-»

//0 California Dental Care

R Family ¢» Cosmetic Dentistry

Nahreen Imam, D.D.S.

(UCSF Graduate, ADA Member)

Palby's Junction
3860 Broadway St. (Hwy. 29), #104
American Canyon, CA 94503
P. (707) 553-8008 F. (707) 553-8005

ﬁATIENT INFORMATION (CONFIDENTIAL)

Name Date
First MI Last

Address City State Zip
Email Cell Phone Home Phone
SSN Birthdate
Check Appropriate Box Minor Single Married Divorced Widowed Separated
If college student, ET. P.T. Name of School
Patient’s or parent’s/guardian’s employer Work Phone
Business Address City State Zip
Spouse or parent’s/guardian’s name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of an emergency Phone Number /
RESPONSIBLE PARTY \
Name of person responsible for this account Relationship to Patient
Address Home Phone
Driver’s License # Birthdate SSN
Employer Work Phone

\ Is this person currently a patient in our office? Yes No
INSURANCE INFORMATION
Name of Insured Relationship to Patient
Birthday SSN Date Employed
Name of Employer Union or Local # Work Phone
Employer Address City State Zip
Insurance Co. Tel. # GRP # Policy/I.D.#
Ins. Co. Address City State Zip
How much is your deductible? How much have you used? Max annual benefit?
Do you have additional insurance? Yes No If yes, complete the following:
Name of Insured Relationship to Patient
Birthday SSN Date Employed
Name of Employer Union or Local # Work Phone
Employer Address City State Zip
Insurance Co. Tel. # GRP# Policy/L.D.#
Ins. Co. Address City State Zip

How much is your deductible?

How much have you used?

Max annual benefit?

Signature of Patient or Parent/Guardian if Minor

Patient #




PATIENT’S MEDICAL HISTORY

Patient’s Name

Date of Birth

Although dental personal primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health
problems that you may have, or medication that you may be taking, could have an important interrelationship with the dentistry

that you will be receiving. Thank you for answering the following questions.

1. Are you in good health?
2. Have there been any changes in your general

3. Date of your last physical exam:

4. Physician’s name:
Address:
Phone No.

5. Are you now under the care of a physician?..................

6. Have you ever been hospitalized for any

Please explain:

7. Are you taking any medicine(s) including

. Have you ever taken Fen-Phen/ReduX..........ccccccoovercn
. Have you ever taken Fosamax, Boniva,
Actonel or any cancer medications

. Are you wearing contact lenses?.
. Do you have a persistent cough or throat
clearing not associate with a known

. Do you have any disease, condition or
problem not listed above that you think

Are you allergic to or have you had reactions to:

Local anesthetics like Novocain
Penicillin or other antibiotics

SULQ ATUGS s
Barbiturates, sedatives or sleeping pills........ccccccccnnee.
ASPITIN. e

TOQAMIE ..o
Any Metals (e.g., nickel, mercury, etc.)......c.ccocccvcccecccc.
LAteX/TUDDRT . ..cccccccoiceicrie e
Other (Please list):
Do you have or have you ever had the following:

Rheumatic heart disease or rheumatic fever...................
Scarlet fever..........ccccoooivcoion.

Heart defect or heart murmur

Heart trouble, heart attack, or angina

Chest PaiN.......ccccoevresceccsireen
Shortness of breath............onrersssne
PACCIMAKRET.......ooooicevecrcceec et
Heart SULETY..........ooiiiiiiieccciieis s
High/low blood pressure

Congenital heart problem..........c.ccernes
Swelling of feet, ankles, hands.............cccccovvrermivrrrrrn.
Hepatitis, jaundice or liver disease

Sinus trouble

Lung or breathing problems..............cccccrcrrccencc

Asthma or hay fever

Hivesorskinrash........cccccccc.....

Fainting or dizzy spells.........ooooirirrrrseers

DAADELES oo
AIDS or HIV infection .
Thyroid problems.............cccccriecessceees e

ARTGIES ...
Arthritis or theumatiSm.............ccccooooooirvovveecceeeeeeee .
Joint replacement or implant......
StomMach UICET ...
Kidney trouble.........cc.oiiicscsicccecscccceeesscccceens
TUDBETCULOSIS. ... oo

PerSiStent COUGH. .....ooviiirirrriiirirsceiceers s
Cough that produces blood
Chemotherapy (Cancer, Leukemia)..........ccccccovrvvecersiriicen

Sexually transmitted disease...

Epilepsy OF SCIZULES......occcccccrrociccecrisccecccsccecess e

GlaAUCOMA ...

INETVOUSTIESS. ...
TonsillitiS...ccooovvveoooeeeceecc

Back Problems..........ccccoocrerecseee e
Chemical dependency...........rerrsessessnen
Mitral valve prolapse
Cortisone treatment

Cold sores/fever BlISteTs...........cooovvvvooooeeeeeeeoeeeeeeeeeeeece .

Hypoglycemia

Eating disorders
Other (Please list):




ﬂ)ATIENT’S DENTAL HISTORY

Patient’s Name

Date of Birth

Reason for this visit?

When was your last dental visit?

How often did you visit the dentist before then?

Previous Dentist (Name and Location)

What was done then?

How often do you brush your teeth?

Have you had a complete series of dental films (X-Rays) taken when/where?

Is your drinking water fluoridated?

How often do you floss your teeth?

Have you ever experienced any of the following
problems in your jaw?
Clicking
Pain (joint, ear, side, or face)......

Difficulty in opening or cloSing...........ccooooccccrrroiirrrrcces

Difficulty in chewing....................

Yes

No

Does food tend to become caught between your teeth?.....
Have you ever had periodontal treatments (gums)?.....

Have you ever had any prolonged bleeding following?
EXTTACTIONS. ...

If yes, date of placement?

Have you ever received oral hygiene instructions
regarding the care of your teeth and gums?.................

If you could change anything about your smile, what would you change?

AUTHORIZATION AND RELEASE

my behalf or my dependents.
X

KSignature of patient or parent/guardian of minor.

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 heath. 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 serviced. I agree to be responsible for payment or all serviced rendered on

~

Date

Doctor’s Comments

Signature

Date

-/

Patient’s Number




