Welcome

We arc pleased to welvoms you 10 our practice, Pleasc take a Few minutes to fill out this form as complsiely as.you can,
If you hawe guestions we'll be glad to help you,

Patient Information

Mame - L 200, Bad. k. .

Last Name First Nama
frefers to be called ==~ o Male Female o
Rddress i e
City State . 1 » E-mail

Homs Telephones |( 1 =

Patient Employed by:

__Cell/pager 4 | i -

Occupatlon

Business Address

Business Telephone { ) i

Birth date [(M/D/Y) | 3ing

Motify In Case of Emergency

le [] Marrlecd D Divorced r_]_'ii!_i.daf.ved

Tal:l 3} -

Whom May We Thank For Referring You?

R e L ——

Primary Insurance / Person Responsibla for Account []

Paraon Responaible for Account

Last

Name

First Name
Balatieon to Patient Birth date S0C. Sec.k_
Bddress (if different from Patisnt) F— Heme FPhone i
<7 = T ualding S adsenede State " Bip E-mail sy
Home Telephone | I - Business Telephone | ek o, e sl
Insurance company name Fhone () = Croup 4 g
Hame of other dependents under this plan B B
Is patient covered by additional Insurance? Yas bl
Consent
I herby avthorize Dr. Nipa Mehta D.0.5. andfar desighated staff to rake study modals, phatagraphs,
and other diagnostic aids.

Upoli such diagnosis, I authorize the doctor to pecform all
by me amd to such assistance as required to provide praparc

I wgree to use of anesthetics, sedstives, and other me
using anesthetic agents embodies certain risks, T und
of any possibls complicakbions.

I have read and understeod the Depbal Material Fact Sh

Patient Signature ¥

recommended treatment mutually agreed 1pon
Care.,

dication as necessary. 1 fully understand chas
erstand that 1 can ask for & complete rucital

et dated Oct 17, 2001,

Parent/Responsible Part's Signature X

————— e e




Additional Insurancsa O

Subscriber P 2
Last MName First MName

Relation to Patient. .. i . Birth date S0C. Sec.# i

Address (if diffarant froWm Pitient) 3 Hema Phone[ | -

City ‘Btate Zip B-mail

Homas Telephone | ) & - Business Telephone | )} -

Parson Besponsible Employed by: : Socoupation it M i

Insurance COMDANY namne Phone ;.

Group # E: Subscriber & .

Hame of -:;{E-;E:":-j;ﬁdeﬂtg nnder this plan

Insurance Assignment of Benefits Agreement & Financial Policy

We are committed to providing you with the highest quality dental carz using only the best material and technglogy available in the market today,
We are 2leo commited o providing you with up-to-date infarmation and educationsl focls so that you may fully particinzta i maintaining eptimum
aral health. Our financial poliey is intended lo facilitats excellznt servica Yo you whils minimizing our administratie costs, All charges you ncur
are your responeibility ragandiess of your insurance coverage. We must smphasize that as your dental care provider. our relationship is with you,
cur patiant, not wih your insurance company. Your msutance policy i a coniract between you, your employer, and the Insuranee company. Our

cffies b not a party to that contract, If paymant from your insurance company i net received within B0 davs from date of sarvica you will be
expacted to pay tha balancs in full

+  As a eourtasy to you wea will help you process all your msuranca claims. ¥ou may disect your insurance company 1o pay your benafits
directly to our offiee by signing the authorizstion on the Assiznment of Benafits Agreemenl. In order for our office 1o file yaur
msurance claim, you must bring 3 completed dental insurance form or proof of insurance at sach sppaintment. Paymant is duz at the
fime sanich & provided. Our offica accepts zash, parons] chacks, MesterCard, and Visa, Outside finanding is available through
Crantal Fee Plan upon request and approval,

+ ANl Medical/Dental records end X-Rays are properties of this office any costs fo transfer to
another practitfoner will Incur a duplication fee of 325, ! un thare will

fea

for any missed ntments wi ur r notice. | understand

that the cancellation of scheduled appointment for Denial Cleaning may result in havinc
fo miss a or six. ntment.

*  Inihe evant of retumed check an additional amount of 515 for processing will be charged. We cannot accest a personal or business
chntorephmM&‘Fm:_P:manHurﬂbemmﬂﬂmtdisﬂpmsiEMh-peidhcﬁ,mhmmm,ﬂrmmm.
The NSF is charged for any reasen such as insufficient funds or closed account. Balancas older than &0 days may be subject to
collection fees and finance charges at the rate of 1.5% par month (18% annually). IF vou have any guestians fesarding our financal
policy, ple=se ask. We are committed (o providing wou with the mast positve experisnce in dental sare.

