OCDENTAL CENTER

General Cosmetic & Orthodontics

Adults & Children GENERAL HEALTH
INFORMATION

Patient Name: Birth Date:

DENTAL HISTORY
1.Arethere other conditions of which we should be aware? YESO NO O Ifyes, please specify:

2.Why are you here today? Check-Up Cleaning
Toothache Chief Complaint
3.Whendidyou last visitadentist? 4 What treatment was performed?

5.Was the treatment completed? 6.Did you have a cleaning?

7.Whenwere dental x-rays taken?

8.Haveyouever had prolonged bleeding atter an extraction? YES NO U If yes, please specify:
9.Have you had any problems with past dentaltreatment? YES1 NOQ Ifyes, please specify:

10. Do you have symptoms near your ears associated with movement of your lowerjaw suchas clicking, popping, pain or locking open?
YESO NOU Ifyes, pleasespecify:

11.Haveyou ever beendiagnosed or treated forTMD (Temporomandibular joint Dysfunction sometimes calledTMJ)?
YESO NOO Ifyes, pleasespecify:

12.Doyourgums bleed easily YESO NOO 13. Doyoufeel you have bad breath? YESO NOO
14. Areyour teeth sensitiveto hotorcold? YESO NOO 15.Would youlikeyourteethwhiter? YESO NO O

16. Arethereany cosmetic changes youwould liketo have doneon yourteeth? YESO NOQ If yes, please specify:

MEDICAL HISTORY
1. Are you under a Doctor's care at this time? YES O NO O If yes, please specify: Dr. Name

2. Areyouallergic to penicillin, codeine, local anesthetics, tranquilizers or any other drugs or medicine?

3. Areyoutaking any medications at this time, including birth control? YESd NOQ Ifyes, please specify:

4. (Woman) Areyou pregnant atthistime? YESU NOQ Ifyes, please specify how many months:

5. Arethereany otherhealth problems of which we should be advised? Please specify:

6.Doyouhave, or haveyou had, any of the following?

Flease chedc *YES" or "NO" Doctor Comments Flease check "YES® or "NO® Do ctor Comment
ARTIFICIAL Heart valve YES'd NOQ HEART PROBLEMS YES ] NO O
AIDS/HIV+ YES NOO HEPATITIS YES NO O
ANEMIA YES NOO HIGH BLLPRESSURE YES NO O
ANGINA YES NOO JAUNDICE YES MO O
ARTHRITIS YES NOO JOINT PROSTHESIS YES MO O
ASTHMA YES NOO KIDMEY DISEASE YES MO
BLEEDING PROELEMS YES 1 NOQ LATEX ALLERGY YES 1 NO O
CANCER YES 1 NOQ UVER PROBLEMS YES 1 NO O
CHEMO/RAD THERAPY YES'd NOQ LOW BLPRESSURE YES ] NO O
COSMETIC SURGERY YES NOO LUNG DISEASE YES NO O
DIABETES YES NOO PACEMAKER YES NO O
DIZZY SPELLS YES NOO PHEN-FEN YES MO O
DRUG ADDICTION YES NOO PSYCHIATRIC CARE YES NO O
EMPHYSEMA YES NOO RHEUMATIC FEVER YES NO O
EPILEPSY YES 1 NOQ 5INUS TROUBLE YES 1 NO O
FAINTING YES 1 NOQ SMOKING TOBACCO YES 1 NO O
GLAUCOMA YES'd NOQ STROKE YES ] NO O
HEART ATTACK YES NOO THYROID PROBLEMS YES NO O
HEART SURGERY YES NOO TMD DR TMJ YESO MO
HEART MURMUR YES NOO TUBERCULOSIS YES MO O
VEMNEREAL DISEASE YES NO O

To the best of my knowledge, | have answered every question completely and accurately. | willinform my dentist of any change in my health and/or
medication. | further certify that | consent to the performing of x-rays and oral examination.

Patient's signature

(or Parent if patient is a minor)
Doctor's Signatune

RECALL REVIEW:

1.Patients Signature Doctor's Signature

1. Patient’s Signature Doctor's Signature

PATIENT FORM -1



OCDENTAL CENTER

e e & Chdren PATIENT
INFORMATION

(I"—ﬁTI ENT \1

Name
Address

City

How long in this address?

Phone ( ) CelloPager(
E-mail
Social Security # DL#
\Age____________Birthdate Y,

-

(G_ETT"“GTO KNOWYOU N

Are there other members of your household who are not patients at our office?
YESJ MO Please list names & relationship (son, daughter, husband) below:

1. 2

3. 4.
How do you hear of us?

Are you or anyone in your family a Union member? YESQ NOQ
If yes, specify Union/Locak:

\ | want information in Spanish: YES O NO O

(EESPONSlBLE PARTY Ei[sameasabove,pleaseskipi-\

Name

Frrst

Address Apt. #
City Zip

How long in this address?
Phone ( )
Social Security #

Relatonship to Patient
\Age____________Birthdate

GMPLOYMENT
Occupation

Employer

How Long?

Business Address
City
Phone (

\ierified By
GEFERENCES
MName
Address
City
Phone (
Name
Address
City
Phone ( )
Spouses Name
\é_pouses Work Phone ( )

r—PERSON TO CONTACT FOR EMERGENCY
MName

Address
City
Phone ( )

Physician Name

f’ﬁ-\lSURANCE Primary Insurance Company

Name

Address
City

Insurance Co. Phone (

Employer

Union/Local

Insured’s Name

Insured’s Soc. Sec. # Birthdate

INSURANCE Primary Insurance Company
MName

Address

City

Insurance Co. Phone (

Employer

Union/Local

Insured’s Name

Insured’s Soc. Sec. # Birthdate
MAMNAGED CARE PLAN (HMO)

Plan Name Group #

Employer

\P_f‘lone( )

/

1. | hereby certify that the above information is accurate and will be relied
upon for granting credit and providing dental services. | understand that |
am financially responsible for the charges not covered by or paid for by my
insurance forwhateverreason.

. By signing below, | understand that you may verify and exchange
information on me and any additional applicants, incduding requiring
reports from credit re porting ag encies.

. | hereby authorize payment directly to the dentist of the group insurance
benefits otherwise payable to me. | understand that | am financially
responsible for any charges not covered by this authorization. | authorize
release ofany information relatingto any dental claim or claims.

. lunderstand that OC Dental / P. Sabo DDS, INC. provides business support
services to independent dentists and recognize that this dental practice is
operated by an independent dentist. | acknowledge that each dentist is
individually responsible for the dental care provided to me and no other
dentist nor OC Dental / P. 5abo DDS, INC. is responsible for my dental

Signature of responsible party of patient
(Pt if pa St ia Frinor)

PATIENT FORM - 2









