PATIENT REGISTRATION
please complete the following information

PATIENT |Date: Phone Home:
Name: Cell
Social Security # Drviers Lic #:
Birthdate: Age:
Male: Female: Child:
Single: Married: Divorced: Widowed:
Work|Company Name: Phone #
Address: City: State: Zip Code:
SPOLISE Name: Phone Home: Cell:
Social Security # Drviers Lic#
Male: Female:
Work)Company Name: e Phone #
Address: City: State: Zip Code:
PARENTS |FATHER |[Name . Phone Home: Cell:
Social Security # Drviers Lic #
Birthdate Age
Work|Company Name: Phone #
Address: City: State: Zip Code:
WiOTHER [Name Phone Home: Cell:
Social Security # Drviers Lic #
Birthdate Age )
Work|Company Name: ) Phone #
Address: City: State: Zip Code:
Mailing Address City: State: Zip Code
Physical Address City: State: Zip Code
(EUFANEE  |Subscriber name: Social Security #
Primary Insurance name:
Group # Phone #
Address: City: State: Zip Code
Secondary Subscriber name: Social Security #
Insurance name: &
aroup # Phone #
Address: City: State: Zip Code
FINAMCIAL |Person or persons financially responsible for the account: Self Parents
i Other Name: Phone #
== Address: Relationship:
Name: Phone #
Address: Relationship:
Name: Phone #
Address: Relationship:

REFERRED TO

Us BY:




CONSENT FOR TREATMENT

I hereby authorize doctor or designated staff to provide an examination, x-rays, study models,
photographs, and any other diagnostic aids deemed appropriate by doctor to make a thorough
diagnosis of my/my child’s dental needs. I understand that it is unprofessional to provide
treatment without an appropriate evaluation and the necessary diagnostic aids.

Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually
agreed upon by me and to employ such assistance as required to provide proper care.

I agree to the use of anesthetics, sedatives and other medication as necessary. I fully
understand that using anesthetic agents embodies certain risks. I understand that I can
ask for a complete recital of any possible complicatjons.

I agree to be responsible for payment of all services rendered on my behalf or my

dependents, I understand that payment is due at the time of service unless other

arrangements have been made. In the event payments are not received by agreed-upon

dates, I understand that a 1-1v29%b late charge (18% APR) may be added to my account.
I further understand that if my account becomes delinquent, I will also be responsible for

collection costs related to my account.

I understand that Dr. Ortega’s office staff will, as @ courtesy, contact my insurance
company regarding my benefits and dental coverage. [ also understand that billing my

insurance company is a courtesy Dr. Ortega’s office will provide.

I further understand that my dental insurance may provide incorrect information to Dr.

Ortega's office. In addition, if the insurance company provides incorrect information, 1
understand there Is no way for Dr. Ortega’s office to know this, and Dr. Ortega’s office

cannot be held responsible for such misinformation.

[ also understand that it is my responsibility to know the benefits and coverage amounts
I have with my insurance plan. Dr. Ortega’s office strongly recommends that I call my insurance

company personally to determine benefits and coverage amounts.

I understand that Dr. Ortega’s office will provide estimates of the insurance company’s
expected payments/compensation; however, I understand that these are only estimates
until the insurance company receives the claim and processes it for payment.

Finally, I am fully aware that any amount my insurance company does not pay is solely my

responsibility.

I understand that there are times when insurance companies will refuse to pay for services rendered until
a member provides information directly requested by them. If additional personal information is requested
by my insurance company, [ understand it is my responsibility to respond to their request within 10 work
days; if I do not supply the information, I will be responsible to pay Dr. Ortega’s office the entire amount
due for services rendered immediately. If [ do respond to the information requested after paying the bill to
Dr. Ortega, her office, as a courtesy, will help complete the insurance billing sa that I may receive my

benefits,
Patient i Date

Witness
Parent or Responsible Party Relationship Patient
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Health HIStO by Form ADA American Dental Association®
" “Today’s Date: ' i America’s leading advocate for oral health

As required by law, our office adheres to written pnﬁ:isa:nd pm:edures to prutzct‘ﬂ'ne privacy of information about you that we create, receive or maintain. Your
answers are for our records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to
this questionnaire and there may be additional-questions conceming your health. This information is vital to allow us to provide appropriate care for you. This office
does not use this information to discriminate.

