
 

 

Name __________________________________________________________________________  Date _________________________ 

Home Phone (_____) ________________________ Cell (_____) _______________________ Work (_____) ______________________  

Mailing Address _______________________________________ City ____________________ State _______ Zip Code _____________  

Email Address _________________________________________________________________ Preffered Contact: Cell ​□​ ​Email ​□  
Dated of Birth _______/_________/_________________ Sex: M ​□​ ​F ​□​ ​Occupation _________________________________________  

Preferred Pharmacy ____________________________________________________________  

If you are completing this form for another person, what is your relationship​?​ __________________________________________  

Emergency Contact ____________________________ Phone Number (_____) ________________ Relationship ________________  

Responsible Party Information  

Name ____________________________________________________________________________________________________________  

Home Phone (_____) _______________________ Cell (_____) _______________________ Work (_____) _______________________  

Street Address _____________________________________ City ____________________ State _______ Zip Code _______________  

Email Address _____________________________________________________________________________________________________  

Social Security # __________ - ________ - _________________ Date of Birth ________/_________/___________________  

Insurance Information  

Insured Name __________________________________ Social Security # _____ - _____ - ______ Date of Birth ____/____/_______  

Insurance Company ______________________________________ Group # ___________________ Policy # ___________________  

Insurance Company Address _____________________________________________________________________________________  

Do you have secondary insurance​?​ Yes ​□​ ​No ​□​ ​If yes, please complete the following:  

Insured Name __________________________________ Social Security # _____ - _____ - ______ Date of Birth ____/____/_______  

Insurance Company ______________________________________ Group # ___________________ Policy # ___________________  

Insurance Company Address _____________________________________________________________________________________  
 
Financial Agreement  

Financial arrangements will be made with you before any treatment is rendered. All emergency dental treatment or any 
dental treatment performed without prior financial arrangements will be paid for at the time of service. Patients who carry 
dental insurance understand that all dental treatment provided is performed directly for the patient and that you or your 
responsible party are responsible for the payment of all treatment. A service charge of 21% per annum may be charged 
on the unpaid balance of all accounts over 60 days. I understand that when appropriate, credit bureau reports may be 
obtained. I grant my permission to your office to telephone me at my home or work to discuss matters related to this form 
or my dental treatment  

         __________________________________________________________________       ____________________________________  

             PATIENT OR RESPONSIBLE PARTY                                TODAY’S DATE  

 



 

 
DENTAL INFORMATION  
Please indicate the level of dental care you would like us to provide:  

□​ ​Emergency care as needed  

□​ ​Consultation to solve a specific problem  

□​ ​Routine exams and preventive care  

□​ ​Full Comprehensive Examination to establish or regain optimal dental health and appearance 

 

Yes No Unknown  

□​  ​□​  ​□​ ​Do your gums bleed when you brush​?  

□​  ​□​  ​□​ ​Have you ever had orthodontic treatment​?  

□​  ​□​  ​□​ ​Are your teeth sensitive to cold, hot, sweets,  
or pressure​?  

□​  ​□​  ​□​ ​Do you have headaches, ear aches or neck pains​?  

□​  ​□​  ​□​ ​Have you had any periodontal (gum) treatments​?  

□​  ​□​  ​□​ ​Do you wear removable/fixed dental appliances​?  

□​  ​□​  ​□​ ​Have you been told you have periodontal (gum)  
disease​?  

□​  ​□​  ​□​ ​Are you aware of loose teeth or broken fillings​?  

□​  ​□​  ​□​ ​Are your gums swollen or tender​?  

□​  ​□​  ​□​ ​Are you a mouth breather​?  

□​  ​□​  ​□​ ​Do you frequently get blisters on the lips or mouth​?  

□​  ​□​  ​□​ ​Do you have a family history of periodontal disease​? 

□​  ​□​  ​□​ ​Do you ever get a burning sensation on the tongue​?  

□​  ​□​  ​□​ ​Do you chew on one side of the mouth​?  

□​  ​□​  ​□ ​Do you get clicking or popping of your jaw​?  

□​  ​□​  ​□​ ​Do you get jaw pain or tiredness​?  

□​  ​□​  ​□​ ​Does food collect between your teeth​?  

□​  ​□​  ​□​ ​Do you have pain when brushing​?  

□​  ​□​  ​□​ ​Do you or have you been told you grind your teeth​?  

 

Have you had any problems associated with previous dental 
treatment or past dental experiences​? 