Qur office will accept an assignment of banefits from your insurance company with the following previsiens. 1 i irmpartant to underatand, though,
that the contract regarding your dental benefis is betwean you, your employer, and your insurance compary. The obligathon you hawe with aur
practice is lo pay for treabment, regardiess of the amount that may or mey not be reimbursed by your insurance company. The following
provisions dentify our policies governing insurance claima:

. require Co=paym which s the ount covered our
insura m at rovide e fo yo

*  [Insurance payments ordinarily are recsied within 30-80 days from the
rayment ta our office within 80 days, we will ask you 1o pay the baten
reimburaement from your insuranca company at that time.

#  Our office dees not guarantes that ¥aur inzurance company will pay for estment you recshe from our practice. We perforn routine
insurance billing procedurss upon verification of cowerage.

Howawar, if your claim is deniad, will be responsible ing the full
amaunt at that time, o= Gz

= Qur offica wil net enter into a dispube with your Insurance company over any claim, sMhough we will provide necessary
documentation your insurance company requests to sort out 21y confusion or questions fat may arise, We will socperate fully with
Hee regulations and requosts of your Inaurance company. it s ulimstely your responsiniEty to resoklve any type of disnute ouer
payments made or nel made by your insurance carmpany.

= Although e are wilfing to complate Insuranca information forms and submit a
for the outcome of the transaction. Complating ingurancs forms ls 8 eourte

insurance reimbursemant, By having our office procsss your insurance farms,

tirme of biling. I your insurance company has not made
e due ot that time. You will be respansible for sesking

claim on your behall, we do nat Bocapt responsibility
gy Wi extand bo you I an effort to maximize YOur

it i8 impartant that you understand thet this dess fat
elirminate your financial abligation for your beatmant.
s I have read and understand the above terms and conditlons. | arthorize my insitrance company fo me dantal benefits
directly to the doctor. e
Prirtt Marme Slanaturs of PatisntRezponzible Paty Date -
Dipa Mehta D.D.5.

Tel: (408) T32-0220



Iﬁ.mqg HWmma MEDI“L H-Ismn?

Prilam m:r.uunt-H-.‘l. T al Blart

1. Have you baen under the caie of & medice! docior duing te pash wo year?.

......................................... e Mo
1 yee, for whal?
Physician's Narme Phona
Addrass City Slaw ap
& Hava you lmken any medization o drage during the past wa years? g . - S "
3. Ara you tang any medcation, drags o plls now, incdud ng '&gl.l.-_rn:::aagesdaspirn? i e o 2 LA G T R R Ha
IF yez, pease lisk nane and cosage
4. Hava you evar taken prescnplion medications far weight iosa (diss pilk]?. . .. Yes Mo
If pes, dd you take any of the faliowing: et hia Fan-2ran [Farihmmme—ﬁr'antgr'm"a}
e M3 Pordimen (Fentlramina)
s Ha Radux (Defenfliramine)
14 pes to gny ol tFe ebove, did vou hava amedicel resm for Weet Bess® R e .. Yes Mo
5. Ane you aearna ol Rewicg et aliargic for adwarse) maclion o ary rredu;ﬂmu.smslama .¥=s Mo
1 yes, pease list
Hawe you been 8 patiet i1 he hospital dudng 118 past fve vBEMaT.. . ... .. Yeg  No
. Inzcabe which of the Tollawing yeu Rawe lid. or havs 2t present. Cinda “yes® o “ra” 1o aasn i
Heast [Surgery, Cisease, Mack) .. Yes Ko 1] " ORI, | S . Fipalilis A (nlecipus] B (sarum]... Yea Mo
Chezt Pain . . Wea Mo Digbetas. ... ...........,... Y& Ko \Vonersel Dizeass co..¥es  Ho
l’,:angerrmlHaarlljls.aErsa oo Weg o Moo TryrcidProblems. . Yes Ko AIDS................. Yes Mo
Haart kurmur . svrpvieocrens 108 N ORIDGRNAL v e Yis  ho HIY. Positive. .. ................. Yes Mo
Hgn Blood Pressare. .. ... W5 Mo Condacikerses.. .. ... .. .. Yes ho Cod SoepsFeverBislers. ... .. Y& No
bilra Valve Pralapes. . ... Yee  Na Empryaems Veveee... T Ko Blopd Tianefualon ... ..., . Yug  Mw
Aopilicial Hean Yelve Yes Mo Chronie Cowghe. ... oL L Yes Herophifa. . ............ Lo es Yo
Haart Pacemake: . ... ......... Yes Na Tibersubass. . ....... .......Yas ha Sickle Coll Dizeasa. .. ........... Yes Mo
AreumaticFemr ................. Y85 Na  Asthma...................... Yaz  ho Bruisg Eagly....................... Ye5 No
AthitsAbaumatism........... Yes Ma  HayFeer R T LvorDigpgse..................... Y& MO
Cartisora Medicine............... Yes Ma Lalgx Sangiivity. .. .. ... oo Wee  ha Wabow daundios. . ..., ... Yas Mo
Swolen Ankies................... &2 M3 AlemiescrHives,. ..., ... Yas o Mawologoal Dieorders. ... fes Mo
L2 R S Yeu Mo SiwaTroube ................ Yes o Epiepsy or Seizurss. . .. U T
Oigt [SpecalPesriced). . .. Yes Mo RadizvonTherapy . .., .. fes Mo FainingorDimzySpells. ... Yes Mo
Adificial Jaoinfs (hip, knoe, ete)l ... Yes Mo Chesnallgsgpy. o0 oo Yy B Morvousidngous | W ... 'feg ]
K pney Troubs ; ik B TAWTORR... o, o iidemin e aE o Na F'::,n;hm::'Psg.-d-uluglnaj Care Ciee Na
E. [ayou use rr::remanm-npllm-.-sh:slea:'«‘ - R S AR N0 0 S B ‘I'H Mo
9. Have you Iusfurganadsrumﬁ'mn‘ll:lpoumsmﬂ'rapaslysar’ bt A S TN A I S s ety B
0. Dz you hasa or heva yau had any dseass, cuwﬂhwnr:mh‘amnmrslud' e R A T s S s A o
INyes, pleasa list:

