Patient Information Sheet Office:

Patient Information Patient Name:

Language: OEnglish [OSpanish Gender: OFemale OMale
9tag o pans i , Chart # Date:
Marital Status: OSingle OMarried ODivorce OWidowed [OOther —

Name: Primary Insurance Information
Address: Insurance Type: OONo Insurance OHMO OPPO/Indemnity CDenti-Cal
City: State: Zip: Plan Name:
SSN #: Date of Birth: Address:
Home #: Work #: City: State: Zip:
Cell #: Texting OK? [OYes [ONo Phone #:
E-Mail Address: .
Preferred method of communication Ingetrgnee 10 Policy # /Giroup #
[0 Home Phone [0 Work Phone [1 Mobile Phone [1 Email Subscriber’s Information (Primary Member)
Responsible Party Relationship to patient: O0Self COResponsible Party OSpouse COther
Relationship to patient: OSelf OGuardian/Parent OSpouse COther Gender: OFemale OMale
Gender: OFemale COMale Name:
Name: Address:
Address: City: State: Zip:
City: State: Zip: SSN #: Date of Birth:
SSN #: Date of Birth: Employer:
Home #: Work #: .
Ssoll Texting OK? Cves DN Secondary Insurance Information
e exiing DR¢ Lives LiNo Insurance Type: CINo Insurance CJHMO CIPPO/Indemnity CIDenti-Cal
E-Mail Address:
Plan Name:
. Address:

Employer Information City: S~ -
Employment Status:O0Employed OStudent ORetired OUnemployed iy: ate: p:
Employer/School Name: Phone #:
Occupation: Insurance ID # Policy # /Group #
Address: Subscriber’s Information (Primary Member
City: State: Zip: Relationship to patient: OSelf OResponsible Party OSpouse COther
Phone: , How long?  Year(s)  Month(s) Gender: OFemale OMale

Name:
Relationship to pati tEg;r er."?bl %ontaggh Address:
Ge adlonscll;; (o] pzli Ie;w | esponsible Party ther City: State: Zip:
ender. Hremale Hale SSN #: Date of Birth:

Name:
Address: STy
City: State: Zip: How did you hear about us?
Home #: Work #: O 1-800-Dentist O Flyer/Ad O Insurance /Plan Referral:
Cell # O Sign/Building O Marketing Representative:

O Yellow Pages O Employer 0O DDS Referral:
Phvsician Name Phone #: O Family/Friend 0O Website O Other

I hereby certify that the above information is accurate and may be relied upon for granting credit and providing dental services. | understand that | am financially responsible for
the charges not covered by or paid for by my insurance company. | hereby authorize payment directly to this professional dental corporation any insurance benefits otherwise
payable to me. | understand that | am financially responsible for any charges not covered by this authorization. | authorize release of any information relating to any dental
claim or claims.

Signature of Responsible Party Date
(Parent or Legal Guardian if patient is a minor)

Patient Information Update *Update is noting no major change in Patient Information
Date Signature Comments




) Montebello Children's Dentistry
Patient name: 235 E Beverly Bivd

Chart#: Montebello CA 90640
Phone: 323-597-1195 Fax: 323-597-1176

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT AND CONSENT
SECTION A: PATIENT INFORMATION

Patient Name

Street Address Social Security Number

City, State, Zip Code Telephone
SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health
information to carry our treatment, payment activities, and healthcare operations.

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to
sign this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of
the uses and disclosures we may make of your protected heath information and of other important matters about our
protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and
completely before signing this Consent.

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. Such changes may
apply to any of your protected health information that we maintain. If we change our privacy practices, we will revise the
Notice of Privacy Practices and make the new Notice available upon request.

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation
submitted to the Privacy Officer listed at the end of the Notice of Privacy Practices. Please understand that revocation of
this Consent will not affect any action we took in reliance on this Consent before we received your revocation, and that we
may decline to treat you or to continue treating you if you revoke this Consent.

SECTION C: PATIENTS OR REPRESENTATIVE SIGNATURE

I, , have received a copy of this office’s Notice of Privacy
Practices. | have had full opportunity to read and consider the contents of this Consent form and the Notice of Privacy
Practices. | understand that, by signing this Consent form, | am giving my consent to your use and disclosure of my
protected health information, or the protected health information of the patient | am representing**, to carry out treatment,
payment activities, and health care operations.

