Date:

Thank you for selecting our dental healthcare team. Dr. Jong and Dr. Choi will

strive to provide you with the best possible dental care. To help us meet all your dental healthcare needs, please fill out
this form completely. If you have any questions or need assistance, please ask us, we will be happy to help you.

Please print:
Patient Information (CONFIDENTIAL)
Name Home Phone
Address City State Zip Code
Date of Birth -y Sex: M UF  Soc. Sec. No
Check appropriate box:  UMinor Qsingle UMarried UDivorced Uwidowed USeparated
Patient’s Employer/School Work Phone
Email Address Emergency Contact{ ) -

Whom may we thank for referring you?

Responsible Party (Ex: Parents, Spouse, Caregiver, Nursing home, P.0O.A, etc.)
Name of person responsible for this account

Relationship to Patient Home Phone
Address

Soc. Sec. No. Birthdate
Employer Work phone

Is this person currently a patient in our office? LYes UNo

Dental Insurance Information:

Name of Insured Relationship to Patient
Subscriber’s Birthdate Soc. Sec. No.

Name of Employer Work Phone

Name of Dental Insurance Co. Group No.

Ins. Co. Address City State Zip code

Do you have additional dental insurance? (dYes LJNo If yes complete the following:

Name of Insured Relationship to Patient
Subscriber’s Birthdate Soc. Sec. No.

Name of Employer Work Phone

Name of Dental Insurance Co. Group No.

Ins. Co. Address City State Zip code

Other side



Medical History:

Do you suffer from any of the following?

Yes No Yes No
1) Are you under medical treatment NOW?.........ccocovuriiiiriiinecnciennnnnne a a High Blood Pressure.....d
2) Have you ever been hospitalized for any Heart attack..........ccuu... Q a
surgical operations or serious illNess?..........ccuvveniinenienienenenennnas = Low blood pressure......d O
3) Are you taking any medication(s) including Heart disease..........c...... a a
non-prescription Medications? .........cccovveeererereenencsiimnnsiensssennne a a Cardiac pacemaker......d QO
If yes, please list all medications you are currently taking: Heart Murmur................ Q a
Rheumatic Fever........... a a
Fainting....oceeveerreceevnevense a Q
ASTAMG..cooenciiniiniinisicnns a a
4). DO YOU:UBE LODNBCCO? ........ ot quisisisems ines isstansddssamassisnest ogddaisi o snvinanas (R EpiIepsy_/ConvuIsions.... g E:

5) Do you use alcohol, cocaine or other drugs? ..........cccocevnivinirnnnn. Q Q Lgukemla """""""""""""
DiabetesS......owruererreereeneee a Q
6) Do you take an aspirin daily? MG Q d Kid i o 0
7) Are you allergic to any of the following: HIIV?ZTDSIseaseS """"""" o 0
Local anesthetics (€X. NOVOCAIN).......ccceeerunrerrirrencrsescecenenenes O 0 by diatioan;;;r.;;; """"" O Q
Penicillin or other antibiotics......cceccvieverevce e, o Qo T E e o O

SUIFA ATUES ovveerrenrrre et Q Q PRI = e
Barbiturates ..o e emsessresess s ers s svesas Q Qa EMPIYSBRL. .. o,
SEAREIVIS ¢ coneeuivotio sessosdoresnmsmesaesesainssnibeidsss isumsdsssiuasnssnssos stsnnnse Q Q Cancer.: """"""""""""" ar Eh
adine BTt S S b o AL S A R e B i H‘epatlt.ls """""""""""""" = E:
ASPUTIN cocettammnetanssbim 70 Bireminnanish snvsiansucisisi igosss sodosasssessos isashas Q Q Ll\{er DR o sas = Q

0 L T T —— S P VPP laint Reglachment...... =

........................................ D D Rtemka, L e ) ) D D
Tuberculosis.....cccecreuennene Q Q

Bj—=Waman-aily Please list any others:

Are you pregnant or think you may be pregnant? .........coccvevuneee. Q Qa
ATRYOUNUISINGR . o odre T igr i s sameeessaismenasesssionsssssddensassss isses dagosdl Q Qa
Are you taking birth coONtrol? ... eiiiieinsniecessisessesnn e a

Dental History:
1) Are your teeth sensitive to hot, cold, sweet or sour liquid/food?
2) Do you feel pain in any of your teeth?
3) Have you ever had difficult extractions in the past?
4) Have you ever had prolonged bleeding following and extraction?
5) Date of last x-ray series is
6) Are you interested in teeth whitening? Invisalign?

Authorization and Release

I confirm that the information | have given is correct to the best of my knowledge. It will be held in the strictest
confidence and it is my responsibility to inform the office of any changes in my medical status. | authorize the dental
staff to perform the necessary dental service | may need. My method of payment will be . | certify
that | am covered by Insurance Company and | assign directly to this dental office all
insurance benefits, otherwise payable to me. | understand that | am responsible for payment of service rendered and
also responsible for paying any co-payment and deductible that my insurance does not cover. | hereby authorize the
dentist to release all information necessary to secure the payment of benefits. | authorize the use of this signature on all
my insurance submissions whether manual or electric. By signing my signature, | have read and understand all of the
above.
Signature: Date:




