DENTAL MAMTA DESAIL D.D.S., INC.
REGISTRATION 5145 Stevens Creek Blvd., #210
AND HISTORY Santa Clara, CA 95051

(PLEASE PRINT) Telephone: (408) 246-1111

Date Home Phone ( ) Celi Phone ( )

_ [Maried  CiWidowed [0
:_Q-Separated E]-Dimfﬂed-;_:-.”"

Ocoupation :; -

- Employerf&choo Phone(

Person Responsible for Aegount - 0 T e ey R bl
B RA reia LastName: -~ o S : F—"hstName Lo Middie Initial

- Birthdate - L SDC Sec# - e o

Relation to Patiert

?hone_{ o

: Oec' patlon

o Buswes& F’hme(

.;ms;..ess Address -

',naurance Czampaﬂv

Contraot#‘ ; [ s et S Cwoup o Supseriber # s L T e

smies of other dependents covere under this psan

| Is patient covere: _b:—; adgitional insurance? [}Yes [INo |
Sv.uascnaer Name : .. Birthdats: : M Relation to Patient. (
ﬂddre&;':;( dvﬁe;en* fror" patiert’s} e e an e ki TPRoree e TR el e

\.ny

State

- Business Phone {_

Subscnber Emp ed_by

Soc. Sec. #

Contract# = oo = Dhcien et C,gupﬂ b i - : Subscriber #

~ Names of other dependents covered under

and 'faséigﬁ -ci-éscﬂ'ct!y o

: Name of E!"SUF&NV@ Company(fes) :
ail msu:ance benef’ ts h any, ozhenmse payable to me,far Servmes rendered i unders‘avr*

: :e my ‘rznaith care m‘ormatsan and may dzsc[me such ;nforma' n to "'Ehe above A
& purpose of obt_ammg paymem for Seﬂf;ces &n{i ciemermar'mg msuram:e bennms OF the bﬂﬂen :




Date of iast dental care

Former Depiist - o Date of jast dental Xorays

i [ Senstiviiy to ot

o Sk (e S i
JOSS 28l OF DroKen

L SensHivity 1o sweels

e " = o - % # A oK = =5
L Periodonia! treatment - L Sensiiivity when biting

‘o coid

«[F Eood ooliection between teeth fir [ Sensit

“How-ofien do vou floss?

Have vou ever had g blood ransfusion? [l Yes

} ¥ Yoo 11 No L Ves

Pgééé a mark o-n-ééfeé" or ‘;ho” io Endiéaie if you have had any of the following: 7

AIDSHIV [lYes [[INo Epilepsy [TYes [INe Fespiratory Disease UjYes [jNo

Anemia [JYes []No Fainting or dizziness {iYes [JNo Bheumatic Faver ClYes [ Ne

Arihritis, Bheumatism Yes [INo Glaucoma OYes [ No Soarle{ Fever {Yes [jNo

Ariificial Heart Valves CdYes [JNo Headaches [IYes [JNo Shoriness of Breaih TlYes []No

Astificial Joinis i iYes [1No Heart Murmur OYes [INo Sinus Trouble Tlyes [INeo

Asthma ClYes [No Heart Probiems [iYes [JNo Skin Rash TlYes [[INo

Back Problems ClYes [INo Hepaiilis Type [GYes [INo Special Diet CJYes [iNo
| Bieeding abnormaily, with [JYes [lNo Herpes [Yes [JNo Stroke MYes [JNo

extractions or surgery High Blood Pressure [ JYes [[INo Swollen Feet or Ankles JYes [ONo

. Biood Disease LlYes [INo Jaundice [JYes [No Swollen Neck Glands (JYes [No

Cancer ClYes [INo Jaw Pain [OYes [INo Thyroid Problems [JYes [JNe
_ Chemical Dependency OYes [INo Kidney Disease {iYes [INo Tonsiilitis Yes [INo
. Chemotherapy Clves [CINo Liver Disease CIYes [JNo Tuberculosis ClYes [Ne
 Circulatory Problems [1Yes [INo Low Blood Pressure [IYes [jNo Tumor o growth on heador [ JYes [ No

Congenital Heart Lesions JYes []No Miitra! Valve Prolapse Cives [INo neck
Coriisone Treatmenis dYes [INo MoRons Dbl Yes [JNo Uleer {JYes [JNo
- Cough, persistent or bloody  [IYes [} No Pocormaker TlYes [ONe Venereai Disease [OYes [ 1No ;

Digbetes JYes [JNo Psychiatric Care ‘ = CiYes [INo Weight Loss, unexplained {iYes [jNo
Emphysema LlYes [INo Radiation Treatment [IYes Bis P BQEM{IE’S (gt-)iqé

St e : 2 REEERGIES: e

wv wentist or any member of his/ker staif responsitle
£ L}