□​ ​Yes ​□​ ​No If so, explain: 
_______________________________________________________ 
_______________________________________________________
_______________________________________________________ 
 

Oral Habits (​Check all that apply)  

□​ ​Tongue/lip piercing ​□​ ​Ice chewing ​□​ ​Using teeth as a tool  

□​ ​Do you bite your nails/foreign objects​?  

□​ ​Musical instrument with mouthpiece  

What fluoride products do you use/consume​? 
(Check all that apply)  

□​ ​Toothpaste      ​□​ ​Water     ​□​ ​Rinses  

□​ ​Other ​___________________________________________  

What are the three most important factors you desire  
from your dental office​?  

1.​ ​________________________________________________  

2.​ ​________________________________________________  

3.​ ​________________________________________________  

How do you feel about the appearance of your teeth​? 

____________________________________________________  

____________________________________________________  

____________________________________________________  

_______________________________________________  

Do you have any problems with bad breath​?  

How often do you floss​?​ ​________________ ​/day  

How often do you brush​?​________________ ​/day  

How often do you have dental check ups​?​______________ 
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MEDICAL INFORMATION  

Physician(s) _______________________________________________________ Phone (____) ______________________________  

Yes No Unknown  

□​  ​□​  ​□​ ​Are you in good health​?  

□​  ​□​  ​□​ ​Have there been any changes in your health within the past year​?  

□​  ​□​  ​□​ ​Are you under the care of a physician​?​ If so, what are the conditions being treated​?​ ​______________________  

____________________________________________________________ ​Date of last exam ​_________________________  

□​  ​□​  ​□​ ​Have you ever had any serious illness, operation, or been hospitalized in the past five years​?​ If so, what was  
   the illness or problem​?​ ​______________________________________________________________________________  

□​  ​□​  ​□​ ​Do you consume snacks/beverages containing sugar between meals​?  

□​ ​Yes ​□​ ​No How many times per day​?​ ​________________________  

□​  ​□​  ​□​ ​Do you snore​?  

□​  ​□​  ​□​ ​Do you wake up feeling refreshed​?  

□​  ​□​  ​□​ ​Have you ever been told you have sleep apnea​?  

□​  ​□​  ​□​ ​Have you ever worn a CPAP​?​ If yes, do you use it regularly: Please explain: ​________________________________  
 
What is your alcohol consumption history​?  

□​ ​Light drinker: Consumed ≥ 12 drinks in the past year and <3 per week on average  

□​ ​Moderate drinker: Consumed 3 to >14 drinks per week on average in past year  

□​ ​Heavy drinker: Consumed ≥ 2 to >3 drinks per day on average in past year  

□​ ​Abuser: Consumed ≥ 3 drinks per day on average in past year  

 
What is your history of tobacco use​?  

Cigarette, cigar or pipe use  
□​ ​Never smoked cigarettes ​Age Began ​___ Year Quit ___  

□​ ​Former smoker  

□​ ​<10 per day  

□​ ​≥10 per day  
 

Smokeless tobacco use  
□​ ​Never used smokeless tobacco ​Age Began ​___ Year Quit ___  

□​ ​Former smoker  

□​ ​<10 per day  

□​ ​≥10 per day  

Are you taking any medications (Prescription or Over-the-Counter)​?  

Name of Drug  Purpose  Date  
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Are you allergic to or have you had a reaction to​?   

Yes No Unknown  
□​  ​□​  ​□​ ​Local Anesthetics  

□​  ​□​  ​□​ ​Penicillin or other antibiotics  

□​  ​□​  ​□​ ​Barbiturates, sedatives, or sleeping pills  

□​  ​□​  ​□​ ​Sulfa Drugs  

□​  ​□​  ​□​ ​Codeine or other narcotics  

Yes No Unknown  
□​  ​□​  ​□​ ​Latex  

□​  ​□​  ​□​ ​Iodine  

□​  ​□​  ​□​ ​Hay fever/seasonal  

□​  ​□​  ​□​ ​Metal  

 
Please list any drugs or medicines that you cannot or prefer not to take because of allergies or side-effects especially 

antibiotics for infections, analgesics for pain, and anesthetics. ​_____________________________________________________ 

_________________________________________________________________________________________________________________ 

What is your preferred drug for mild and/or severe pain​?​ ​__________________________________________________________  

What is your preferred antibiotic for an infection​?​_________________________________________________________________  

List any street/recreational drugs you use:​________________________________________________________________________  

 
 

Please (X) a response to indicate if you have or have had any of the following diseases or problems  
Yes No Unknown 
□   □   □​ ​Abnormal Bleeding  
□   □   □​ ​AIDS or HIV  
□   □   □​ ​Anemia  
□   □   □​ ​Arthritis  
□   □   □​ ​Rheumatoid Arthritis  
□   □   □​ ​Asthma  
□   □   □​ ​Blood Transfusion If yes, date ​____________  
□   □   □​ ​Cancer/Chemotherapy/Radiation  
□   □   □​ ​Cardiovascular diseases​? 

