PATIENT INFORMATION RECORD

	13 years or under?___


                         The following information is confidential for our records only.

Today’s Date _______________________



  


         
Patient’s name _____________________________________________________________  Name you prefer to use: ________________________


Mr.  Mrs.  Ms.  Dr.              Last name
First name 

Middle name 

Birth Date: __________________________  Social Security # _________ /_________ /_________ Driver’s License # _______________________
Address _______________________________________________________________    Sex: ( M ( F        Marital Status: ( Single ( Married ( Other   


 Street        
Apt / Condo # 
City
State 
Zip 
Home Phone # (          )______________________ Cell Phone # (          )______________________  Can we text your cell phone? ( Yes   ( No

E-mail: ________________________________________@ ________________________  Can we send you appointment emails?  ( Yes   ( No     
Name of Person Responsible for Account: ___________________________________________________________ Relationship: _______________

Patient's Employer: _______________________________ Occupation: _______________________ Work Phone: (      )_______________X______
Work Address: _____________________________________________ City: _________________________ State: ______ Zip: ________________
Whom may we thank for referring you? ___________________________________________________________ Relationship: _______________ 

Emergency Contact: ___________________________________________ Relationship: _______________ Phone: (      ) ____________________ 

***************************************************************************************************************************************INSURANCE INFORMATION
Insured Person's Name:_____________________________ SSN:________ /______ / ________ Birth Date: ___________ Relationship:__________

Subscriber's Employer Name & Address: _________________________________________________ Phone: (     )__________________________ 

Name of Insurance Co: _______________________________ Group Policy # ____________________ Phone: (     )__________________________
Secondary Insurance? ( No  ( Yes: __________________________________________________________________________________________
***************************************************************************************************************************************TERMS AND CONDITIONS:  If you are unable to keep an appointment, please provide 48 hours advance notice so that the time may be given to another patient.  We understand that emergencies do arise; however, cancellations without 48 hour notice and broken appointment may result in a charge of $75.00 per hour.  
I, the undersigned patient and / or insured, have been informed of the treatment, materials and associated fees.  I, in requesting examination and treatment on myself or my dependent, consent and authorize the release of all the information to any Health Service Plan or Insurance company I designate to Lily Voong, D.D.S.  I hereby authorize and direct payment of the dental benefits directly to Lily Voong, D.D.S. otherwise payable to me. 
I hereby consent to the treatment indicated on my examination form, including the use of any anesthetics &/or x-rays, deemed necessary by the dentist. I understand that the total fee for dental services is my responsibility, regardless of what benefits I do or do not receive from my insurance company.  I also understand that the dentist has the rights to charge a service charge of 1.5% per month on the unpaid principal balance on all accounts not paid within 60 days of treatment date, & that any fee estimate provided can only be extended for a period of six months from the date of the examination.  I understand and agree to the financial and cancellation policy.  
Patient’s or Legal Guardian’s Signature __________________________________________   Name (print) _____________________________     Date_____________ 
***************************************************************************************************************************************DENTAL HISTORY
Main reason for Today’s Visit:   ( New patient exam/cleaning    ( Emergency    ( Consultation only      Describe:_____________________                                                                                 What type of dental care are you looking for?   ( Routine care     ( Address concerns only     ( Cosmetic (whitening, Invisalign, Smile design) Do you have routine dental exams?      ( Yes      ( No            Date of last dental visit _________ Date of last dental x-rays _________                                                                                           Reason for changing dental office: ____________________________ Former Dentist ________________ Phone # (        ) _________ Are you currently in pain?      ( Yes      ( No              Do you have discomfort, clicking or popping in your jaw joints?   ( Yes   ( No Your sugar intake is:  ( High   ( Med     ( Low
               Do you require antibiotics before dental treatment?         ( Yes   ( No How many times a week do you floss? _____ How many times a day do you brush? _____ Do your gums ever bleed?      ( Yes   ( No The toothbrush that you use has which type of toothbrush bristles?     ( Soft     ( Medium     ( Hard     ( Don’t know                      Have you ever had any of the following?   (Wisdom teeth surgery   (Braces   (Deep cleaning   (Dentures or implants   (Mouth guard Do you clench or grind your teeth?   ( Yes  ( No         Have you ever had a problem with any previous dental work?    ( Yes   ( No  

MEDICAL HISTORY 
[image: image1.emf]Physician ’s Name  ____________ _________ __ _______ Phone #   (      )   _____ _ _ _____ _ __  Fax #  (      )   ____ _____ ______  A ddress   ____ _____ ___ ___ _________________________ _____________________    Date of last visit  _________ ______   Are you currently under the care of  a physician due to an illness?        Yes       No   Are you taking any prescription   / over - the - count er  medicine   or herbal  supplement ?         Yes       No                              If yes, p lease list each one:   _____________________________________________________________ _______________   Please indicate with a check mark     if y ou had ever taken   any of the following   ?                                                                     Fosamax, Boniva, Actonel? ( or any bisphosphonates)           Phen - Fen? ( Redux, Pondilmin, Ionimim, Adipex, or Fastin)        For women only:       Are you taking birth control pills?          Yes       No            Are y ou pregnant or nursing?           Yes       No     Please indicate with a check mark     if you ever had any of the following:        Abnormal bleeding       Alcohol/drug abuse       Anemia       Arthritis  /Rheumatism       Artificial heart  valve  *      Artificial joints/  bones  (total joint  repl acement)  *      Asthma   (*)        Back problems       Blood transfusion       Cancer/   chemotherapy/   radiation therapy       Colitis       Congenital Heart  Defect   - unrepaired ,  incomplete *      Cortisone  treatments      Diabetes   (*)      Difficulty Breathing       Emphysema       Epilepsy  (*)      Fainting Spells       Fre quent Headaches       Glaucoma       Hay Fever       Heart Attack       Heart Murmur       Heart Surgery   /  Transplant   *      Hemophilia       Hepatitis       Herpes/Fever  Blisters       High Blood  Pressure  (*)      HIV+ / AIDS       Hospitalized       Infective  Endocarditis   *      Kidney Problems       Liver Disease       Low Blo od Pressure       Mitral Valve  Prolapse      Pacemaker       Psychiatric  Problems       Rheumatic /      Scarlet Fever      Seizures  (*)      Shingles       Sickle Cell Disease       Sinus Problems       Stroke       Thyroid Problems       Cigarettes /  Tobacco Use       Tuberculosis (TB)       Ulcers       Venereal Disease       Ot her    ________________ _ _______________ _______________ _   Are you  allergic *   to any of the following?      Aspirin         Codeine        Dental anesthetics        Erythromycin        Jewelry        Latex   gloves       Metals        Penicillin        Sulfa        Tetracycline        Other   _____________________ _ _____________ _______ _____________________ ____________________ _ The above information is accurate   and complete to the best of knowledge.  I will not hold my dentist or   any member of  his/her staff responsible for any errors or omissions that I may have made in the completion of this form.  I unders tand  that it is my responsibilit y   to inform this office of any changes in my medical status.   Patient’s  or Legal Guardian’s  Si gnature   ____________ __ _ _________   Name (print) _____________  Date   __________  


