
(This information is necessalY for our fliesand willbe considered CONFIDENTIAL) 
Date 

Patient'sName -------,= -;c-- - Age__ Patient's Birthday Male Female 
lAST -­ RRST INl11Al 

I' pa1ien is a minor, give name of parent or legalguardian Relationship 

Residence Address For howlong? Own Rent 
S1l'EET e n>' DP 

Patient Is' 0 MFlrried Single Divorced 0 Separated 0 Widowed 0 Minor Email 

DrlVef s License No. Social Security No. Res. Phone( 

Bank Account No. Howlong? Cell Phone ( 

Employ dby Howlong? Occupation 

Business Address Bus. Phone( 
CITY ZIP 

Spouse's Name Driver's License No. _ Soc. Sec. No. 

Ernployed by How long? Occupation 

BUsiness AddlBSs Bus. Phone ( 
smE£1 CITY ZiP 

Name ot nearest relativeno' Irving wnh you Relationship 

CompleteAddress Res. Phone( ) 
STREET CiTY ZIP :l I have "0 p!l:,oslcian 

Nome of PhySician ( ) 
AOClRESS crrv TF.I.EPHONE 

former Dentist ) 
AOOF'ESS CITY TB.EPHONE 

'Nhyareyouchanging denus s? 
Do you wish to speak to the 

PiJrpose of Appolntmenl doctor privately? Yes No 

Is \hisoffice¥lsi! forEmergency Dental Care? Yes 0 No If yes, explain:
 

School Ch1lC1ren Atend Wilom may we thank for refen'ingyou?
 

s t : 

Person rBsponslble for lhi.· accoum Relationship ) 
IEJ..£Pt.IONE 

Address ) 
STREET CITY l IP caL PhONF. 

PREFERENCE OFPAYMENT: 0 Cash on dayof treatment VisaNo. 
EXP'RATlCN DN E 

C) State Aiel No. Mastercard No. 
EXPIRATION OATE 

Name of insurance company (primary insurance) 

"S;FffiiDATE Rfui1"1QNSi-iIP SOCIAL SECuRiTY ;~Q-' -­

,' ·l..\O\cE QFGROIIP tJ£Nt PL.;l.N (lAO l IP NO PlAN NO . NAME OF UNION 

Name nf Insurance company (secondary Insurance) 

BIR THD ATF. I1f L 'l..l IONS.',IP SOCIAL SECURI1Y NO . 

1'1A>,tE 1FGFlUI!f' O'.NTAL f'L" N GR~JPNO. PLAN NO. I>.!.AME OF UNlrJN ILJCAL 

• R 

As a condition of treatment bythisoffice, I understand financial arrangements must be made inadvance. The practicedepends upon reimbursement from the patients forthe costs 
mcurred in their care and financial responsibility on the part of each patient must be determined before treatment. 

All emergency dental services. nrany dental servicepertormed withoutprior financial arrangements, must be paid for in cash at the time services are performed. 
I understand that-dental services furnished tomeare charged directly to me and that I am personally responsible for payment of all dental services. If I carry insurance, I understand 

that thisoffice willhelp prepare myinsurance forms to assist in making collectionsfrom insurance companies and willcredit such collections to myaccount. However, this dental 
office cannot render services ontheassumption that charges will be paid by an insurance company. 

Aslillgnmelnt of urance: I hereby authorize my insurance company to pay directly to my dentist benefits accruing to meunder my policy. 
Aservice charge of 11/,% permonth (18% per annum) (but in noevent more thanthe maximum rate permissible under state law) will be charged onthe unpaid principal balance 

onall accounts notpaid Within 60 days of treatment date. 
I understand thatthe fee eslimate listed for this denial case can only be extended for a period of six months from thedate of the patient's examination . 
Inconsideration of the professiunal services rendered to me, or at my request, by the Doctor and/or hisstaff, I agree to pay, therefore, the reasonable value of said services to 

said Doctor,or hisassignee, at the timesaid services are rendered, orwithin five (5) daysof billing If credit shall be extended. I further agree thatthe reasonable valueof saicl 
services shall bebilled unless objected to by me, in wriling, within the time for payment thereof. Additionally, I agree that a waiver for any breach of any term or condition 
hereunder shall notconstitute a waiverof any further term or condilion. I further agree that in the event thateither thisoffice or I institute any legal proceedings with respect 
to amounts owed by me for services rendered, the prevailing party in such proceedings shall beentitled to recover all costs incurred including reasonable attorney's and/or 
collection fees. 

