
FAMILY AND COSMETIC DENTISTRY

LAM, WELKIE,
& ASSOCIATES

Patient Registration
Today’s Date:

Address:

Name:

Home Phone:

DOB:

Email:

Male Female

City: State: Zip:

SS:

Work Phone: Cell Phone:

Person to contact in case of an emergency:

Person financially responsible:

Address:

Home phone:

Relationship to you?

City: State: Zip:

Dental Insurance Information
Insurance Company:

Spouse Full Name:

Who is the Insurance Through?

Employer:

Subscriber/Member ID#:

Self Spouse
Spouse DOB:

Group #:

(Please Provide Insurance Card)

244 Adelia St.
Middletown, PA 17057

717-944-3311

Office@lamandwelkie.com

Work Phone: Cell Phone:

Dental History

Are you dissatisfied with your teeth & their appearance?
Do you have Dental Fears? Yes No If Yes, Please Describe

How often do you brush your Teeth?

How often do you floss your Teeth?
Does anyone in your family have gum disease? Yes No

Do your gums bleed when you brush? Yes No
Do you have swelling around any teeth? Yes No

Do you notice a bad taste or odor? Yes No

Are your teeth sensitive to (check all that apply) Hot cold

Have you noticed any jaw problems like

Sweet Biting Pressure

clicking Pain closing Opening Chewing

Are you concerned about the finances required to get your teeth to excellent dental health? Yes No

Do you get frustrated because you always need something to be treated or repaired at the dentist? Yes No
Why Did you Leave your Last Dentist?

Are you Presently in Discomfort? Yes No If Yes, Please Describe
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