Signature Date

**If this Consent is signed by a representative on behalf of the patient, complete the following:

Patient's Name Relationship to the Patient

SECTION D: REVOCATION OF CONSENT

****ONLYSIGN THIS SECTION IF YOU WISH TO REVOKE YOUR CONSENT****
| revoke my Consent for your use and disclosure of my protected health information, or that of the patient | am
representing, for treatment, payment activities, and healthcare operations. | understand that revocation of my Consent
will not affect any action you took in reliance on my Consent before you received this written Notice of Revocation. | also
understand that you may decline to treat or to continue to treat me, or the patient | am representing, after | have revoked
my Consent.

Signature Date
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HEALTH HISTORY
HISTORIA DE SALUD

CHART NO.

PATIENT NAME (NOMBRE):

DATE OF BIRTH (FECHA DE NACIMIENTO):

SEX (SEXO): E}B—IEIGHT (ESTATURA):

DATE (FECHA):

WEIGHT (PESO LBS):

IAnswer all questions and fill in blank spaces when indicated. Answers to
the following questions are for our records only and will be strictly

Conteste todas las preguntas y Llene los espacios en blanco cuando se
impliqué. Las contestaciones a nuestras preguntas son Ginicamente para

iconfidential. nuestros archivos, y se consideran confidenciales.
Yes No Si No
1. Are you in good health? ..o, [0 [ . ¢Esta usted en buena salud? ........... ... OO
2. Has there been any significant change in your general 2. ¢Ha habido cambio de su salud durante el Gltimo afio
health within the past year? ... e M O pasado? ............ O O
My last physical was on Mi ultimo examen medlco fue en
3. Are you now under the care of a physician? ................... [] [] |3. ¢Esta ahora bajo atencion médica? ................................. OO
If so, what is the condition being treated Si es asi, que enfermedad se esta curando
The name and telephone # of my physician is El nombre y # de teléfono de mi médico es
Please list any medications you are taking: Por favor detalle cualquier medicamentos que esta tomando:
4. Have you been hospitalized from a serious iliness or 4. ¢ Ha estado hospitalizado de una enfermedad seria u
operation within the last 5 years? .......................... 1 [J| operacién dentro los tltimos 5afios? ......................c.... [ O
If so, explain Si es asi, explique
5. Do you have or have you had any of the following 5. ¢, Tiene o ha tenido alguna de las siguientes enfermedades
diseases or problems: 0 problemas:
A. High or Low Blood Pressure? ... ..... O O A iAltao Bajapresion arterial? (sangre) ....................... OO
B. Heart Conditions: Damaged/Artlf icial heart valves B. ¢ Enfermedad del Corazén: Valvulas artificiales o
Cardiovascular disease, murmurs, coronary dafadas, insuficiencia cardiaca, oclusién coronaria,
insufficiency/occlusion, stroke, heart lesions or 0O 0O arteriosclerosis, sincope, Lesién cardiaca o Mitral 0O
Mitral Valve Prolapse? ........... Valvula Prolapso? .....