=

Mame: . ' - B "' HomePhone: mcudeasacode  BusinesyCell Phone: incudeawes code
Last First Niddn { ) ! ) :
Address: City: . State: . Op: : '
iebiiling adlciress . .
Oocupation: Height: Weight: Date of birth: Sz M F
SSE or Patient ID: * Emergency Contact: Relationship: Home Phone: Cell Phone:
T { ) Inelcele s codes ( ]I
If you are completing this form for another person, what is your relationship to that person?
Your Name Relalianship
Dnyuuhwaanynfﬁn:f_nﬂnwhg-dhmnrmﬂﬂm {Chacle DI If you Don't Know the answer to the question) Yes No DK
Active Tuberculosis........... - = i e O00n
Fusmemmughgruwﬂunnamﬁdwaﬁm i » e OO0
Cough that produces blood i e R R OoOn
Been exposed to anyone with tuberculosis G Rt A Ooaao
ffyuumjﬁhmafﬁm#hmabmphﬂeshplndmﬂﬂfwmmﬂmm 3 )
Dental |I'I'fDI'l'ﬂE’[IDI‘I For the following questions, please mark (X) your respanses to the following questions.
sy e e
Duymmmueedm-nnymh:ﬂmrﬂmﬂ O O O Do you have earaches or neck pains? ....... Ogaog
* Are your teeth sensitive to cold, hot, sweets or pressure? ............ ..0 O O Do you have any dicking, popping or discomfort In the jaw? ........ O O O
Does food or flass catch between your teeth? .0 0O O Do vyou brux or grind your teeth? PRCERE SRR e ooOoao
R T T T O im0 O O Do you have sores or ulcers in your mouth? ” ooo
; I-Lawymhadanypumdumugunﬂtmmﬂs?_.._m ......... .0 O O Doyouwear dentures of pamtials? .......oeeeeeessmseees e S oog-
" Have you ever had orthodontic (braces) treatment? ...}, .0° 0 Do you participate in active recreatidnal aCtvities?..........o.wcuuueeee - 020
Have you had any problems assodated with previous dental Have you ever had a serious injury to your head or mouth?......... O O O
TTBAMMIBIEY ... .o ecscereesemessmssasiessssasss s semsmms s st st s sansanamms O O O pate of your last dental exam:
- Is your home water supply fluoridated? ...vrminsnrnens wee 0 0 O \What was done at thet time? .
- Do you drink bottled or filtered water? — O 0o - -
If yes, how often? MMWJWEEHIJUEW Date of last dental x-rays:
Are you currently experiencing dental pain or discomfort? ........... - 0, 00

What is the reason for your dental visit today?

How do you feel about your smile?

R R L T R R T

MEdICa{ iﬂfﬂrmatiﬂﬂ Please mark ) your response to indicate if you have or have not had any of the following diseases or problems.

Yes Mo DK Yes No DK

Neywnuﬂun:hrﬂlemufaphﬁdm?.__ ....... PR e O O O Have you had a serious illness, operation or been

Physician Name: Phone: mcdeascode  hospitalized in the past 5 years? 5 .00D.

' { ) If yes, what was the iliness or problem?
Address/City/State/Zip: :
: mmmmmmmmmm

IR YOU 1) QOO MBIRINT i amiosssionsrssnmiaissssamminiosstens mmsiiansimis .00 O O orover the counter medicine(s)? .g00n:
Has there been any change in your general health within If so, please list all, hﬂ:ﬁumﬁmﬁ.nﬂﬂm:ﬂ'ﬂhﬂim
ﬂﬂmyﬂﬂ_..“f ..... GRS 0O O 0O andior diet supplements:
. If yas, what condition is being treated?

Date of last physical exam:

& 2007 AmMEncEn Teral ADocsTon

Forem 5500
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pam . mes W

{Check DK i'l‘rnu Don't Know the answer to Huqul.tﬂn.'ﬂ J

Yas

Flease explain:

=

e T s S S

EESL N Ty

-

F;I'Eiuer.'.'ari'I'Jﬂjmurmms&tummjfwuhwenrhwenﬂhﬂmyﬂfﬁaﬁﬂuwﬁ?gﬂsHﬁSﬂrpmﬂam
R

e it el il = - Lo 0. S

HIJTE: Both Doctor and pai:leﬂt am mmmagiﬁ %o disciss am my an& alf ra!mrant patlmt fealih issm pﬂurtu treatment.

" | certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health
history and that my dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth
ahave have heen answered to my satisfaction. | will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not

- . 5 T T T T

e TRy A

 take because of errors or omissions that | may have made in the completion of this form.
* Signature of Patient/Legal Guardian:

Date:

| e — S S L B .

