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Patient Information
Name: Last

f DISS# I I Driver's License Sex: M_ F_ Age Birth date

Address City State Zip

Home Telephone (_) Work Telephone (_) Cellular Number (_)--

Employer Occupation

IN CASE OF EMER

Home Phone (_)

GENCY, CONTACT: Name Relationship

Work Phone (_)

Whom may we thank for referring you?

Date

First

Dental Insurance
Subscriber's Name ID/SS# Birth Date

Address (if different from patient's)

Subscriber's Employer

lnsurance Co

Occupation

Group #

Relationship to Patient ls patient covered by addit ional insurance? Yes_ No _

ASSIGNMENT AND RELEASE
l, the undersigned certify that | (or my dependent) have insurance coverage with above named insurance company and assign directly to Dr.
Ghotanian all insurance benefits. I understand that I am financially responsible for all charges s,/hether or not covered by my insurance. I hereby
authorize the doctor to release all information necessary to secure the payment of benefits. I authorize the use ofthis signature on all insurance
submissions. I also understand that all payments of seNices rendered are due upon cwmen@ment.

Responsible Party Signature Relationship Date

Office Policy
lf unable to keep any appointments kindly give 24hr notice otherwise we reserve the right to charge $50 per half hour for time appointed.

Responsible Party Signature

Dental History
Reason for todav's visit

Former Dentist
City/State
Date of last dental visit

Check if you have had any of the following:

Bad Breath Yes No
Bleeding Gums Y e s _ N o _
Cigarette, pipe or cigar smoking Yes No _
Loose teeth or broken filling Yes _ No _
Periodontaltreatment Yes No
Sensitive to cold, heat or sweets Yes _ No _
Sores or growth in mouth Yes _ No _

Date of last dental x-rays How often do you floss/brush?



Health History
Physician's Name

Anemia
Arthritis, Rheumatism
Artificial Heart Valves
ArtificialJoints
Asthma
Bruise Easily
Blood diseases
Cancer or Tumors
Chemical Dependency
Chemotherapy
Circulatory Problems
Congenital Heart Lesions
Contact lenses
Cough, persistent or bloody
Diabetes
Emphysema
Epilepsy / Faint ing
Glaucoma
HIV/AIDS
Headaches
Hea$tMurmur
Heart Problems
Hepatitis Type _
Herpes
High Blood Pressure

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Date of last visit

Are you pregnant?
Are you nursing?
Taking birth control pills?

Allergies:

Check if you are allergic to

Aspirin Yes
Barbiturates Yes
Codeine yes

lodine yes

Latex Yes
Penici l l in Yes
Sulfa ye s
Other

NOteS: (Do not write below)

Yes No
Yes No
Yes No

No
No
No
No
No
No
No

List and date al l  surgeries, hospital izat ions and medical condit ions not l isted above:

Have you had any of the following:

Hemophil ia Yes
Jaundice Yes
Kidney Disease Yes
Liver Disease Yes
MitralValve Prolapse Yes
Pacemaker Yes
Psychiatric Care Yes
Radiation Treatment Yes
Respiratory Disease Yes
Rheumatic Fever Yes
Shortness of Breath Yes
Sinus Trouble Yes
Stomach/Ulcer Yes
Stroke Yes
Swelling of Feet or Ankles Yes
Swollen Neck Glands Yes
Thyroid Problems Yes
Tonsi l l i t is Yes
Tuberculosis Yes
Venereal Diseases Yes
Weight Loss, unexplained Yes
Have you ever taken any
of the drugs referred to as
"fen-phen". Yes

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

List any medications you are currently taking and their correlating diagnosis:

The information provided on both sides of this sheet is accurate and complete to the best of my 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
completion of this form.

Patient's Signature

Doctor's Signature

Date:

Date:

DO NOT COMPLETE:

Changes

Changes

Changes

Changes

Changes

Changes

Dr.

Dr.

Dr.

Dr.

Dr.

Dr.

Date

Date

Date

Date

Date

Date



Patient Acknowledgment of receipt of Dental Materials Fact Sheet

I . , acknowledge that I have received from
pallenl name

a coDV of the Dental Materials Fact Sheet
denttst or den(at off ice name

Patrent  Signature

The following document is the Dental Board of California's Dental Marcrtals Fact Sheet. The Deparunent of
Consumer Affairs has no position with respect to the language of this Dental Material Fact Sheet: and its linkage
to the DCA web site does not constitute an endorsement of the content of this document.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTIGES

**You May Refuse to Sign This Acknowledgement**

l, have received a copy of Dr. Ghotanian's off ice's Notice of Privacy Practices.

{Please Print  Name}

{S ig natu re}

{Date}

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

n Indiv idual  refused to s ign

tr Communications barriers prohibited obtaining the acknowledgement

tr An emergency situation prevented us from obtaining acknowledgement

tr Other (Please Specify)


