
We are complimented that you have selected us to provide dental care for you and your family.

Please complete back page

Patient Information
Date________________________________________________ Patient’s Name__________________________________________________________________________________________________________________________________________________________________________________________________________________________

(If patient is a full time student, fill in the school name) ______________________________________________________________________________________________________________________________________________________________________________________________

Address________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Home Phone____________________________________________________________________________ Cell Phone ______________________________________________________________________ Social Security # __________________________________________________________________

Birthdate ____________________________________________________ Age______________________________________________________If patient is minor, give parent’s or guardian’s name ______________________________________________________________________________________

Whom may we thank for referring you to our office?__________________________________________________________________________________________________________________________________________________________________________________________________

Name of nearest relative not living with you______________________________________________________________________________________________________________________________________________________________________________________________________________________

Complete Address __________________________________________________________________________________________________________________________________________________________________ Phone____________________________________________________________________________________________

Last First Middle

Street City State Zip

Insurance Information
Insured’s Name ________________________________________________________________________________________________________________________________________________________________________ Insured’s Soc. Sec. #__________________________________________________________

Insurance Company ______________________________________________________________________________________________________________________________________________________________ Group No.________________________________________________________________________________

Insurance Co. Address ________________________________________________________________________________________________________________________________________________________ Phone____________________________________________________________________________________________

Is the policy connected with your union? Yes ____________No ____________ Name of Union ________________________________________________________________ Local No. ________________________________________________

Do you have dual coverage? Yes ______________ No______________ If yes:  Please complete the following secondary insurance information.

Insured’s Name ________________________________________________________________________________________________________________________________________________________________________ Insured’s Soc. Sec. #__________________________________________________________

Insurance Co.________________________________________________________________________________________________________ Group No. __________________________________________________________________________ Local No. ________________________________________________

Insurance Co. Address ________________________________________________________________________________________________________________________________________________________ Phone____________________________________________________________________________________________

Insured’s Employer__________________________________________________________________________________________________________________________________________________________________ Phone____________________________________________________________________________________________

Preference For Payment
CASH OR CHECK ON DAY OF TREATMENT ❑

BANK AMERICARD / MASTERCHARGE ❑

DENTAL INSURANCE + CO-PAYMENT (CASH, CHECK OR CHARGE CARD) ❑

MEDI-CAL ❑

Responsible Party Information

Name____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Residence __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Mailing Address ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How long at this address__________________ Home Phone__________________________________________________Cell Phone____________________________________________________Relationship To Patient ______________________________________________________________________________________________

Social Security # __________________________________________________________________ Birthdate__________________________________________________________________________________________________________________________________________________________________________________________________________________ Work Phone______________________________________________________________________________

Employer____________________________________________________________________________________ Occupation __________________________________________________________________________________________________ No. Years Employed ____________________________

Employer Address ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Spouse’s Name ________________________________________________________________________________________________________________________________________________________________________ Relationship To Patient ______________________________________________________

Employer____________________________________________________________________________________ Occupation __________________________________________________________________________________________________ No. Years Employed ____________________________

Employer Address ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Social Security # __________________________________________________________________ Birthdate__________________________________________________________________________________________________________________________________________________________________________________________________________________ Work Phone______________________________________________________________________________

Last First Middle Marital Status

Last First Middle

Street City State Zip

Street City State Zip

Notes:
______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________



Patient Medical History
Physician__________________________________________________________________________________________________________________________________ Office Phone ____________________________________________________________________ Date of Last Exam ________________________________________________________________

#1974 Rev 1/09

Yes No

1. Are you under medical treatment now? ❑ ❑

2. Have you ever been hospitalized for any surgical 
operation or serious illness within the last 5 years? ❑ ❑

If yes, please explain__________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________

3. Are you taking any medication(s) including 
non-prescription medicine? ie: Aspirin ❑ ❑

If yes, what medication(s) are you taking? ____________________________________________
________________________________________________________________________________________________________________________________________________________________________________________

4. Have you ever taken Phen-Fen/Redux? ❑ ❑

5. Do you use tobacco? ❑ ❑

6. Do you use controlled substances? ❑ ❑

7. Are you wearing contact lenses? ❑ ❑

8. Do you have or have you had any of the following:

Yes No

9. Are you ALLERGIC to or have you had any reactions
to the following:

Local Anesthetics (eg. Novocaine) ❑ ❑
Penicillin or any other Antibiotics ❑ ❑
Sulfa Drugs ❑ ❑
Barbiturates ❑ ❑
Sedatives ❑ ❑
Iodine ❑ ❑
Aspirin ❑ ❑
Any Metals (eg. nickel, mercury, etc.) ❑ ❑
Latex Rubber ❑ ❑
Eggs ❑ ❑
Other_____________________________________ ❑ ❑

10. Women Only:
Are you pregnant or think you may be pregnant? ❑ ❑
Are you nursing? ❑ ❑
Are you taking oral contraceptives? ❑ ❑

Patient Dental History
Name of Dentist and Location________________________________________________________________________________________________________________________________________________________________________________________ Date of Last Exam ________________________________________________________________

Authorization and Release
I certify that I have read and understand the above information to the best of my
knowledge. The above questions have been accurately answered. I understand that
providing incorrect information can be dangerous to my health. I authorize the dentist
to release any information including the diagnosis and the records of any treatment or
examination rendered to me or my child during the period of such Dental care to third
party payers and/or health practitioners.  I authorize and request my insurance
company to pay directly to the dentist or dental group insurance benefits otherwise
payable to me. I understand that my dental insurance carrier may pay less than the  

actual bill for services. I agree to be responsible for payment of all services rendered on
my  behalf or my dependents.