□​  ​Angina Pectoris   
□​  ​Bypass Surgery   
□​  ​Pacemaker   
□​  ​Artificial Valves  

□​ ​Heart Murmur 
□​ ​Mitral Valve Prolapse 
□​ ​Rheumatic Fever  

□​  ​Heart Attack Date ​_____________________ 
□   □   □​  ​Chest Pain/Shortness of breath upon exertion  
□   □   □​  ​Chronic Pain  
□   □   □​ ​ ​Diabetes Type:​__________________________ 
                Controlled​?​ (circle one):  Good  Fair  Poor  
□   □   □​ ​ ​Disease, drug or Radiation-induced  
                 immunosuppression  
□   □   □​  ​Dry Mouth  
□   □   □​  ​Eating disorder If yes, please specify  
                 _________________________________________  
□   □   □​  ​Epilepsy  
□   □   □​  ​Excessive urination/thirst 
□   □   □​  ​Fainting spells or seizures  

Yes  No Unknown 
□   □   □​  ​G.E. Reflux, persistent heartburn, or  
                Gastrointestinal Disease  
□   □   □​  ​Hemophilia  
□   □   □​  ​Hepatitis, Jaundice, or Liver Disease  
□   □   □​  ​Herpes 
□   □   □​  ​High/ Low Blood Pressure 
□   □   □​  ​Joint Replacement  
□   □   □​  ​Mental Health disorder  
□   □   □​  ​Night sweats/ Menopause  
□   □   □​  ​Neurological disorders  
□   □   □​  ​Osteoporosis  
□   □   □​  ​Persistent swollen glands  
□   □   □​  ​Recurrent Infection 
                If yes, what type of infection​?  
                __________________________________________ 
□   □   □​  ​Respiratory problems  
              ​□​ ​Emphysema ​□​ ​Bronchitis, etc 
                If yes, please specify: _____________________ 
□   □   □​  ​Severe headaches/migraines  
□   □   □​  ​Severe or rapid weight loss  
□   □   □​  ​Sexually transmitted disease  
□   □   □​  ​Sinus Trouble  
□   □   □​  ​Sores or ulcers in the mouth  
□   □   □​  ​Stroke If yes, date ​____________________  
□   □   □​  ​Systemic Lupus Erythematosus  
□   □   □​  ​Tuberculosis  
□   □   □​  ​Thyroid problem 
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Yes No Unknown  

□  □  □​ ​Have you ever been told you needed to premedicate for dental treatment​?  

□  □  □​ ​Are you pregnant​?  

□  □  □​ ​Are you planning to be pregnant​?  

Do you have any disease not listed above that you think we should know about​?​ Please explain__________________  

_______________________________________________________________________________________________________________  

_______________________________________________________________________________________________________________  

Are you taking or have you taken Bisphosphonates for osteoporosis, multiple myeloma or other cancers​?  

□​ ​Yes ​□​ ​No (Reclast, Fosamax, Actonel, Boniva, Aredia, Zometa)  

Please feel free to add any additional information you would like us to know about your medical or dental care:  

______________________________________________________________________________________________________________  

______________________________________________________________________________________________________________  
 

I certify that I have read and understand the above. I acknowledge that my questions, if any, about inquiries set forth 
above have been answered to my satisfaction. I will not hold my dentist or any other member of his/her staff 
responsible for any action they take because of errors or omissions that I may have made in the completion of this 
form.  

________________________________________________________________        _________________________ 
Signature of Patient/Legal Guardian                                                        Date  
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CONSENT FOR TREATMENT  

Name of patient _____________________________________________________________________  

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other diagnostic 

aids deemed appropriate by doctor to make a thorough diagnosis of dental needs.  

          (Name of patient) ______________________________________ Date_____________________  

 

2. Upon such diagnosis, I authorize the doctor to perform all recommended treatment mutually agreed upon by 

me and to employ such assistance as required providing proper care.  

