
PATIENT II\FOBTIATION Today's Date

Potient Nome Home Phone
Work PhonePotient Addres

Sex_Birth Dote Spouse's Nome

Busines Nome
Busines Addres
Your Occupotion

Physicion Nome
Physicion Addres

lf ful l t ime student. school

Hove we treoted ony of your fomily or friends?

Whom moy we thonk for referring you to our office

ACCOUNT II\FO RJITATION

Person responsible for your occount
SociolSecurity #
Colifornio Drive/s License #
Address

Home Phone Busines Phone
Employer Nome ond Address

DENTAL INSI.JRANCE INFORJUATION

Nome of Employee SociolSecurity #-----.
Nome of Employer Employee Birthdote
Insuronce Conier Nome Group #
lnsuronce Conier Addres

Secondory Insuronce Coveroge:
Nome of Employee SociolSecurity #----
Nome of Employer Employee Birthdote
Insuronce Conier Nome
Insuronce Conier Addres

Group #
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Name: Home Phone: ( Business Phone: (

t.A{tr FRST mootE

Address: City: State: Zp Code:

Occupation: Height: Weight Date of Birth: Sex:  MB Ftr

SS#: Emergency Contact: Relationship: Phone: (

lf you are completing this form for another p€rsonr what is your relationship to that person?
nS.^rloa€l{P

Fqr the following questions, please QQ whlchever applies, your answers arc for our r€cords only and will be kefi confidential in acqodance with applicable lart s.
Please note that during your initial visit you will be asked some guestlons about your rssponses to this questionnairc and there may be additional questions
conceming your health, This information is vital to allow us to provide appropriate care for you. This o'ffce does not use this information to discriminate.

Do your gums bleed when you brush?
Have you ever had orthodontic (braces) treatment?
Are your teeth sensitive to cold, hot, sweets or pressure?
Do you have earaches or neck pains?
Have you had any periodontal (gum) treatments?
Do you wear removable dental appliances?
Have you had a seriouydifficult problem associated
with any previous dental treatment?
lf yes, explain:

Yes No
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How would you describe your cunent dental problem?

Date of your last dental exam:

Date of last dental x-rays:

What was done at that time?

B O O How do you feel about the appearance of your teeth?
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lf you ansmry.s.toah'f,6t,*ree it6mS'Bi 1*.:i {
please stoil and r€triltrisforn to trd

Persist€nt stug[ $b*er $ar,a StrrEk:orr*nn,

Don't
Yes No Know
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Are you taking or have you recently taken any
medicine(s) including non-prescription medicine?
lf yes, what medicine(s) ar€ you taking?

Prescribed:

Over the counter:

Mtamins, ndural or herbal prcparations and/or diet supplements:

Are you taking, or have you taken, any diet drugs such
Pondimin (fenfluramine), Reclux (dexphenfluramine)
or phen-fen (fenfl uramine-phentermine combination)?

Do you drink alcoholic beverages?
lf yes, how much alcohol did you drink in the las{ 24 houls?

In the past week?

Are you alcohol and/or drug dependent? O O B
lf yes, have you received treatment? (circle one) Yes / No

Do you use drugs or other substances for
recreationalpurposes? E O O
lf yes, please list:

Frequency of use (daily, weekly, etc.):

Number of years of recreational drug use:

Are you in good health?
Has there been any change in your general

health within the past year?
Are you now under the care of a physician?

lf yes, what is/are the condition(s) being tr€ated?
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Date of last physical examination:

Physician;

Have you had any serious illness, operation,
or been hospitalized in the past 5 years?

lf yes, what was the illness or problem?

ztP
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Do you use tobacco (smoking, snuff, chew)?
lfyes, how interested are you in stopping?
(circle one) Very / Somewhat / Not interested

Do you wear contac{ lenses?

t r oo

PI.EASIE COMPLETE BOTH SDES
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Don't
Yes No Know

Don't
Yes No Know
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Arc you allergic to or have you had a reastion to?
Local anesthetics
Aspirin
Penicillin or other antibiotics
Barbiturates, sedatives, or sleeping pills
Sulfa drugs
Codeine or other narcotics
Latex
lodine
Hay fever/seasonal
Animals
Food (specify)
Other (specify)
Metals (specify)

To yes responses, specify type of Faction.
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Have you had an orthopedic total joint
(hip, knee, elbow, finger) replacement?

lf yes, when was this operation done?

lf you answercd yes to the above question, have you had
any complications or difficuhies with your prosthetic ioint?

Has a physician or prsvious dentist r€commended
that you tak€ antibiotics prlor to your dental treatment?

lf yes, what antibiotic and dos€?
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Name of physician or dentist':

Phone:

Ar€ you or could you be pregnant?
Nursing?
Taking.birth contrcl pills or hormonal r€placem€nt?
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Please (X) a Esponse to indicate if you have or have not had any of the following diseases or problems.

