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AHDA 
Anaheim Hills Dental Arts 

 
 

 
 

Welcome To Our Office 
 

The mission of our office is to provide a full range of quality dental 
care with a commitment to excellence and patient education 

through communication in a caring environment. 
 

 
Patient Information Packet 

 
Please Complete The Following Pages 

To ensure quality patient care we ask that you update this packet every year. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Outline of Procedures for New Patients: 
 

 The First Appointment is a Examination and Consultation Appointment.  At this appointment you can expect to 

get acquainted with the Doctor and Staff, discuss your medical and dental history, have the Dentist, Hygienist 
and/or Assistant thoroughly examine your teeth and mouth, and take any necessary x-rays.  You will also have 
a consultation to discuss your comprehensive dental treatment plan based on information from your 
examination and x-rays.  You will also discuss financial arrangements and insurance options with the 
Treatment Coordinator 

 

 The Second Appointment is Treatment.  During this appointment your restorative and preventative treatment 

begins. 
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PATIENT CONFIDENTIAL INFORMATION 
 
Name:               
 First     Middle     Last 

 

Address:              
 Street     City    State  Zip Code 

 

Home Phone:    Work Ph:   Cell Ph:      
 

Age:   Date of Birth:    Sex: [Male]  [Female]   Marital Status:  M  S  D  W 
 

Social Security No:    CA Driver’s License No:       
 

Occupation:    Employer:    How Long?    
 

Employer Address:             
   Street    City    State  Zip Code 

 

In case of emergency, call:            
    Name      Phone No w/ Area Code 

 

E-Mail Address:     Referred to this office by:      
 
 

 

 
SPOUSE INFORMATION 

 

Spouse Name:              
  First     Middle     Last 

 

Date of Birth:    Social Security Number:        
 

CA Driver’s License No:     Employer:       
 

Employer Address:             
   Street    City    State  Zip Code 

 

Occupation:   How Long?  Business Phone:      
 
 

 

 
PARENT OR GUARDIAN INFORMATION (Complete This Section For Minor Patients) 

 

Father Name:              
  First     Middle     Last 

 
Address:        Home Phone:     
 Street    City  State Zip Code 

 

Mother Name:              
  First     Middle     Last 

 
Address:        Home Phone:     
 Street    City  State Zip Code 

 

Child’s School Name:             
 
 

 

AUTHORIZATION TO CONTACT 

I authorize AHDA to contact me to confirm my appointment or discuss dental treatment at the following numbers: 

Home Phone:   [] AHDA CAN contact me at this number []  AHDA CANNOT contact me at this number 
Work Phone:  [] AHDA CAN contact me at this number []  AHDA CANNOT contact me at this number 
Cell Phone:  [] AHDA CAN contact me at this number []  AHDA CANNOT contact me at this number 
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Spouse’s Work:  [] AHDA CAN contact me at this number []  AHDA CANNOT contact me at this number 
Parent’s Home: [] AHDA CAN contact me at this number []  AHDA CANNOT contact me at this number 
 
 

 
FINANCIAL ARRANGEMENTS 

 

How do you plan to handle your account?   [] Cash  [] Check  [] Credit Card  [] Dental Credit Funding
*
 

 
Please Note:  Fees are due when services are rendered unless prior arrangements have been made. 
 
 

INSURANCE INFORMATION 
 

Dental Insurance Company (primary):             
     Name      Address 

               
Insured Person’s Name    Birthdate   Relationship  Social Security No. 

               
Employer  Effective Date  Group No.  Plan No.  Union Name  Local 

 
Dental Insurance Company (secondary):             
     Name      Address 

               
Insured Person’s Name    Birthdate   Relationship  Social Security No. 

               
Employer  Effective Date  Group No.  Plan No.  Union Name  Local 
 
 

 

HEALTH HISTORY 
 

Below is a list of conditions which may seem unrelated to the purpose of your dental appointment.  However, these 
questions must be answered carefully as these problems can effect your overall dental diagnosis, treatment plan 
and the possibility of being accepted for dental care. 
 
 

 

MEDICAL HISTORY 
 

1. Are you in good health?......................................................................................................... Yes   No 
2. Date of last physical examination:        
3. Are you now under the care of a physician?..........................................................................  Yes   No 

If so, what is the condition being treated?       
Physician’s Name & Phone Number:        

4. Have you ever had any serious illness or operation?............................................................ Yes   No 
If so, what illness or operation?  

