PERSONAL AND DENTAL HISTORY

First Name Last Name

Emergency Contact:

Name Telephone Relation
Personal History
Do you use or have you ever used:

Tobacco Alcohol Recreational Drugs

If yes, frequency and duration:

Oral Hygiene Practices (frequency and type)

Frequency of Brushing Type of Toothpaste (fluoride containing)
Frequency of Flossing Mouth Rinse

Frequency of Cleaning Frequency of Dental Check-up
Frequency of Snack (sugar containing) Others (note)

Dental Treatment History (please circle all applied)

Fillings Crowns Extractions Dentures
Root canal(s) Braces Implants Deep Cleaning
Gum Surgery Splint (night guard) Bleaching

Others (note)

Dental Concerns (reason for visit, please circle all applied)

Tooth Pain _ Bleeding Gums Cavities(decay) Missing Teeth
Teeth Loss Teeth Extraction Cleaning/Exam Jaw Joint Noise/Pain
Need fillings Need Crowns(caps)___ Cosmetic (whitening) Others (notes)

Are you anxious to any dental treatment (dental fear)? ~ YES NO
Number of months since last visit:

What procedure was done?
When was last cleaning?
When was last x-ray?
Previous dentist’s name, phone number and practice address (if applied):




MEDICAL HISTORY

First Name Last Name

Date of Birth Gender Occupation

Home Address :
Telephone: Home Work Cell
Email:

Name, telephone and clinic of physician (medical doctor):

Have you had or have you ever experienced any of following condition? Please circle
“YES” or “NO” to ALL questions.

A Heart Condition YES NO I Diabetes | YES NO
B Heart Surgery YES NO J Tuberculosis YES NO
C Valve Replacement YES NO K Kidney/renal Disease YES NO
D Stroke YES NO L Hepatitis/Jaundice YES NO
E High Blood Pressure YES NO M HIV Positive YES NO
F Bleeding Disorder YES NO N Epilepsy/Seizures YES NO

G Asthma/Lung/Respiratory YES NO O Joint replacement YES NO
H Ulcer/Colitis YES NO P Cancer/Tumor YES NO
Answer the following questions as completely and accurately as possible:

1. Are you taking any medication, pills or drugs (prescribed or not)? YES NO

If yes, please list:

2. Do you have a sensitive or allergy to latex? YES NO
3. Are you allergy to any medication or other things (nickel)? YES NO

If yes, please list:
4. Have ever received any blsphosphonates (e.g. Zometa, Aredia, Fasamox)? YES NO
If yes. please list:

5. Have you been under physician’s care in the past six month? YES NO
If yes, for what condition(s):

6. Do you have any disease or condition not listed above? YES NO
If yes. please list:

7. Woman only: Are you pregnant? YES NO

If yes. expected due date:

Patient’s Signature: Date:

Office use only

Dentist’s Notes:

Blood Pressure: Pulse: Temperature: (if needed)




PATIENT REGISTRATION
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

DATE o ‘SPOUSE INFORMATION

NAME NAME

ADDRESS ADDRESS

CITY STATE ZIP CITY C STATE

HOME PHONE # HOME PHONE #

CELL PHONE # CELL PHONE #

BIRTH DATE BIRTH DATE )

MALE FAMALE . MALE -’ FEMALE
MARRIED SINGLE SOCIAL SECURITY #

SOCIAL SECURITY # OCCUPATION

OCCUPATION EMPLOYER '

EMPLOYER BUSINESS ADDRESS

BUSINESS ADDRESS BUSINESS PHONE # EXT
BUSINESS PHONE # EXT DRIVER LIC #

DRIVER LIC # REFERRED BY

REFERRED BY EMERGENCY CONTACT

EMERGENCY CONTACT PHONE #

PHONE # ADDRESS

ADDRESS

PRIMARY CARRIER I have received copies of Dental Materials Fact Sheet
NAME and Notice of Privacy Policies as required by law.
INSURANCE COMPANY .

GROUP # ‘ Patient Date
EMPLOYER

INSURANCE EFFECTIVE DATE Parent or Guardian

EMPLOYEE S.S.#

CONSENT FOR TREATMENT
| hereby authorize doctor or designated staff to take x-rays, study models, photographs and other diagnostic aids deemed
appropriate by doctor to make a thorough diagnosis of (name of patient) 's dental needs. Upon

such diagnosis, | 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. | fully understand that using anesthetic agents
embodies certain risks. | understand that | can ask for a complete recital of any possible complications.

Lastly,| agree to be responsible for payment of all services rendered on my behalf or my dependents. | understand that
payments due at the time of service unless other arrangements have been made. In the event payments are not received by
agreed upon dates, | understand that $10.00 late charge may be added to my account.

Patient Date

Parent or Guardian Relationship to Patient

Yubin Shi DDS 1286 Kifer Rd, Ste 115, Sunnyvale CA 94086 408-720-8988



