
DENTAL HISTORY

'Welcome! 
So that we ma! prouide you uith the best possible care

please complete both sides of this medical/dental history form.
All information is czmpleteb confdential.

What is the reason for your visit today?

Date of Last Dental Visit
What was done at your lastdental visit?

Last Dental Cleaning Last Full Mouth X.rays

Previous Dentist's Name
Address State - Zip
Telephone

How often do you have dental examinations?
How often do you brush your teeth?
Have you ever used or are currently using topical fluoride? Yes No

How often do vou floss?

What other dental aids do you use? (lnterplak, toothpick, etc.)

Do you have any dental problems now? Yes No

lf yes, please describe:

lf yes, where?

Do you:
Clench or grind your teeth while awake or asleep?

Bite your lips or cheeks regularly?
Hold foreign objects with your teeth?
(pencils, pipe, pins, nails, fingernails)

Mouth breathe while awake or asleep?
Have tired jaws, especially in the morning?

Snore or have any other sleeping disorders?
Smoke/chew tobacco or use other tobacco oroducts?

Have you ever been told to take a pre-medication prior to dental heatment?
ls there anything else about having dental treatment that you would like us to know?

Have you ever had:
0rthodontic treatment?

OralSurgery?
Periodontal treatment?

Your leeth ground or the bite adjusled?
A bite plate or mouth guard?

A serious injury to the mouth or head?
lfso, please describe, including cause

Have you experienced:
Clicking or popping of the jaw?
Pain? fioint, ear, side of face)

Difficulty in opening or closing the mouth?
Difiiculty in chewing on either side of the mouth?

Headaches, neckaches or shoulder aches?
Sore muscles (neck, shoulders)?

Are you satisfied with your teeth's appearance?
Would you like to keep all of your teeth all of your life?

Do you feel nervous about having dental heatment?
lf so, what is your biggest concern?

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

Are any of your teeth sensitive to:
Hot or cold?

Sweets?
Biting or Chewing?

Have you noticed any mouth odors or bad tastes?
Do you frequently get cold sores, blisters or

any other oral lesions?

Do your gums bleed or hurt?
Have your parents experienced gum disease

or tooth loss?
Have you noticed any loose teeth or change

in your bite?
Does food tend to become caught in between

vour teeth?

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No

Yes No

Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No

lf yes, please describe

(Please complete other side)
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PriienaName

Patient Account No.

1. Physician
Have you

's Name Phone ( )
No

Describe

2. Have you taken any medication or drugs
3. Are you currently taking any medication,

during the past two years? ............ Yes
drugs, pills or herbal remedies, including regular dosages of aspirin? Yes

No

No

No
No
No

lf yes, please list name and dosage
No

lf yes, did you take any of the following? (circle if yes) Fen-Phen Pondimen Redux Other

5. Have you ever taken bone loss prevention drugs such as Fosamax, Actonel, Boniva or other similar drugs? ...,...,,.., Yes
6. Are you aware of having an allergic (or adverse) reaction to any substance or medication? ..,,,..,,...,.,.,,. Yes

lf yes, please specify

8. Indicate which of the following you have had, or have at present. Circle "yes" or "no" to each item.

Heart (Surgery, Disease, Attack)... Yes No
Chest Pain Yes No
Congenital Hearl Disease ........... Yes No
Heart Murmur Yes No
High/Low Blood Pressure ..,...,..... Yes No
Mitral Valve Prolaose Yes No
Artificial Hearl Valve/Pacemaker ..,...... Yes No
RheumaticFever. . . . . . . . . . . . . , . . . . . . . . . , , .  Yes No
Arthritis/Rheumatism................... Yes No
Cortisone Medicine Yes No
Swollen Ankles ............ Yes No
Stroke .........,... Yes No
Diet (Special/Restricted) Yes No
Artificial Joints (hip, knee, etc.) .... Yes No
Kidnev Trouble Yes No