Abnormal bleeding
AIDS or HIV infection
Anemia
Arthritis
Rheumatoid arthritis
Asthma
Blood transfusion. lf yes, dat€:
Cancer/ Chemotherapy/Radiation Treatment
Cardiovascular disease. lf yes, specify below:
-Angina
- Arteriosclerosis
- Artlficial heart valves
- Qongenital heart d€fects -Mitral valve prolapse
- Congestive heart failure _Pacemaker
- Coronary artery disease _Rheumatic heart
- Damaged heart valves disease/Rheumatic f€ver
_ Heart attack

Chest pain upon exertion O
Chronic pain - O
Disease, drug, or radiation-induced immunosurptwsion O
Diabetes. lf yes, specify below: O
- Type | (lnsulin d€pondent) _Type ll
Dry Mouth
Eating disorder. lf yes, specify:
Epilepsy
Fainting spells or seizures
Gastrointestinal disease
G.E. Refl uxlpersistent heartbum
Glaucoma

Hemophilia
Hepatitis, jaundice or liver dis€ase
Recunent Infections
lf yes, indicate type of infection:
Kidney problems
Mental heafth disod€rs. lf ya, specify:
Malnutrition
Night sweats
Neurclogical disoders. lf yes, specif,:
Osteoporosis
Persistent swollen glands in neck
Respiratory problems. lf yc, specify below:
_ Emphysema

Severe headaches/migraines
Severe or rapid w€ight loss
Sexually transmitted disease
Sinus trouble
Sleep disorder
Sores or ulcers in the mouth
Stroke
Systemic lupus erythematosus
Tuberculosis
Thyroid probl€ms
Ulcers

_ Bronchitis, etc.

Excegsive urination

Do you have any disease, c,ondition, or problem
not listed above that you think I should know about?
Please explain:
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ooE |
oBo
ooo

ooo

t roo

o o D

_H€art murmur
_High blood preesure
_Low blood pressure
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NOTE: Both Doctor and paticnt ane onoounaged to discuss alry and all r€lcvant palient health issuee prior to treatment
I c€rttty $at I have mad and undsstand the above. I ehfd€dg€ that my quesfons, if any, abod inquki* set iorth above have be€n answer€d to
dentist,oranyothermemberofhis/h€rstaff'rspons|bleforenyactionth€yt8kEordonotlak6becauseoferrorsorornbsionsthat|mayha\'€med€inthocom

Comments on patient interview concerning health historyl

Significant findings from qu€stionnaire or oral int€rview:

Dental management considerations:

Health History Update: On a regular basis the patient should be qu€stion€d about any m€dical history changres, date and comments notated, along with signature.

Date Comments Signaturc of patient and dentist
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OFFICE POLICIES

Appointmenls: Your appointment time is reserved for you. We will do our best to be prompt and to
estimate the time of your visil but emergencies do arise. Please allow enough time for us to do our best
dentistry for you. We believe that quality is more imporant than speed.

Please call 24 hours prior to your appointment if it is absolutely necessary for you to reschedule. This will
prevent a 5-;!'00 late notice cancellation fee from being charged to your account.

Insuronce: In order to prevent misunderstandings about insurance, we wish our patients to know that
they themselves are responsible for the fees incurred in our office. We do not render treatment on the
basis that insurance is responsible for charges. you yourself are responsible for charges. To insure proper
billing of your insurance. please provide us with a completed insurance form, or an insurance ID card.
given to you by your employer. Also. please update us with any changes to your insurance,
employment. or personal information. Fatling to provide us with the proper billing information can
result in higher outof-pocket costs for you. 1.e.. if your lnsurance "claim's filing time limit" has been
exceeded (due to any delay in receiving the correct insurance information) your plan will, most likely,
not remit payment and the entire amount due on the claim would then be your financial responsibility.

Poyment We will provide you with an estimate for the care you need. lt will gve you a good idea on
how much your insurance may cover, as well as, whatyour estimated patient portion -or- out of pocket
costs will be. We make every effort to give you an estimate that is as accurate as possible However.
please understand that your estimate may vary if your dental needs should change. or if there is a
change in your dental coverage. ln any evenL payment in full is due at the time your dental service(s)
are rendered. For your choice of payment, we offer the following options:

For payrnent of estirrutted fees totaling S25O.OO or more, by cosh ot check,there will be a

57" accounting credit given..

For payment of estimated fees totaling 5250.00 or more, by Viso, Mostercord. or Discover
cards, there will be a 2% accounting credit given.

4. Finonce Chorges: Afinance charge of 1.5V0 per month (l8o/oper year) will beapplied to irF.house
account balances over 90 days.

I understand the office policies regarding appointments and payments. Information on this form is true
and complere to the best of my knowledge.

a.

b.

Signature of PatienUGuardian Date


