. Toy D.D.S., 1720 Los Angeles Ave., Suite 209, Simi Valley, CA 93065 (805) 526-808 1

ABOUT YOU
E-mail Address:

: | prefer to be called: 0 Male 1 Female
First Mr Mrs Ms Dr

Birthdate: __ / Age: Social Security #: Q Single O Married Q Divorced O Widowed 1 Separated

Home Address:

Street City Stote
Home Phone # | Cell #: | Work Phone #: | ) Ext: Driver license #:

Where & when are best fimes to reach you? Whom may we Thank for referring you?

Other tamily members seen by us:

Empicyer: Employer’s Work #: | How long there? Occupation:

Employer’s Address:

Street/PO Box City State
Neighbor or Relative not living with you

His / Her Nome: Relation: Work Phone #: | ] Home Phone #: |

Address: -

City Stale

Person Responsible for Account if other than youfself

Name: Relation: Home Phone #: | | Social Security #:

Employe.r: Work Phone #: (____ | Ext: Drivers License #:

Billing Address:

City

SPOUSE INFORMATION

His / Her Name: : Birthdate: __ /_ / Social Security #:
Employer: Work Phone #: (_ Ext: Drivers License #:

INSURANCE INFORMATION

Primary Insurance Dental Coverage? O Yes O No Orthodontic Coverage? Q Yes Q No Medical Coverage? Q Yes Q No
Insurance Co. Name: Phone #: (____} Group # (Plan, Local or Policy #):

Insurance Co. Address:

Street/PO Box City State
Insured’s Nome: Insured’s Social Security #: Insured's Birthdate:  /  / Relation:

Insured’s Employer Employer’s Address:

Street/PO Box City Stale

Secondary Insurance Dental Coverage? Q Yes O No Orthodontic Coverage? O Yes O No Medical Coverage? Q Yes O No

Insurance Co. Name: Phone #: [ ) Group # (Plan, Local or Policy #):

Insurance Co. Address:

_ Street/PO Box i Siate
Insured’s Name: Insured’s Social Security #: Insured’s Birthdate: / / Relation:

Insured’s Employer Employer’s Address:

City Siote Zip

CONTINUED ON BACK




1720 Los Angeles Ave., Suite 209, Simi Valley, CA 93065 (805) 526-80381
ABOUT YOU

E-mail Address:
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jame. , . ' lprefer to be called: < Magie

M M Mrs Ms Dr

Birthaate.  / /. Age Sociol Security #: 2 Single O Married Q Divorced 3 Widowed O Sepcrored

Home Address:

~ =
. r
Sree! . Sicte

Home Phone # Cell #: Work Phone £ | Ext: Driver License #

Where & when are best times to reach you? Whom may we Thank for referring you?

Other family members seen by us:

Empicyer: Employer’s Work #: | How long there? Occupation:

Employer’s Address:

Street/ PO Box City Stote I
Neighbor or Relative not living with you
His / Her Nome: Relation: Work Phone #: ( ) Home Phone #: [

Aodress:; Street - City Sice 7o
Person Responsible for Account if other than your:r.elf

Nome: Relation: Home Phone #: | l Social Security #:

Employer: Work Phone #: (____ ) Ext: __ Drivers License #:

Billing Address:

Sireet City Sicie o

SPOUSE INFORMATION

His / Her Name: ' Birthdate: __ /__ / Social Security #:
Employer: Work Phone #: | } Ext: . Drivers License #:

INSURANCE INFORMATION

Primary Insurance Dental Coverage? QO Yes O No Orthodontic Coverage? Q Yes Q No Medical Coverage? Q Yes 0 No
Insurance Co. Name: Phone #: (. ) Group # (Plon, Local or Policy #):

Insurance Co. Address:

Street/PO Bax : : ﬁi Stole Zp
Insured's Name: Insured's Social Security #: Insured’s Birthdate: / / Rabgan:
Insured’s Employer: Employer's Address: Sweet/PO Box Gity Siole )
Secondary Insurance Dental Coverage? Q Yes O No Orthodontic Coverage? O Yes Q No Medical Coverage? Q Yes O No
Insurance Co. Name: Phone #: [___ ) Group # (Plan, Local or Policy #):
Insurance Co. Address: :
| Streel/PO Box Gy Siole Zo
Insured’s Name: Insured's Social Security #: Insured's Birthdate: _ /  / Relation:
Insured’s Employer Employer’s Address:
Street/PO Box City Siote Zip
CONTINUED ON BACK
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e T S e W AN A N AN A

-ame to the ¢ | ';u\\'g-u.".-' N Do your gqums eve! ole: | ) Yes _J Fuer lich? 1 Yes ) |
i R B . Have you ever had perodonial disease?  Yes
rrently in poi d Yes -1 Ne Do you have mobility i your teeth? O Yes
lequire anliiolics oefore dentol reatment? - Yes ONo | Are your feetn sensilive io heat, cold, or anything else?
wated wath Do you still have wisdom feeth?

J Yes 4 No ,
It yes, why?