 

3. I agree to the use of aesthetics, sedatives and other medication as necessary. I fully understand that using 

anesthetic agents embodies certain risks. I understand that I can ask for a complete recital of any possible 

complications.  

 

4. I agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand 

that payment is due at the time of service unless other arrangements that a 1-1.5% late charge (18% APR) may 

be added to my account.  

 

5. I have received from the office a copy of the dental materials fact sheet as required by law.  

Patients Signature _______________________________________         Date____________________  

 

 

 

Page 6 



 

 

NOTICE OF PRIVACY PRACTICES  

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION.  

PLEASE REVIEW IT CAREFULLY.  

THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.  

__________________________________________________________________________________________________________________________________________ 

OUR LEGAL DUTY  

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this 
Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices 
that are described in this Notice while it is in effect. This Notice takes effect 4/14/03 and will remain in effect until we replace it.  

We reserve the right to change our privacy practices and the terms of the Notice at any time, provided such changes are permitted by 
applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health 
information that we maintain, including health information we created or received before we made the changes. Before we make a 
significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.  

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, 
please contact us using the information at the end of this Notice.  

___________________________________________________________________________________________________________________________________________ 

USES AND DISCLOSURES OF HEALTH INFORMATION  

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:  

Treatment: We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.  

Payment: We may use and disclose your health information to obtain payment for services we provide to you.  

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations. Healthcare operations 
include quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating 
practitioner and provider performance, conducting training programs, accreditation, certification, licensing or credentialing activities.  

Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written 
authorization to use your health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in 
writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us 
a written authorization, we cannot use or disclose your health information for any reason except those described in this Notice.  

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may 
disclose your health information to a family member, friend or other person to the extent necessary to help with your healthcare or with payment 
for your healthcare, but only if you agree that we may do so.  

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or locating) a 
family member, your personal representative or another person responsible for your care, of your location, your general condition, or death. If you 
are present, then prior to use or disclosure of your incapacity or emergency, we will provide you with an opportunity to object to such uses or 
disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our 
professional judgment disclosing only health information that is directly relevant to the person's involvement in your healthcare. We will also use our 
professional judgment and our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick 
up filled prescriptions, medical supplies, x-rays, or other similar forms or health information.  

Marketing Health-Related Services: We will not use your health information for marketing communications without your written authorization.  
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Required By Law: We may disclose your health information when we are required to do so by law.  
 
Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of 
abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to 
avert a serious threat to your health or safety or the health or safety of others.  

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We 
may disclose to authorized federal officials health information required for lawful intelligence, counter-intelligence, and other national security 
activities. We may disclose to correctional institution or law enforcement official having lawful custody of protected earth information of inmate 
or patient under certain circumstances.  

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voicemail 
messages, postcards or letters).  

PATIENT RIGHTS  

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in 
a format other than photocopies. We will use the format you request unless we cannot practicably do so. (You must make a request in writing to 
obtain access to your health information. You may obtain a form to request access by using the contact information listed at the end of this 
Notice. We will charge you a reasonable cost-based fee for such expenses such as copies and staff time. You may also request access by 
sending us $1.00 for each page, $30.00 per hour for staff time to locate and copy your health information, and postage if you want the copies 
mailed to you. If you request an alternate format, we will charge a cost-based fee for providing your health information in that format. If you 
prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using the information listed at the end of the 
Notice for a full explanation of our fee structure.)  

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your health information 
for purposes other than treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 
2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to 
these additional requests.  

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not 
required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).  

Alternate Communication: You have the right to request that we communicate with you about your health information by alternative means or 
to alternative locations. (You must make your request in writing.) Your request must specify the alternative means or location, and provide a 
satisfactory explanation how payments will be handled under the alternative means or location you request.  

Amendments: You have the right to request that we amend your health information. (Your request must be in writing, and it must be 
explained why the information should be amended.) We may deny your request under certain circumstances.  

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail) you are entitled to receive this Notice in written form.  

Questions and Complaints  

If you want more information about our privacy practices or have questions or concerns, please contact us.  

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health 
information or in response to a request made by you to amend or restrict the use or disclosure of your health information or to have us 
communicate with you by alternative means or at alternative locations, you may complain to the U.W. Department of Health and Human 
Services. We will provide you with the address to file you complaint with the U.S. Department of Health and Human Services upon request.  

We support your right to the privacy of your health. We will not retaliate in any way if you choose to file a complaint with us or the U. S. 
Department of Health and Human Services.  