T T

o

Comments:

FOR CIJM!FI'.ETI'DH E"l" DEHTIET

L T e 3 S S—— - E

Yoz No DI
Do you wear contact lenses? ...........covvee: .. 0 0O O Doyou use controlled substances (drugs)? OoOag
Jaint Replacement. Have you hadmwﬁmpeﬁtmmijmntthm Do you use tobacco {smoking, snuff, chew, bidis)? ooo
knee, elbow, finger) replacement? .. " -5 0O O Ifso, how interested are you in stopping?
Date: Lf;m,mwuhﬂanymnpumﬁu? - {Cirde ong) VERY / SOMEWHAT / NOT INTERESTED
- Are you taking or scheduled 1o begin taking either of the Do you drink alcoholic beverages?...... 000
mﬁﬂmmwwmm ﬁyu,hmmummmhumdmudﬂnkinﬂmhstzﬁhmﬂ -
for asteoporosis or Paget's disease? e .30 0 O ﬁyu,twummmyuuqﬂm!ardﬂmmwﬂﬂ
. Since 20011, were you treated or are you presently scheduled WOMEN ONLY Areyou:
- to begin treatment with the intravenous bisphosphonates PERIIMIIILT o e it bins et e ine bt R« - (i
(Aredia® or Zometa®) for bone pain, hypercalcemia or skeletal Number of weeks:
camplications resulting from Paget’s disease, multiple myeloma Taking birth control pills or hormonal replacement? ooano
OF MEBSTALC CANCRIT scacrsrsnrssnrsssasmmmssss sesssmses e e I R B T R ik OO0
- Date Treatment bagan: :

_ Allergies - Are you allergic to or have you had a reaction to: Yas Mo DI Yas No DI .
- To all yes responses, specify type of reaction. hetals oon’
Local anesthetics O O O Latex (rubber) OO0
- Aspirin _ .0 O O lodine : Doo
Penidillin ‘or other antibiotics O O O Hayfever/seasonal OO0
Barbiturates, sedatives, or sleeping pills O O O Animals AR e
- Sulfa drugs OO0 O Food Ooogao-
. Codeine or other narcotics A O 0O O Other OO0

- Flease mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
) Yes Mo DK Yes Mo DK Yes No DK
Artificial {prosthetic) heart vahve .....c...ceecceeee. O O 0O Autcimmune disease ...........[0 O [0 Hepatitis, jaundice or
. Previous infective endocardilis .......o.ceene. O 0O O Rheumatold arthrtis ..o 0 0 O Iiver disease e 1 0
Damaged valves in transplanted HEart .......... we 3=0 O Systemic lupus erythematosus. 0 0 O Epilepsy ........ R e
Congenital heart disease {CHD) P i O O O Fainting spells or sefzures.......0 O O
Unrepaired, cyanotic CHD .....oeeveneeee O O 0O Bronchitis .0 O O Neurclogical disorders..........0 O O
Repaired {completely) in last 6 months ... O O O Emphysema. O 0O O Ifyss, spedfy; :
Repaired CHD with residual dafacts ... smsrrrerssssssmmmmnsssssnns O 0O O Sinustrouble.......cocecneee. O O O Sleep disorder...................0] 0O O
Tuberculosis ........o.eecmsensmeness UEIEIMHHIIIMHE__.DDD
e G o SRRk oo rmmeris!  Conatchenabempy e
Radiation Treatment ..........[0 00 0O Recurrent infections.......... Y T e
, Yes No DX ¥as Wo DK Chest pain upon exertion ......00 O O  Type of infection;
- Cardiovascular disease. ......... O 0 0O miral valve prolapse......ue. O O O Chronic pain .0 O O Kidney problems. ... 0 0O O
B O O O Pacemaker .....coees ....-q.EI_'EI'D Diabetes Tvpel or ... O O O Night sweats a Qoo
L — 0 O C Rheumatic fever ..o.veerreeeetd O O Eating disonder....u.cceesrsece. O O O Osteoporosis ooog
* Congestive heart faflure ........ O O O - Rheumstic heart disease........ 00 O O Malnutilion. ... e .0 O O Persistent swollen glands
Damaged heart valves............ O O T Abnormal bleeding................ 00 00 [ Gastrointesting] disease........0 O O inneck OooO
Heart attack ..........ccccrmrrnnnnnnns O 0O O Anemia O O O G.E Refidpersistent s Severe headaches/
Heart MU .......coeeereemeeses O O O Blood transfusion ... O00 bertbun e OO0 0O migraines Ooao
Low blood pressure............. OO0 C Ifyes date; 5 Ulcers 0O O 0O Severeorrapid welghtless.....00 O O
High blood pressure............ .0 0 O Hemophills ..o - O I Thyroid problems......cccs w.d O O Sewmalytransmitted diseas=....0 O O
Other eangenital haart AIDS or HV infaction ..........0 O O Stroke TR O O O Excessive urination................O O O
SRS . i 0 O D Al e.ceeeeesressomsosns e O O GIOUKOMB ceseco e rorsasssremsmens O0oon
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ....... i ooo
- Mame of physician or dentist making recommendation: Phone:
' Do you have any disease, condition, or problem not listed above that you think | ShOUlt KNOW SDOUL? .........cucuuwussmmsmssssmmsaestsssssssrmssssassesssssssssssemnss oDoo
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