+» Do you have pain in chest upon exertlon’7 T, O O +¢ Tiene dolor en el pecho cuando hace esfuerzo'> Ol L
« Are you ever short of breath after mild exercnse’> OO +i Le falta el aire después de hacer algun ejerC|C|o'7 O O
+ Do your ankles swell? .............. O O +¢,Se le hinchan los tobillos? ......... ... . ]
+ Do you get short of breath when you I|e down or do ¢, Cuando se acuesta, le falta aire para resplrar 0 Ie
you require extra pillows when you sleep? .. . O 3 faltan mas almohadas para dormir? .............ccccveeeenne O O
C. Do you have a cardiac pacemaker? ......................... LJ C. ¢ Tiene un marcapasos cardiaco? ...............ccoeveeivennnn E E
D. Do you have Rheumatic Fever/Heart Disease? ......... || 3 D. ¢ Fiebre/Infeccion reumatica del corazon’P T
+ Sinus trouble? ... L +¢,Problema de sinusitis? ................coi L] L
E. Asthma? .......... . O O E¢Asma?....... E E
F. Hives or skin rash? .. e M 3 F. ¢Ronchasosarpulhdo’7
G. Fanntzngspellsorseuzures?............,...A......{.,....‘..... | G. cDesmayosysudoresoataques'? e O
H. Diabetes? ............ ... O Ol H iDiabitis?............. . g O
» Do you have to urlnate (pass water) more than 6 +¢,Orina usted mas de sels veces por d|a7 ...................... O O
timesaday?............ E E
« Are you thirsty much of the time? ... - +¢, Tiene sed la mayoria del tiempo? ... P I I
I. Hepatitis, jaundice or liver disease? .................cccc...... (1 [ I. ¢ Hepatitis, ictericia o enfermedad del hlgado’? o g O
J. Arthritis? ............. NEEE J. G Artritis? ... OO
K. Inflammatory theumatism? (Swollen jOIntS) SO O K. ¢ Inflamacion reumatica? (coyunturas inflamadas) - L] L
L. Stomach UICEIS? ... oo [ ] L. ¢Ulceras estomacales? ...
M. Kldneytrouble’?..._____......_....4_4_.“‘_,‘,____,___________,m ﬁ || M. ¢ Enfermedad del rifidn? .............ccoviii @ E
N. TUDErCUIOSIS? ... ... e e | | N. ¢Tuberculosis?.....A....‘.,“,‘.‘....,....,..............‘.,......‘.
0. Anemia? ........... e O O. (Anemia? ........... . g
P. A persistent cough orcough wpblood? ... O O P. . Tos persistente o tos con sangre? ........... e
* Do you have prosthetic hip or joint prosthesis, +¢, Tiene cadera o conjuntara prostética, |mplantes
implants, bone plates or pins? ...................... 1 O placa de hueso ir tornillos? ... O 0O
If so, what Si es asi, que
6. Have you had abnormal bleeding associated with previous 6. ¢ Ha sangrado anormalmente, cuando una extraccién
extractions, surgery, ortrauma? .................................. O o dental, Cirugia o trauma? ..........ccccoviiiiiiicciicece O d
« Do you bruise easily? .............. ... O 0O -:semoretea su piel faCIMENtE? ..ocvoveveeeeeeereeee. OO
* Have you ever required a blood transfu5|on'? O O * i, Ha requerido transfusion de sangre? .........c.ccccceveevnne. O O
if so, explain Si es asi, explique
7. Have you ever taken Phen-fen? ... ... ... 1 [J[. ¢Hatomadousted Phenfen? ... ... ... ............... d O
B. Do you drink Alcoholic Beverages? ................c..ceeeee.. ] []]8 ¢Usted toma tragos alcohélicos? ... [ [




