
Date ____________                       PATIENT REGISTRATION AND MEDICAL HISTORY 

                                                                          (PLEASE PRINT)            Home Phone    (_______) _________ - ___________ 

                                                                    Cell Phone    (_______) _________ - ___________ 

Patient ______________________________________      ____________      _________________________________________         

                                       First Name                                 Middle Initial                                         Last Name                                 

Address _______________________________  Apt #_______  City _______________________  State ______  Zip _________ 
 
Sex  M _____      F ______                 Age _______     Birth Date _____________              Single ________    Married _______  
 

Email Address: _____________________________________________ 
 
Employer ___________________________  Occupation _________________ Business Phone (_______) ________ - ___________ 
 
Business Address __________________________________________   Social Security _________ - _________ -_________ 
   
Name of Primary Dental Insurance Company __________________________________________________________________ 
 
Group Number __________________________________         Identification Number ___________________________________ 
 
Guarantor of Account & date of birth____________________________ ___/___/___ Relationship to Patient __________________ 
 

Guarantor’s Social Security _________ - _________ -_________ Guarantor’s Business Phone (_______) ________ - ___________ 
 
Name of Secondary Dental Insurance Company ________________________________________________________________ 
 
Group Number __________________________________         Identification Number ___________________________________ 
 
Guarantor of Account & date of birth____________________________ ___/___/___ Relationship to Patient __________________ 
 
Guarantor’s Social Security _________ - _________ -_________ Guarantor’s Business Phone (_______) ________ - ___________ 
 
In case of emergency, who should be notified?_____________________ Relationship to Patient ____________  
 

Phone (_______) ________ - ___________ 
 
Whom may we thank for referring you? ___________________________________      
 
If any, list medications currently being taken 1)____________________   2)__________________  3) _________________    
 
4) _________________   5) __________________  6) __________________  
 
Do you have or have you ever had any of the following? (Check all that apply): 
 
 

 

 

 

 

 

 

Have you ever had any adverse reaction to any medication?     Y    N    

If yes, what _______________________________________________________________________________________________ 

Have you ever responded negatively to medical or dental treatment?     Y    N      

If Yes, explain _____________________________________________________________________________________________ 

Do you suspect that you are pregnant?      Y     N      Are you nursing?     Y    N 

Is there anything else we should know about your medical history? ___________________________________________________ 

_________________________________________________________________________________________________________ 

The above information is accurate and complete to the best of my knowledge.  

 

Signature of Patient or Legal Guardian if Minor ______________________________________________    Date _______________               

 

Rheumatic Fever ____ 
Mitral Valve Prolapse ____ 
Heart Murmur ____ 
High Blood Pressure ____ 
Cancer ___ 
Radiation Treatment ____ 

Ulcer ____ 
Allergic to Penicillin ____ 

 

Liver Disease ___ 
HIV/AIDS ____ 
Stroke ____ 
Diabetes ____ 
Respiratory Disease ____ 
Epilepsy ___ 
Allergies to Medicine/Antibiotics ____ 
Stomach Problems _____ 

Artificial Heart Valves ____ 
Artificial Hip, Knee or Joints ___ 
Sinus Problems ____ 
Psychiatric Care ____ 

Blood Disease ____ 
Hepatitis ____ 
Pacemaker ____ 





 

 

 

 

 

 

Dr. Richard Seaman, D.D.S & Associates 

228-02 Linden Blvd. 

Cambria Heights, NY 11411 

Tele: 718 528-8592 Fax: 718 528-9618 
 

 

 
Signature on File Agreement 

 

 

I request that payment of authorized benefits be made on my behalf to 

Dr. Richard Seaman & Associates for services furnished to me by the 

provider. I authorize any holder of Dental information about me to 

release to my Insurance Company any information needed to 

determine these benefits or the benefits payable for related services. 

 

 

 

Your signature below signifies your understanding that your insurance company (private insurance) may not cover 

the services provided or may not cover them at 100%. You will be responsible for any charges not covered by your 

insurance policy.   

 

 

 

 

 

 

 

Patient Signature: ____________________________ Date: ____________ 
 

 

 

 

 

 

 

 

 