I gran! mypermission to you, or your assigns, to telephone meat homeor at m work to discuss matters related to this Ionn. 
1 have read tile above conditions of treatment and agree to their content: 

Signed Date 
F<JP.M 100-6 / REVElins / 02CA"J6 DENRAMPili SE C MPLEIEBOTHSIDES 



These questions are for your benefit and assure that treatment will takeInto consideration your past and present health status.
 
Some questions may seem unrelated to your dental condition, but theyareall associated with proper oral health care,
 

Please answer each question. Check the appropriatebox and/or circle Yes or No where applicable. Example: Are you alive?	 @ No 
MEDICAL HISTORY 
1.	 /'"re you in gooo health? . . , Yes No 
2.	 Dale of last physical examination 
3.	 Are you now Linder the care ofa physician? ' .. .........., Yes No 

If so, what is til e condition being treated? 
4.	 Have you ever had any serious Illness or operation? . ..........,.., Yes No 

If so, what illnessor operation? 
5.	 Have you everbeen hospitalized? .. ......., , Yes No 

If so, what was the problem? 
6.	 Areyou taking any medications, 0 drugs or heros? ,.., Yes No 

If so, what? What dosage? 
7.	 Are you uSing any recreational druqs (marijuana, cocaine, etc .)? 0 Yes 0 No If so, what? 
8.	 Haveyou evel beenpremedicated with antibiotics for your dental treatment? , Yes No 
9.	 Are you sensitiveor allergic to any drugs or materials? Penicillin; Tetracycline; 0 Sulta Drugs; Aspirin; 0 Codeine; I Latex: 0 Other Yes No 

If Other, what drugs? 
10. Do you haveor have you had any of the following: (Please circle 'Y ' for Yes or 'N ' for No • answerall conditions): 

YN Anemia YN Implant {s) YN Head Injuries YN DrugAddiction YN Blo dTransfusion YN ExceSSi veSip-eding 
YN Herpes YN Headaches YN Heart Failure YIII KidneyDisease YIII Joint Replacement YN Mitral ValveProlapse 
YIII Stroke YIII Glaucoma YN Scarlet Fever YN Chemotherapy YIII Nervous Disorders YN High 810:l(1 Pressure 
YN Ulcers Y Tonsillitis YN Sinus Trouble YIII Stomach Ulcers YN TumorsorGrowths Y li lVRelated Complex 
YN Diabetes YN Hemophilia YN HeanMumllJr YIII AnginaPectoris YN Allergies Of Hives YN Respiratory Disease 
YN Arthritis Y ColdSores YN LiverDi ease YN Mental Disorder YN Pain InJa~' Joints YN Epilepsy or Seizures 
YN Asthma Y Emphysem YN Blood Disease YIII Thyroid Di sease YN Arlitic' IProsthesis YN PsychiatricTreatment 
YN Cancer YN RI18U1natisrn YIII Hean Ailments YIII Fainting Spells YN Sickle Cell Disease YN Hepati isor Jaundice 
YIII Seizures YN Clucken Pox YN HeartIIttack YIII RheumaticFever YN Cortisone Me:licine YN Difficulty Swallowing 
YIII HayFever YN Bruise Easily YN Cerebral Palsy YIII Tuberculosis(l B.) YN Allergies toMetals YN Congenitai l lealt Lesions 

11. Do you have any disease, condition or problem not listed that you think we should know about? . 
If so, what? 

12. Do you wear a cardiac pacemaker, or have you had heart surgery?	 . . 

13. Do \'OU smoke? If yes, how much? Cigarettes Cigars 0 Packs per day . .. 
14. Have you ever taken the drugs 0 Fan-Phen. Redux or any diet drugs?.... .. . . 
15. (Women) Are you preqnant? If so how many months ? 
16 . 0Nomen)Do you have any problems associated with your menstrual period? 
17. (Women)Do you taka any birth control medication or hormones? .....
 