Yes No Si No
9. DoyouSmoke? ... [ P ¢Usted Fuma? e [0 O
If so, how much Si es cierto, cuanto
10. Have you had surgery or x-ray treatment for a tumor, 10.¢,Ha tenido cirugia o rayos x para tratar algan tumor,
growth or other condition of your mouth or lips? creco, u otra enfermedad de la boca o labios?
11. Are you taking any of the following: 11.Esta tomando los siguientes medicamentos:
A. Antibiotics or sulfa drugs? ................................... [J O A. ¢ Sulfamidas 0 antibiGticoS?.......ccceveiviiciciicie 1 O
B. Anticoagulants? (Blood thmners) O Od B. ¢ Anticoagulantes? (aclarar la sangre)..............ccccocveua... 1 O
If so, what Si es asi, que
C. Medicine for high blood pressure? O O C. ¢ Medicamento contra la alta presion?..............cccce...... 1 O
D. Cortisone? (Steroids)...................‘.4..,.................. O O D. ;Cortisona? (esteroide) O
E. Tranquilizers? ... [0 [ E ¢ Tranquilizantes?...........ccoeee. |
F. Antihistamine? ............ ceves ] [ F. ¢ AntinistaminiCo?. ..ot 1 O
G. Insulin, tolbutamlde (orlnase) or s:mllar drug’7 e 0 O G. ¢Insulina, tobultamida o drogas similares?......................
H. Digitalis or drugs for heart trouble? .................. [ [ H. ¢ Para enfermedades del corazén?............c.ccoovvevennn. 3 B
I. Nitroglycerin? ........... 1. ¢ Nitroglicerina?........ccccvevviieeeeeeeeeeeee e, 1 O
J. Oral contraceptive or other hormonal therapy’? e B E J. ¢ Anticonceptivos orales u otra terapia hormonal? .......... 1 O
K. Biphosphanates or any other bone cancer K. ¢Biphosphanates o cuaesquiera otras medicaciones
MEediCatioNS? ........coiviiiiiiccccce e O O del cancer de hUESO? ........oovviiiiiieeee e OO
12. Are you allergic or have you reacted adversely to: 12. ¢ Esta alérgico o ha reaccionado adversamente a:
A. Localanesthetics? ... I O A. jAnestesia local?.........coooiiiiiiiiiiec 0O O
B. Penicillin or other antlbvotlcs’> e O O B. ¢ Antibiéticos 0 penicilina?...........ccccoviiiiiiiii O O
C. Barbiturates, sedatives or sleepmg pllls’7 o g & C. ¢ Barbiturico, sedantes o pastillas para dormir?................ O O
D. Aspirin or Sulfa Drugs? ............occovceceeieeee. 1 [ D. ¢Aspirina ir Drogas con solfas?..............ccccoeeerereerrnnnn, 0O
E. lodine? ........... B E EYOUO?. e B B
F. Codeine or other narcotlcs’? R F. ¢Codeina u otros narcoticos?............ccccovvveiiicicincieien,
G. Latex or rubber products? ... L] [ G. ¢ Latex o productos de hule?...........c.cooovvvvoeeeeeeee. OO
H. Other H. Alguna otra
13. Have you had any problems or serious trouble 13. ¢ Ha tenido algun problema después de haber tenido un
associated with any previous dental treatment? ............. [1 [ tratamientodental? ... O
If so, explain Si es asi explique
14. Are you employed in any situation which exposes you 14. Esté trabajando o esta en una situacion donde esta
regularly to x-rays or other ionizing radiation? expuesto regularmente a radiografias o alguna otra
e [ T forma de radiacion? ........... U Il
15. Do you have, or have you had personal contact with 15.¢ Usted tiene o ha estado en contacto personal con
anyone who has the following? (please circle) alguien con lo siguiente? (por favor de circular)
[C]A. Herpes B. Hepatitis CJ A Herpes [1B. Hepatitis
C.TB D. AIDS C. Tuberculosis D. SIDA
E. Venereal Disease [ _JF. HIV E. Enfermedades Venéreas F. HVI
16. Are you pregnant or think you mightbe? ................... [] [ |16. ;Esta usted embarazada o piensaque si? ................... [1 [
17. Are you nursing? .......... ... [ [ON7. iEstad amamantando (dando pecho)? .......................... [[] []
18. Do you have any other medlcal mental or physwal 18. ¢ Tiene usted alguna otra enfermedad o condluon no
problem/condition not listed above? (Autism, Down'’s mencionada anteriormente? (Autismo, Sindrome de
Syndrome, etc.) ..o [ OO DOWN, €1C.) oot [ O
If so, explain Si es asi, explique
| have filled out this Health Questionnaire completely. | have advised Yo he leido lo de arriba y he contestado este cuestionario de Salud
you of all medical problems of which | am aware. | further certify that I, totalmente. He dado a conocer todos los trastornos de que conocimiento.
the undersigned, consent to the performing of x-rays, examination and Ademas certifico que yo, el que firma, presto mi consentimiento para que
Whatever dental treatment may be agreed upon to be necessary or hagan el uso de rayos X, reexaminacion o cualquier tratamiento dental
ladvisable. que sea de acuerdo o aconsejado.
SIGNATURE OF PATIENT DATE FIRMA DEL PACIENTE FECHA
OR LEGAL GUARDIAN
Medical Clearance required: __Yes _ No
SIGNATURE OF DOCTOR (Firma del Doctor) DATE For:
Update to medical history/Actualizar* Historia de salud --- *Update to noting no change in Medical History. Actualizar es notar ningun cambio en la Historia De Salud.
DATE/FECHA COMMENTS/COMENTARIOS PATIENT SIGNATURE/FIRMA DEL PACIENTE DR. SIGNATURE