Ulcers ............. Yes No
Diabetes Yes No
Thyr0idProb|ems.. . . . . . . . . . . . . . . . . . . . . . .  Yes No
Glaucoma Yes No
Contact lenses ............. Yes No
Emphysema Yes No
Chronic Cough ............. Yes No
Tuberculosis Yes No
Asthma Yes No
HayFever/Allergy/Hives.............. Yes No
1atexSensit iv i ty. . . . . . . . . . . . . . . . . . . . . . . . . .  Yes No
Sinus Trouble Yes No
Radiation Therapy Yes No
Chemotherapy Yes No
Tumors ............ Yes No

Hepatitis A B C (circle) ... Yes No
Venereal Disease Yes No
A.|.D.S./H.|.V. Positive Yes No
Cold Sores/Fever Blisters .......... Yes No
BloodTransfusion.. . . . . . . . . . . . . . . . . . . . .  Yes No
Hemoohilia Yes No
Sickle Cell Disease Yes No
Bruise Easily Yes No
Liver Disease/Yellow Jaundice .. Yes No
Neurological Disorders Yes No
Epilepsy or Seizures Yes No
Fainting orDizzy Spe||s....,........ Yes No
Nervous/Anxi0us....................... Yes No
Psychiatric/PsychologicalCare.. Yes No

9.

10 .

1 1 .
12.

lf yes, please list:
Women: Are you pregnant or think you could be pregnant? Yes Months No Nursing? Yes No
Do you use birth control prescriptions?

Yes No

Yes No

Yes No

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. I have
answered all questions to the best of my knowledge. Should fufther information be needed, you have my permission to
ask the respective health care provider or agency, who may release such information to you. I will notify the doctor of
any change in my health or medication.

Patient/Guardian Signature Date
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PATIENT REGISTRATION
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

IFTHIS

APPOINTMENT

IS FOR YOU

START HERE

IF THIS

APPOINTMENT IS

FORYOURCHILD

START HERE

DATE 1

I \
t \

l . /

DENTAL INSURANCE 2

LAST NAME FIRST M.I . PRIMARY CARRIER

PREFERS TO BE CALLED BY INSURANCE COMPANY

ADDRESS GROUP NO,

clTY STATE ztP EMPLOYER NAME

HOME PHONE NO. FAX INSURED'S NAME

CELL EMAIL DATE OF BIRTH I RELATIONSHIP TO PATIENT

BIRTHDATE MALE FEMALE INSURED'S I ,D.  NO.

IVARRIED SINGLE DIVORCED WIDOWED INSURED'S SOCIAL SECURITY NO

SOCIAL SECURITY NO SECONDARY CARRIER

DATE INSURANCE COMPANY

LAST NAME FIRST M.I . CiHUUP NU,

ADDRESS EMPLOYER NAME

CITY STATE ZIP INSURED'S NAME

HOME PHONE NO. DATE OF BIRTH I RELATIONSHIP TO PATIEN]

BIRTHDATE AGE MALE FEMALE INSURED'S I ,D.  NO

SCHOOL GRADE INSUHEU'S SOL; IAL SE! ;UHI IY  NO.

SOCIAL SECURITY NO.

IF YOUR CHITD'S LAST NAME ANO/OR ADDRESS ARE NOT THE SAME AS YOURS. FItL IN THE TOP BOX ALSO

ACCOUNT TNFORMATTON 4

PERSON FINANCIALLY RESPONSIBLE TOR ACCOUNT
NAME

RELATIONSHIP TO PATIENT I SOCIAL SECURITY NO

t l
/ L -

\ l

GETTTNGTO KNOWYOU 3ADDRESS

IS ANOTHER MEMBEB OF YOUR FAMILY OR RELATIVE A PATIENT
AT OUR OFFICE?

NAME: RELATIONSHIP:

CITY STATE ZIP

PHONE NO

YOU WERE REFERRED TO US BY

YOU
YOUR FORMER ADDRESS

NAME

OCCUPATION CIry STATE ZIP

EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY

ADDRESS CITY PHONE NUMBER

PHONE NO. FAX NO. ADDRESS

YOURSPOUSE CITY STATE ZIP

NAME
CLOSEST RELATIVE NOT LIVING WITH YOU

OCCUPATION
PHONE NUMBER

EMPLOYER'S NAME

ADDRESS
ADDRESS CITY

PHONE NO. FAX NO.
CITY J  I A I t r ztP
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Effective date of notice: 04/21 12009
NOTICE OF PRIVACY PRACTICES

Michael  L Rosenthal ,  D.D.S. & Raj iv J Anand, D.D.S.
1805 Novato Blvd Suife 5

415 892 6901
415 892 8451 fax

E
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

We respect our legal obligation to keep health information that identifies you private. We are
obligated by law to give you notice of our privacy practices. This Notice describes how we protect your

health information and what rights you have regarding it.

TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS
The most common reason why we use or disclose your health information is for treatment,

payment or health care operations. Examples of how we use or disclose information for treatment
puiposes are: setting up an appointment for you; examining your teeth; prescribing medications and

ia*ing them to be filled; iefening you to another doctor or clinic for other health care or services, or getting

copie-s of your health information irom another professional that you may have seen before us. Examples

of how we use or disclose your health information for payment purposes are. asking you about your

health or dental care plans, or other sources of payment; preparing and sending bills or claims, and
collecting unpaid amounts (either ourselves or through a collection agency or attorney) "Health care
ooeratiois" mean those administrative and managerial functions that we have to do in order to run our

oifice. Examples of how we use or disclose your health information for health care operations are:
financial or biiting audits; internalquality assurance; personnel decisions; participation in managed care
plans; defense ol legal matters; business planning; and outside storage of our records.

We routinely use your health information inside our office for these purposes without any special.
permission. lf we n6ed to disclose your health information outside of our office for these reasons, we will

usually ask you for specialwritten permission.

USES AND DISCLOSURES FOR OTHER REASONS WITHOUT PERMISSION
In some limited situations, the law allows or requires us to use or disclose your health information

without your permission. Not all of these situations will apply to us; some may never come up at our office

at all. Such uses or disclosures are:
. when a state or federal law mandates that certain health information be reported for a specific

purpose;
r for public health purposes, such as contagious disease reporting, investigation or surveillance;

and notices to and fiom the federal Food and Drug Administration regarding drugs or medical
devices;

. disclosures to governmental authorities about victims of suspected abuse, neglect or domestic
violence;

. uses and disclosures for health oversight activities, such as for the licensing of doctors; for audits
by Medicare or Medicaid; or for investigation of possible violations of health care laws;

. disclosures for judicial and administrative proceedings, such as in response to subpoenas or
orders of courts or administrative agencies;

. disclosures for law enforcement purposes, such as to provide information about someone who is

or is suspected to be a victim of a crime; to provide information about a crime at our office; or to



a

a

a

a

a

report a crime that happened somewhere else;
disclosure to a medical examiner to identify a dead person or to determine the cause of death; or
to funeral directors to aid in burial; or to organizations that handle organ or tissue donations;
uses or disclosures for health related research;
uses and disclosures to prevent a serious threat to health or safety;
uses or disclosures for specialized government functions, such as for the protection of the
president or high ranking government officials; for lavvful national intelligence activities; for military
purposes; or for the evaluation and health of members of the foreign service;
disclosures of de-identified information;
disclosures relating to worker's compensation programs;
disclosures of a "limited data set" for research, public health, or health care operations;
incidental disclosures that are an unavoidable by-product of permitted uses or disclosures;
disclosures to "business associates" who perform health care operations for us and who commit
to respect the privacy of your health information;

Unless you object, we will also share relevant information about your care with your family or
friends who are helping you with your dental care.

APPOINTMENT REMINDERS
We may call or write to remind you of scheduled appointments, or that it is time to make a routine

appointment. We may also call or write to notify you of other treatments or services available at our office
that might help you. Unless you tell us otherwise, we will mail you an appointment reminder on a post
card, and/or leave you a reminder message on your home answering machine or with someone who
answers your phone if you are not home.