DENTAL HISTORY
 
,. Haveyou ever had a local anesthetic (Novocaine, etc.)?.. .. ..
 

YN X-Ray or Cobalt Treatment 
YN Radlatfon Treatmentofanykind 
YN Venereal nsease (Syphilis, Gonorrhea) 
YN ilaluired lmlll.Jre Dcfi:;iency Sy1Uume (JllDS) 
YN Th1J (Temporomandibular Jo in ~ Disorder 
YN Oiner 

Yes No 

, Yes No 
Yes No 
Yes No 
Yes No 
Yes No 

. Yes No 

............... .. .. Yes No 
2,	 Have you ever had any unfavorable reaction from a local anesthet ic? .. ........................... .................. Yes No
 
3.	 Haveyou hadany serious trouble associated with any previous dental treatment? . ..................................... ..............Yes No 

Ifso, explain? 
4 . How long since your last full mouth X-Rays? Weeks Months Years 
5, How long since your last dental treatment? Weeks Months Years 
6.	 Does dental treatment make you nervous? Slightly 0 Moderately Extremely? , Yes No 
7.	 Would you desire to be pre-sedated? .. .. Yes No 

I hereby acknowledge I havereceived a copy of this practice's NOTICE DF PR IVACY PRACTICES. I turrner understand that the practicewill offer me updates tothis NOTICE OF 
PRIVACY PRACTICES should It be amended, modified, orchanges inany way. Patient refused/ was unable tosign because _ 
I have rece ived a cop,' of the Dental MaterialsFact Sheet as required by law. 

Tothe best ofmyknowledge,alloftheprecedinganswersaretrue andcorrect. If Iever haveanychange inmyhealth orifmy rnedlcatons change, Iwill wittlOut fai l. Infonm tiledomoratmy next appointmenL 

Reviewed by Lie. # Dale () Dat e Signature 

o UPDATE Since your last vlsitQ: 
1. Haveyou seen a medical doctor?	 Yes No 
2.	 Haveyou had a change in your medication? Yes No e 03. Have you had a change in your medical condition or had surgery? Yes No 
Ple ase note changes in heal th since l as t "islt. If no changes, please write "None" 

DATE 

B.P. I IDate Signature 

~ UPDATE Since your last visit€): PULSE 
1. Have you seen a medical doctor?	 Yes No 
2. Have you had a cllange in your medication?	 Yes No TEMP
3. Have you hacla cllange in your medical condition or'had surgery? Yes No 
Pleau note changes In health since iast "isit. If no changes, p lease write NNone" 

BY 

Date Sig nature	 HEALTH QUESTIONNAIR MUST BE CONTINUALLY UPDATEDI 

CONSENT FOR TREATMENT: I hereby grant authority tothe dentist(s) in charge of the cafe of the patient whose name appears on this HeaJ1h History form, 
toadministersuch anesthetics, analgesics, sedatives, nitrous oxide sedation and intravenous sedation; and to perform such operations asmay be deemed necessary 
or advisable in the diagnosis and treatment of this patient. I have been informed of all possible complicationsof the procedures, anesthetics and/or drugs. 

All seI'V/ces are rendered and accepted under th e terms and condltlons printed on the reV81Se hereof: 
Authorization must be signed by the patient, or by thenearestrelative in the caseof a minor or when the patientis physically or mentally incompetent 

Signed:	 Date: Relationship to Patient 

FORM,oo-8 I REV 6/1)5 I 0 200f. DEN RAM QRAPHICS & PRIIfTlNQ Alr"'Jilt. resen<OO. 1Ct.'" 
DeNRAM I ~36West M"pIeAvel1ue Meumv",. CA 9 'Cl6-3392 I FAX62S.357.6616 I " 626.359.8-376 HEALTH HISTORY 


