
 

 

Patient Information / Initial Registration 

The Comeaux Family Dentistry New Patient Form begins on the next page. In order for us to render the proper and optimum dental 

services for you and to give you the most consideration of your time and feelings, we ask you to please answer completely all of the 

following questions. Space is provided for any additional information you feel we should be aware of. All responses are of course 

confidential (if completing a form for someone else – use patient’s name and appropriate information for parents or responsible 

adult).  

Thank you for your cooperation. 

 

You may fill in this form and then print it and fax or mail it to us.  

 

Our Fax number is: 832.634.3333 

 

Our mailing address is: 

Ryan W. Comeaux DDS 

8008 Ashlane Way, Suite 150 

The Woodlands, Texas 77382 

 

If you wish to e-mail it to us, please “save as” and give it a new name such as (YOUR NAME) PATIENT FORM.DOC and e-mail it to 

us as an attachment. The address to use is info@comeauxdds.com. 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
       __________________ Please Initial 



NEW PATIENT INFORMATION 
 Dr.  Mr.  Mrs.  Miss 

Patient Last Name: _________________________ First Name: ____________________ Middle Name: _____________________ 

Birth Date: ______________ Age: _____    Male   Female   Martial Status: ________Home Phone #: (______) ____________ 

Cell Ph #:(______) ____________  Spouse’s Name:_______________________________________________________________ 

If child: Mothers Name: _________________________________Fathers Name: ________________________________________ 

Patient Address, Street: ___________________________________City: _____________State: ________ Zip Code: ___________ 

Patient Employer: _______________________________Position: ___________________________________ 

Employer Address, Street: ________________________ ____City: _____________State: ________ Zip Code: ___________ 

Spouse Employer: ______________________________ Position: ___________________________________ 

Employer Address, Street: ________________________ ____City: _____________ State: ________ Zip Code: ___________ 

If Children will be Treated by Us, Please Provide Their Information: 

Name: ___________________________________Age: ______      Name: ___________________________________Age: ______ 

Name: ___________________________________Age: ______      Name: ___________________________________Age: ______ 

Nearest Relative Other Than Spouse, Name: ______________________________ 

Address: ___________________________________________________________Phone #: (________) ________________ 

 
ACCOUNT INFORMATION 

How do you intend to pay for your Dental Services? _____________________ 

Do you have an E-Mail Address, Self: ________________________________ Spouse: ___________________________________ 

Person Financially Responsible for Account:   

Last Name: ___________________________ First Name: ________________________Middle Name: ______________________ 

Street: ________________________________________ City: _____________ State: ___________ Zip Code: ________________  

Social Security # __________________________________ Drivers License # __________________________________________ 

Dental Insurance – Primary Carrier, Company Name: ___________________ Group # ______________ Policy # ______________ 

 Yes or    No – Secondary Carrier, Company Name: ____________________ Group # __________ Policy # ______________ 

Policy Owner Last Name: _______________________ First Name: _________________ Middle Name: _____________________  

Social Security # ________________________________ 

Policy Owner Address  

Street: ________________________________________ City: _____________ State: ___________ Zip Code: ________________  

Phone #: (______) _________________ 

Employer: ________________________________________________________  Insurance Eligibility Date: ___________________ 

Employer Address 

Street: ________________________________________ City: _____________ State: ___________ Zip Code: ________________  

Phone #: (______) _________________ 

Who may we thank for referring you to our office? ___________________________________ 

When was your last dental visit? _______________________________ 
Please describe your immediate dental needs: ___________________________________________________________________ 

Please describe your long-term dental goals: ____________________________________________________________________ 

How do you feel about the appearance of your teeth: ____________________________________Shade:____________________ 

Comfort: __________________________________ 

Please share with us your fears and concerns: 

Pain: _________________________ Expense: ______________________________ Time: ______________________________ 

Losing your teeth: ___________________________ 

Other: ___________________________________________________________________________________________________ 

 
       __________________ Please Initial 



Your dental health and medical history are often directly related to each other.   MEDICAL HEALTH 
The following information will not be released without written permission. 

 
Has there been a change in your health within the last 5 years: ______________  

Has there been a serious illness or hospitalization within the last 5 years: __________________ 

Your general health now is? ____________________  Are you under any medical care now? ______________________________ 

Your last physical or medical check-up was when and for what purpose: _______________________________________________ 

The name and address of your physician & telephone no:___________________________________________________________ 

What pills, liquids, etc. do you take now (include aspirin, vitamins, birth control pills, tranquilizers, tonics, nitroglycerin, cortisone, 

antihistamines, blood thinners, insulin, digitalis, diuretics, dilantin, herbal remedies, supplements, etc.) _______________________ 

Do you consume alcohol? _____________ drinks per day     Do you consume tobacco? ____________ per day 

Do you consume caffeine? Coffee, tea, soft drinks: _____________ drinks per day 

Do you have, or have you had, any of the following (please check Yes or No, and if Y describe fully under remarks). 
Y  N  Y  N  Y  N 

  Diabetes   Headaches   Frequent eye problems 
  Epilepsy or any type of seizures   Tuberculosis   Frequent colds 
  Anemia or any blood disorders   Hypertension   Frequent nosebleeds 
  Kidney or bladder problems   Glaucoma   Frequent sore mouth 
  Pain in your chest   Stroke   Frequent sore throats 
  Asthma or hay fever   Swollen ankles   Trouble sleeping 
  Shortness of breath   Gout   Appetite change recently 
  Sinus trouble   Ulcers   Difficulty swallowing 
  Jaundice   Lung Disease   Frequent vomiting 
  Liver problems - Hepatitis   Coronary artery disease or heart attack   Venereal disease 
  Hives, skin rash   Congenital heart lesions or murmur   Psychiatric treatment 
  Allergy   Mitral valve prolapse   Unusual infantile disease 
  Persistent cough or coughing blood   Polio   AIDS 
  Arthritis   Rheumatic fever or endocarditis  

Are you allergic to or do you have any knowledge of any sensitivity to:  
Y  N  Y  N  Y  N 

  Codeine or narcotics   Aspirin   Tetracycline 
  Barbituates or sleeping pills   Darvon   Sulfa 
  Novocaine or Local anesthetics   Penicillin   Iodine 

 

Do you have any disease, condition or problem not listed above that the doctor should be aware of?  ________________________  

Remarks:_________________________________________________________________________________________________ 

Have you ever been told you have abnormal blood pressure? _________    High _____ Low _____ 

Are you subject to fainting spells? _________Have your tonsils and adenoids been removed? _________ 

Do you breathe through your mouth? ________ Did you as a child? _________ Are you subject to prolonged bleeding? _________ 

Do you bruise easily? _________ Do you have sores that do not heal within 1 week? _________ 

Have you ever had a blood test with unusual results or a blood transfusion? _________ 

Have you or are your going to be treated by any chemicals, e-ray, or radiation therapy for any tumor growth or disease? _________ 

Explain: __________________________________________________________________________________________________ 

Are you pregnant now: _________ How long: _________ 

Are you employed in a situation which exposes you regularly to x-rays or other ionizing radiation: _________ 

Do you wear contact lenses? _________ Are you on a special diet? _________ 

Have you recently lost or gained an unusual amount of weight? _________ Do you exercise regularly? _________ 

Have you had any medical problems associated with your previous dental treatment? _________ 

 

Signature _________________________________________________________________ Date _________________________ 

For your convenience, we prefer to remind our patients of their appointments. Please circle the best way to contact you:    

Email     Cell Phone     Text Messages     Phone Call     Other (Please Indicate) ____________ 