Contact Office: 7216 Palm Ave Ste B, Highland, CA 92346 Telephone: (909) 862-7103 

Page 8 



 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES AND DENTAL MATERIALS FACT SHEET  

*You may refuse to sign this acknowledgement*  

I, ____________________________________________________, have received a copy of this Office’s Notice of Privacy  
Please Print Name  

Practices and the Dental Materials Fact Sheet.  

Signature __________________________________________________________ Date __________________________  

 

For Office Use Only  

We attempted to obtain written acknowledgment of our Notice of Privacy Practices, but Acknowledgement 
could not be obtained because:  

□​ ​Individual refused to sign  

□​ ​Communication barriers prohibited obtaining the acknowledgment  

□​ ​An emergency situation prevented us from obtaining acknowledgement  

□​ ​Other: (please specify)______________________________________  

AUTHORIZATION TO USE PHOTOGRAPH  

I hereby give Cajon Dental and its subsidiaries and affiliated entities (collectively, “HDA”) the absolute and irrevocable 
right and permission, with respect to the photographs that HDA has taken of me or that I am submitting with this form: 
(i) to use, re-use, publish, and re-publish the same in whole or in part, severally or in conjunction with other photographs, 
in any medium and for any purpose whatever, including (but not by way of limitation) illustration, promotion and 
advertising and educational purposes.  

I hereby release and discharge HDA from any and all claims and demands arising out of or in connection with the use 
of the photographs, including any and all claims for libel and invasion of privacy.  

This authorization and release shall insure to the benefit of the legal representatives, licenses, and assigns of HDA, as well 
as the person(s) for whom HDA took photographs. I am over the age of majority. I have read the foregoing and fully 
understand the contents thereof.  

 

Signature ________________________________________________ Date_______________________  
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Office Financial Policy  

We thank you for choosing us as your dental care provider. We are a team whose primary goal is to deliver the 
finest and most comprehensive dental treatment to you. To help us accomplish that, we have a financial policy 
with several options that will help you and/or your family. Please let us know if you have any questions or concerns. 
We would be glad to discuss these with you personally.  

● About Insurance  
○ We accept most indemnity insurance plans. As most insurance companies will accept our standard form, 

we will assist you in completing it. If your insurance company requires using their own form, we will need you 
to complete and sign it.  

○ Based upon information available about your insurance coverage, we estimate the portion covered by 
your plan and the patient portion. This portion, deductibles and certain procedure generated laboratory 
fees are due at the first treatment appointment or at the appointment of each separate procedure 
regardless of insurance benefits. There are no exceptions. Estimates are subject to confirmation by your 
insurance company. The final amount due will be determined after receipt of the insurance payment. Any 
overpayments can be credited to your account for future service, or refunded to you.  

Some of the needed services may be non-covered services under your insurance plan. Fees may exceed the 
maximum set by the individual insurance company.  

● Payment Options  
○ Cash, check, or ATM payment as services are provided  
○ Cash or check payment in full, at, or in advance of initial treatment: 5% courtesy given  
○ MasterCard, Visa, Discover Card  
○ Personalized payment plan approved by office manager 

● Returned Checks: Returned checks are subject to a fee of $35.00  

● Minor Patients  

○ The parent/guardian bringing the child in for care is the one financially responsible. We will provide you 
with duplicate statements if necessary.  

● Missed Appointments  

○ There will be no charge for cancelling your appointment time with at least 48 hours notice. Repeatedly 
cancelled or missed appointments will be subject to a minimum charge of $100 per hour of reserved 
appointment time.  

I understand and agree to this financial policy.  

Signature ________________________________________________ Date_______________________  
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CONSENT FOR PATIENT  
 

To the best of my knowledge, all of the preceding answers are true and correct. If I ever have a change in my                                             

health or if my medications change, I will accept responsibility to inform the doctor and other appropriate staff                                   

members at my next appointment. I hereby grant authority to the dentist or appropriate staff members in charge of                                     

the care of the patient whose name appears on this form to administer anesthetics, analgesics, and/or sedatives as                                   

may be advised for dental treatment. In addition, I give permission for the performance of such procedures and                                   

operations as may be recommended in the diagnosis and treatment of this patient. Should I fail to understand the                                     

purpose, procedures, or risks of any treatment to be performed, I will request clarification to my satisfaction. All                                   

treatment and services are rendered to the patient and accepted under the terms and conditions printed on the                                   

Financial Policy.  

SIGNATURE __________________________________________________ Date ____________________________  

RELATIONSHIP TO PATIENT _______________________________________________________________________  
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