OTHER USES AND DISCLOSURES
We will not make any other uses or disclosures of your health information unless you sign a

written "authorization form." The content of an "authorization form" is determined by federal law.
Sometimes, we may initiate the authorization process if the use or disclosure is our idea. Sometimes,
you may initiate the process if it 's your idea for us to send your information to someone else, Typically, in
this situation you will give us a properly completed authorization form, or you can use one of ours.
lf we initiate the process and ask you to sign an authorization form, you do not have to sign it. lf you do
not sign the authorization, we cannot make the use or disclosure. lf you do sign one, you may revoke it at
any time unless we have already acted in reliance upon it. Revocations must be in writing. Send them to
the office contact person named at the beginning of this Notice.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
The law gives you many rights regarding your health information. You can:

. ask us to restrict our uses and disclosures for purposes of treatment (except emergency
treatment), payment or health care operations. We do not have to agree to do this, but if we
agree, we must honor the restrictions that you want. To ask for a restriction, send a written
request to the office contact person at the address, fax or E Mail shown at the beginning of this
Notice.

r ?sk us to communicate with you in a confidential way, such as by phoning you at work rather than
at home, by mailing health information to a different address, or by using E mailto your personal
E Mail address. We wlll accommodate these requests if they are reasonable, and if you pay us
for any extra cost. lf you want to ask for confidential communications, send a written request to
the office contact person at the address, fax or E mail shown at the beginning of this Notice.

r ask to see or to get photocopies of your health information. By law, there are a few limited
situations in which we can refuse to permit access or copying. For the most part, however, you
will be able to review or have a copy of your health information within 30 days of asking us (or
sixty days if the information is stored off-site). You may have to pay for photocopies in advance.
lf we deny your request, we will send you a written explanation, and instructions about how to get
an impartial review of our denial if one is legally available. By law, we can have one 30 day
extension of the time for us to give you access or photocopies if we send you a written notice of
the extension. lf you want to review or get photocopies of your health information, send a written

a

a

a



request to the office contact person at the address, fax or E mail shown at the beginning of this
Notice.

o ?sk us to amend your health information if you think that it is incorrect or incomplete. lf we agree,
we will amend the information within 60 days from when you ask us. We will send the corrected
information to persons who we know got the wrong information, and others that you specify. lf we
do not agree, you can write a statement of your position, and we will include it with your health
information along with any rebuttal statement that we may write. Once your statement of position
and/or our rebuttal is included in your health information, we will send it along whenever we make
a permitted disclosure of your health information. By law, we can have one 30 day extension of
time to consider a request for amendment if we notify you in writing of the extension. lf you want
to ask us to amend your health information, send a written request, including your reasons for the
amendment, to the office contact person at the address, fax or E mail shown at the beginning of
this Notice.

o get a list of the disclosures that we have made of your health information within the past six years
(or a shorter period if you want). By law, the list will not include: disclosures for purposes of
treatment, payment or health care operations; disclosures with your authorization; incidental
disclosures; disclosures required by law; and some other limited disclosures. You are entitled to
one such list per year without charge. lf you want more frequent lists, you will have to pay for
them in advance. We will usually respond to your request within 60 days of receiving it, but by law
we can have one 30 day extension of time if we notify you of the extension in writing. lf you want
a list, send a written request to the office contact person at the address, fax or E mail shown at
the beginning of this Notice.

o get additional paper copies of this Notice of Privacy Practices upon request. lt does not matter
whether you got one electronically or in paper form already. lf you want additional paper copies,
send a written request to the office contact person at the address, fax or E mail shown at the
beginning of this Notice.

OUR NOTIGE OF PRIVACY PRACTICES
By law, we must abide by the terms of this Notice of Privacy Practices until we choose to change

it. We reserve the right to change this notice at any time as allowed by law. lf we change this Notice, the
new privacy practices will apply to your health information that we already have as well as to such
information that we may generate in the future. lf we change our Notice of Privacy Practices, we will post
the new notice in our office, have copies available in our office, and post it on our Web site.

COMPLAINTS
lf you think that we have not properly respected the privacy of your health information, you are

free to complain to us or the U.S. Department of Health and Human Services, Office for Civil Rights. We
will not retaliate against you if you make a complaint. lf you want to complain to us, send a written
complaint to the office contact person at the address, fax or E mail shown at the beginning of this Notice.
lf you prefer, you can discuss your complaint in person or by phone.

FOR MORE INFORMATION
lf you want more information about our privacy practices, call or visit the office contact person at

the address or phone number shown at the beginning of this Notice.

tear here

ACKNOWLEDGEMENT OF RECEIPT

I acknowledge that I received a copy of Dr. Rosenthal & Dr. Anand 's Notice of Privacy Practices.

Patient name

Signature Date
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