dentist Date