I hereby acknowledge that a copy of this office’s Notice of Privacy Practices has
been made available to me. I have been given the opportunity to ask any
questions I may have regarding this Notice.

Signature of patient (or parent, if minor) X___________________________________________________________________________________________________________________________________________

Yes No
1. Do your gums bleed while brushing or flossing? ❑ ❑

2. Are your teeth sensitive to  hot or cold liquids/foods? ❑ ❑

3. Are your teeth sensitive to sweet or sour liquids/foods? ❑ ❑

4. Do you feel pain to any of your teeth? ❑ ❑

5. Do you have any sores or lumps in or near your mouth? ❑ ❑

6. Have you had any head, neck or jaw injuries? ❑ ❑

7. Have you ever experienced any of the following 
problems in your jaw?

Clicking ❑ ❑
Pain (joint, ear, side of face) ❑ ❑
Difficulty in opening or closing ❑ ❑
Difficulty in chewing ❑ ❑

Yes No
8. Do you have frequent headaches? ❑ ❑

9. Do you clench or grind your teeth? ❑ ❑

10. Do you bite your lips or your cheeks frequently? ❑ ❑

11. Have you ever had any difficult extractions in the past? ❑ ❑

12. Have you ever had any prolonged bleeding
following extractions? ❑ ❑

13. Have you ever had any orthodontic treatment? ❑ ❑

14. Do you wear dentures or partials? ❑ ❑

If yes, date of placement ______________________________________________________________________________
15. Have you ever received oral hygiene instructions

regarding the care of your teeth and gums? ❑ ❑

Yes No
High Blood Pressure ❑ ❑
Heart Attack ❑ ❑
Rheumatic Fever ❑ ❑
Swollen Ankles ❑ ❑
Fainting / Seizures ❑ ❑
Asthma ❑ ❑
Low Blood Pressure ❑ ❑
Epilepsy / Convulsions ❑ ❑
Leukemia ❑ ❑
Diabetes ❑ ❑
Kidney Diseases ❑ ❑
AIDS or HIV Infection ❑ ❑
Thyroid Problem ❑ ❑

Yes No
Heart Disease ❑ ❑
Cardiac Pacemaker ❑ ❑
Heart Murmur ❑ ❑
Angina ❑ ❑
Frequently Tired ❑ ❑
Anemia ❑ ❑
Emphysema ❑ ❑
Cancer ❑ ❑
Arthritis ❑ ❑
Joint Replacement or Implant ❑ ❑
Hepatitis / Jaundice ❑ ❑
Sexually Transmitted Disease ❑ ❑
Stomach Troubles / Ulcers ❑ ❑

Yes No
Chest Pains ❑ ❑
Easily Winded ❑ ❑
Stroke ❑ ❑
Hay Fever / Allergies ❑ ❑
Tuberculosis ❑ ❑
Radiation Therapy ❑ ❑
Glaucoma ❑ ❑
Recent Weight Loss ❑ ❑
Liver Disease ❑ ❑
Heart Trouble ❑ ❑
Respiratory Problems ❑ ❑
Mitral Valve Prolapse ❑ ❑
Other ________________________________________________________________ ❑ ❑

Doctor’s Comments __________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________

__________________________________________Signature ______________________________________________________________________________________________________________________ Date________________________________________________________________________________________



 
 
 
PLEASE LIST ALL MEDICATION(S) YOU ARE CURRENTLY TAKING 
ALONG WITH THE PHYSICANS NAME, TELEPHONE AND FAX 
NUMBER. 
 
PLEASE BRING THIS FORM AND THE PATIENT INFORMATION 
SHEET TO YOUR APPOINTMENT. THANK YOU 
 
 MEDICATION (S)   PHYSICIAN   PHONE/FAX NUMBER 
 
 
1. _____________________________________________________________________ 
 
2.______________________________________________________________________ 
 
3.______________________________________________________________________ 
 
4_______________________________________________________________________ 
 
5.______________________________________________________________________ 
 
6.______________________________________________________________________ 
 
7.______________________________________________________________________ 
 
8.______________________________________________________________________ 
 
9.______________________________________________________________________ 
 
10._____________________________________________________________________ 
 
 
 
 
 
 
601 E. Yorba Linda Boulevard, Suite 9, Placentia, CA 92870 (714)985-9690  FAX 
(714)985-1762 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




