A Llﬂ ROBERT A. CHONG, D.D.S., INC.

New Patient Information Form

460 Bush St., 2nd Floor
San Francisco, CA 94108
(415) 681-0668

Date:
PATIENT INFORMATION
Last Name: First Name: MI:
Date of Birth: Age: Gender: O Male O Female
Home Address:
City: State: Zip:
Home Phone: Cell Phone: Work Phone:
Email:

Communication Preferences:

Appointment reminders via: D Text D Email D Phone call
OK to leave voicemail with appointment details? D Yes D No
Occupation: Employer:
Employer Address:

EMERGENCY CONTACT

Contact Name: Relationship:

Emergency Phone:

DENTAL INSURANCE INFORMATION

Insurance Carrier: Phone:

Member ID #: Group #:

Employer (on policy):

If you are not the policyholder:

Policyholder Name: Date of Birth:

Policyholder Employer:

D | understand my insurance is an estimate and | am responsible for any remaining balance not covered by my insurance.

WHOM MAY WE THANK FOR REFERRING YOU TO OUR PRACTICE?

D Existing patient - Name:

D Insurance directory

D Online search

D Other:
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MEDICAL HISTORY

Primary Physician:

Phone:

Are you currently pregnant? [] Yes

Are you currently nursing/breastfeeding?

If yes, due date:

DNO

Do you require antibiotic premedication before dental treatment? O Yes O No

(For heart conditions, artificial joints, or as directed by your physician)

PHARMACY INFORMATION

Preferred Pharmacy: Phone:

If Kaiser, Kaiser Medical ID #:

CURRENT MEDICATIONS

Please list ALL medications, vitamins, and supplements you are currently taking:

Have you ever taken or are you currently taking bone density medications (bisphosphonates)? O Yes

Examples: Fosamax, Boniva, Actonel, Reclast, Zometa, Aredia, Prolia

If yes, medication hame:

Date started: Still taking?

ALLERGIES

Please list any allergies to medications, foods, latex, or environmental factors:

O

MEDICAL CONDITIONS
Please check all that apply:
D Heart disease/murmur
D High blood pressure
Stroke

Pacemaker

Diabetes

Thyroid problems
Kidney disease

Liver disease

Hepatitis

HIV/AIDS

OO00O00O00O00O0000

Latex allergy

Other medical conditions or concerns:

D Cancer

D Chemotherapy/Radiation
D Asthma

D Arthritis/Joint problems
D Bleeding disorders

D Seizures/Epilepsy

D Mental health conditions
D Taking blood thinners
D Avrtificial joints

D Tobacco/Smoking

D Alcohol use
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DENTAL HISTORY

Date of Last Dental Visit:

Treatment Performed:

Former Dentist Name: Phone:
Address:
Date of Last Dental X-rays: Type: O BWX O FMX

Do you currently experience any of the following:

O Bleeding gums O Bad breath O Dry mouth O Mouth sores

Do you experience sensitivity to:

O Hot O Cold O Sweets O Biting/Chewing O Pain

Do you have any of the following:

D Loose teeth

O TMJ/Jaw Pain O Clenching O Grinding

O Clicking/popping jaw O Difficulty opening mouth

Are you allergic to any local anesthetics (Lidocaine, Septocaine, etc.)? O Yes O No

If yes, please specify:

REASON FOR VISIT

What is the main reason for your dental visit today?

What are your dental health goals?

Are you interested in cosmetic procedures (whitening, veneers, etc.)? O Yes O No

AUTHORIZATION AND CONSENT

| certify that the above information is complete and accurate. | authorize Robert A. Chong, D.D.S., Inc. to perform

necessary dental procedures. | authorize release of information to process insurance claims and payment directly to the doctor.

Patient Signature: Date:
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