Carol L. Daderian, D.D.5.
32272-C Camino Capistrano 5an Juan Capistrano, Ca. 92675 (949) 661-3594

The following confidential information is for our records only:

Patient Information

Patient's Name Birth Date Male / Female
First Middle Last
Address : City State _ ZipCode
Home Phone Cell Phone Social Security Driver’'s License
Emplover Business Phone I
Business Addrass Clty State fZipCode
Emergency Contact Phone
Emall How were you referred to this office?
Responsible Party
Name Name of Spouse
First htiddle Last
Address (if different) City * State Zip Code
Home Phone Social Security # Driver's License #
Employer Business Phone
Business Address City State ___ ZipCode ______

Relationship to Patient

Insurance Information
Do you have dental insurance? Yes No

Insurance Company Name Group #

Insurance Address

Insured’'s Mame Insured’s Birthdate :

Insured’s 1D #
| understand my dental insurance is a contract between my insurance company and me. Any amount nat paid
by my insurance company is due and payable by me.

|}

Signature Date




Carol L. Daderian, D.D.5.

32272-C Camino Capistrano San Juan Capistrano, Ca. 92675 (949) 661-3594

MAME DATE OF BIRTH
HEALT Y
Are you'in gﬂu-d health? ... NOREPRPNRTRPUTRPROROROIL e | | - | i
Are you having dental paln ar ﬂlsmmfurt at 1.1115 tlme? ....................................... Yes Mo
Have you been a patient In the hospital during the last two years?....oeenn Yes _ No
If o, what for?

Are you under the care of a physician? Yes MNo___MName
Physcian Telephone # If g0, what are you being treated for?

Are you now taking any medications or over-the-counter drugs or herbs?........eYes __ No
If 5o, please list:
Are you sensitive or allergic to any medications or anesthetics?........coovevnie Y85 NO
If 50, please list: :
Have you had problems with prior dental treatments?......cccoecmniiccinscccnnaa Y85 MO ___
If 5o, what happened?
Have you ever taken Bisphosphenates, such as Fosamax or ReClast?...covecnssiniicnnneaYes _ No
If yves, when?
Have you been exposed to the HIV virus or AIDS?.......vnmmunenmsmneen Y85 NGO
Have you ever had gum treatment/SUrBeny ... 105 NO
If yes, when?
Please list any other diseases or medical problems not listed on this form
For women: Are you Pregnant?.......ceosmssmsssnsssssrssssssssassssissssssssssssnsssnnes VRS, NO
If yes, what month?
For women: Are you taking birth control pills?......cccoii e Y85 NO
For women: Have you reached menopause?....... s 785 WO
HAVE YOU HAD OR DO YOU CURRENTLY HAVE...
Yes No Yes Mo
[Mheumafic fever Diabetes
Heart Disease Parkinson s or DLNEr systemiic disease
[Hearl Allack Alzheimer's
[Fitral Valve Prolapse or Prosthetic vave Developmentally disabled
Heart murmur or iiregular beat Thyrold problems
[Cardiac pacemaker [Fidney problems
High/Low Elood pressure [RIV77AIDS
Hepatitis &, B, Or C ergles/Hay fever/sinus problems
Artificial joints [hip, knee, efc.] Ulcers or acid reflux
[Stroke Glaucoma or other eye JISease
Cancer Lhronic tatigue
Radiafion or Chemotherapy Bronchitis/Chronic cough/Preumania
I:iu'alysis Headaches
hysema Epllepsy/Seiiures
;uE[E ﬁﬂ%ﬂmﬁﬂn_
Tuberculuﬂs Mental heallh prngEE msanxiety/ Jepress
Cold sores/Fever blisters Allergy to latex
Contagious or viral dlseases [Drug or AICONO] agdiction

EIUHIi? Transmitted Diseases moke, va %. or chew
emovable dantal appliance

Blood transfusion

Anemia or other Blood disorder Fﬁmjﬂj of jaw °

m Cemla ar DOd sUgar Brulse eas
E|E% easily Upplements or Neros




Carol L. Daderian, D.D.5.
32272-C Camino Capistrano 5an Juan Capistrano, Ca. 92675 (949) 661-3594

MAME

Patient Complaint: Please indicate all that apply:
Clench or grind teath
Bleading gums
Bad taste or breath odor pa
Tooth sensitivity to hot, cold, bite or sweet
Loose teeth
Other
Orthodontic treatment currently or in the past
How lang since your last full mouth set of x-rays?
How long since your last dental treatment?

CONSENT

| understand the above information is necessary to provide me with dental care in a safe and efficient manner.

| have answered all guestions truthfully and to the best of my knowledge.

The undersigned hereby authorizes doctor to take x-rays, study models, photographs, or any other diagnostic
aids deamed appropriate by the doctor to make a thorough diagnosts of the patient's dental needs.

| also authorize doctor to perform all recommended treatment mutually agreed upon by me and to use the appropriate
medication and therapy indicated for such treatrment in connection with {name of patient) {2

| understand that using anesthetic agents embeodies a certain risk. Furthermore, | authorize and consent that doctor
choose and employ such assistance as deemed fit to provide recommended treatment. ¥

| understand that all responsibility for payment for dental services provided In this office for myself or my dependants
is mine, due and payable at the time services are rendered unless other arrangements have been made in advance.

| also understand it is rry responsibility to know and understand my dental benefits, and not the responsibility of the dental office.

In the event payments are not recelved by the agreed upon dates, | understand that a 1.5 % finance charge (18% APR)
may be addéd to my account, in addition to any collection charges.

| understand that it is my responsibility to advise your office of any changes in the infarmation contained on the form,
including the previous pages.

Signature Date

HEALTH HISTORY UPDATES

Slgnature Date Slgmature Date
Signature Date Signature Date
Signature Date Signature Datea
Signature Date Eiﬁnature Date

Signature Date Signature, Date