11 Womsn, A you Pregrand?  Yas,_ Momhs Ho  Mursing?  Yes Mo Teking birth control pllls? Yas  No
I understand the abovs information s necessany 1o provide me with dantal cera in & safe and efficiant manner. | have
answersd ah questions to tha bast af my knowledge. Showid furthar information be readed, you have my permission ta

ask ihe respaciive health care provider or agency, who may rafease such information to o, | will notify the doctor of
change in my haaith or madication.

Patient/Guardian Signawrg Crate

Histary Aeview

Daritist Sugnsturs Oag




DENTAL HISTORY

Patient Account Me. Medical Alert

Welcome! So that we may provide you with the best possible care
Dlease complete botb sides of this medical/dental bistory Jform.
All information is completely confidential.

What Is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-rays
What was done at your last dental visit?

Previous Dentist's Name

Does food tend to become caught in between Difficulty in opening or closing the mouth?  Yes  No

your teeth?  Yes Difficulty in chewing on either side of the mouth? Yes No

If yes, whera? Headaches, neckaches or shoulder aches? Yes No
Sore muscles (neck, shoulders)? Yes No

Address State Zip
Telephane
How often do you have dental examinations?
How often do you brush your testh? How often do you floss?
What other dental aids do you use? (Interplak, toothpick, etc.)
Do you have any dental problems now? * Yes No
If yes, please describe:
Are any of your teeth sensitive to: Have you ever had:
Hotorcold? Yes No Orthodontic treatment? Yes No
Sweets? Yes No Oral surgery? Yes No
Biting or Chewing? Yes No Periodontal treatment? Yes No
Hava you noticed any mouth odors or bad tastes? Yes No Your testh ground or the bite adjusted? Yes No
Do you frequently get cold sores, biisters or A bite plate or mouth guard? Yes No
any other oral lesions? Yes No A serious injury to the mouth or head? Yes No
If so, please describe, including causs
Do your gums bleed or hurt? Yes No
Have your parents experienced gum disease
ortocthloss? Yes No Have you experienced:
Have you noticed any loose teeth or change Clicking or popping of the jaw? Yes No
inyour bite? Yes No Pain? (joint, ear, side of face) Yes No
No

- Do you:
Clench or grind your teeth while awake or asleep? ~ Yes
Bite your lips or chesks regularly?  Yes

Hold foreign objects with your testh?
(pencils, pips, pins, nails, fingemails) ~ Yes
Mouth breathe while awake or asleep?  Yes
Have tired jaws, especially in the moming?  Yes
Smoke/chew tobacco?  Yes

Are you satisfled with your teeth's appearance? Yes No
Would you like to keep all of your teeth all of your ifs?  Yes No

Do you feel nervous about having dental reatment?  Yes  No
I so, what is your biggest concern?

E§585% 8%

Have you ever had an upsetting dental experience? Yes No
If yes, please describe

Is there anything else about having dental treatment that you would llke us to know?

Yes No
If yes, please describe

(Please complete other sida)”
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