O y VW O Nave you V1 Jenenced Pt_‘.lil ,/ dlSCO”\[('H { o -
i jaw jomt (T [/ TMD)2 J Yes J No ;
aur current denlal health IS - GOOd J Far U Poor PreV‘C;:IS / P'Cese’n; R Sl
ease Circle
v yOU TOSS U(]xly U Yes U No BlUSh dOIIya Q Yes - No Why d‘d you leave your prevjous denhste
lype ol bristles on your toothbrysh? 2 C | ' ' ‘ '
? es on your foothbrush QHord 0O Medium Q Soft What did you like most & least about any deniist you have seené -
low long do you use a toothbrush before replacing if2
rou use anylthing in addition to your brush and floss? 3 Yes 1 No (| Are you happy with the way your smile looks? D Yes il
B )
MR o cmenes | lfnot, what would you change? S e
uid you like fresher breoth? 1 Yes (U No Whiter teeth? (1 Yes J No N . -

MEDICAL HISTORY

Do you have a personal physician? Q Yes O No | Are you allergic to any of the following?
in's Nome - Y N Aspinn Y N Erythromycin Y N Sedatives
Y N Barbiturates Y N Jewelry / Metals Y N Sulfa Drugs
ddress: Y N Codeine Y N Llatex Y N Tetracyciine
Streel City P& State Dp Y N Dental Anesthetics Y N Penicillin Y N Other
Phone #: (| Date of last visit: S o i |
seEivBEBhyit st 1Good OFoir  QOPoor | Flecselis additional drugs/materials that cause allergic reactions:
Are vou currently under the care of a physician2 Q Yes Q No .
s Skl For Women: Are you taking birth control pills2 3 Yes Q No
o %
Do yord smoke or use fobacco in any other form2 Q Yes Gl No TGS /28 Prognant SV, s 16 o
ave you ever taken Fosamax or any other Bisphosphonale? Q Yes O No Wesk #: Q1 you nunsing e H B
Are you taking any of the following?
Y N Acefaminophen Y N Blood Thinners Y N Insulin/Diabetes Drugs Y N Thyroid Medicine
N Antibiotics Y N Blood Pressure Medication Y N Nitroglycerin Y N Tranquilizers
\itihistamines Y N Cold Remedies Y N Recrgutionol Drugs Have you ever taken Phen-Fen? Also known
Aspirin Y N Digitalis/Heart Medication Y N Steroids/Cortisone as Redux or Pondimin. O Yes O No
“re you taking any prescription/over-the-counter-drugs? O Yes O No  If yes, please list each one:
Do you or have you experienced the following?
Abnormal Bleeding Y N Colilis . .| Y N Headaches Y N Lver Disease Y N Shingles
Alcohol Abuse Y N Congenifol Heart Defect Y N Heart Attack Y N Low Blood Pressure Y N Sickle Cell Disease
Y N Anemia Y N Diabefes Y N Heart Murmur Y N Lupus Y N Sinus Problem:
N Arthritis Y N Difficulty Breathing Y N Hearf Surgery Y N Miral Valve Prolapse Y N Steroid Therapy
¢ N Adificial Bones/Joints YN D s€ Y N Hemophilia Y N Pocemaker Y N Siroke
Y N Adificial Volves Y N Em ma Y N Hepotitis Y N Pwm'cmn Y N Thyroid Problems
asthma Y N Epirepsy Y N Y N Psychiatric $ Y N Tonsilliis
3lood Transhusion Y N Fainting Spells Y N High Blood Pressure Y N Radiation Treatment Y N Tuberculosis (T8)
Y N Cancer Y N Feverraisiers Y N HV*/AIDS Y N Rheumatic Fever Y N Ukers
Y N Chemotherapy Y N Gloucoma Y N Hospilolized for Any Reason | Y N Scorlel Fever Y N Venereal Disease
Y N Chicken Pox Y N Hay Fever Y N Kidney Problems Y N Seizures

Please st any serious medical condition(s) that you have experienced:

AUTHORIZATIONS

| understand that above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions truthfully and to the best of my knowl-

edge.
o Signature Date ¢ /

The undersigned hereby authorizes Doctor toYake X-rays, study models, photographs, or any other diognostic aids deemed appropriate by Doctor fo make a thorough diagnosis of the patients’s dental needs
| also authorize Doctor o perform any and all forms of Ireatment, medication and therapy, that may be indicated in connections with (Name of Patient) and further
authorize and consent that Doclor choose and employ such assistance as deemed fit. | also understond that use of anesthetic agents embodies a certoin risk. | undersiand that responsibility for payment for
Dental Services provided in this office for myself or my dependents is mine, due and payoble ot the time services are rendered unless findncial arrangements have been made. | further undersiand that o

| 1/2% finonce charge {18% annually) will be added to any balance over 60 days. In the event of defoult | (We) promise to pay legal interest of the indebtedness, together with such collection costs and reo-

sonable altorney fees os may be required 1o effect collection of this note.
Pahent Signature

Date

Relationship to Patient

© 2009 Paforms

Parent or Responsible Party

1-800-722-4884

FORM # BLUE-TOY-01 _ www.informsonline.com