5. Have you ever been hospitalized?........................................................................................ Yes   No 
6. Are you taking any medicine?  [] Yes  []  No  Or any recreational drugs (marijuana, cocaine, etc.)   Yes   No 

If so, what and what dosage?  
7. Have you ever been pre-medicated with antibiotics for dental treatment?........................... Yes   No 

If so, why?  
8. Are you sensitive or allergic to any drugs? (check if yes)  [] Penicillin; [] Tetracycline; [] Sulfa Drugs; 

[] Aspirin; [] Codeine; [] Latex; [] Nickel; [] Other:   
9. Do you have or have you had any of the following: (check all boxes, even if the answer is ‘No’) 

 

                                                   
*
 For further information on Dental Credit Funding, please see the receptionist. 
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A n e m ia  [ ]  Y e s    []  N o  

A s th m a  [ ]  Y e s    []  N o  

H e rp e s  [ ]  Y e s    []  N o  

S tro k e  [ ]  Y e s    []  N o  

U lc e rs  [ ]  Y e s    []  N o  

D ia b e te s  [ ]  Y e s    []  N o  

G la u c o m a  [ ]  Y e s    []  N o  

A rth r it is  [ ]  Y e s    []  N o  

H a y  F e v e r  [ ]  Y e s    []  N o  

T o n s illit is  [ ]  Y e s    []  N o  

C o ld  S o re s  [ ]  Y e s    []  N o  

H e m o p h ilia  [ ]  Y e s    []  N o  

R h e u m a tis m  [ ]  Y e s    []  N o  

H e a rt  M u rm u r [ ]  Y e s    []  N o  

B ru is e  E a s ily  [ ]  Y e s    []  N o  

H e a d  In ju r ie s  [ ]  Y e s    []  N o  

H e a rt  F a ilu re  [ ]  Y e s    []  N o  

L iv e r D is e a s e  [ ]  Y e s    []  N o  

S c a r le t F e v e r [ ]  Y e s    []  N o  

C h ic k e n  P o x  [ ]  Y e s    []  N o  

S in u s  T ro u b le  [ ]  Y e s    []  N o  

B lo o d  D is e a s e  [ ]  Y e s    []  N o  

D ru g  A d d ic t io n  [ ]  Y e s    []  N o  

K id n e y  D is e a s e  [ ]  Y e s    []  N o  

S to m a c h  U lc e rs  [ ]  Y e s    []  N o  

E m p h y s e m a  [ ]  Y e s    []  N o  

A n g in a  P e c to r is  [ ]  Y e s    []  N o  

M e n ta l D is o rd e r  [ ]  Y e s    []  N o  

N e rv o u s  D is o rd e r  [ ]  Y e s    []  N o  

R h e u m a tic  F e v e r  [ ]  Y e s    []  N o  

T h y ro id  D is e a s e  [ ]  Y e s    []  N o  

C e re b ra l P a ls y  [ ]  Y e s    []  N o  

T u m o r o r  G ro w th  [ ]  Y e s    []  N o  

C o b a lt  T re a tm e n t [ ]  Y e s    []  N o  

C h e m o th e ra p y  [ ]  Y e s    []  N o  

C a n c e r/L e u k e m ia  [ ]  Y e s    []  N o  

R a d ia t io n  T re a tm e n t [ ]  Y e s    []  N o  

A lle rg ie s  / H iv e s  [ ]  Y e s    []  N o  

P a in  in  J a w  J o in ts  [ ]  Y e s    []  N o  

T M J  P ro b le m s  / P a in  [ ]  Y e s    []  N o  

H e p a t it is  [ ]  Y e s    []  N o  

J a u n d ic e  [ ]  Y e s    []  N o  

V e n e re a l D is e a s e  [ ]  Y e s    []  N o  

A ID S  [ ]  Y e s    []  N o  

A ID S  R e la te d  C o m p le x  [ ]  Y e s    [ ]  N o  

E xc e s s iv e  B le e d in g  [ ]  Y e s    []  N o  

C o rt is o n e  M e d ic in e  [ ]  Y e s    []  N o  

J o in t R e p la c e m e n t [ ]  Y e s    []  N o  

I  h a v e  re a d  th e s e  q u e s t io n s . [ ]  Y e s    []  N o  

B lo o d  T ra n s fu s io n   [ ]  Y e s    []  N o  

R e s p ira to ry  D is e a s e  [ ]  Y e s    []  N o  

S ic k le  C e ll D is o rd e r  [ ]  Y e s    []  N o  

T u b e rc u lo s is  (T .B . ) [ ]  Y e s    []  N o  

E p ile p s y  /  S e iz u re s  [ ]  Y e s    []  N o  

D if f ic u lty  S w a llo w in g  [ ]  Y e s    []  N o  

C o n g e n ita l H e a rt  L e s io n s  [ ]  Y e s    []  N o  

P s yc h ia tr ic  T re a tm e n t [ ]  Y e s    []  N o  

H y p o th y ro id  /  H y p e rth y ro id  [ ]  Y e s    [ ] N o  

H e a rt  A ilm e n ts  [ ]  Y e s    []  N o  

H e a rt  A tta c k  [ ]  Y e s    []  N o  

F a in t in g  S p e lls  [ ]  Y e s    [ ] N o  

H ig h  B lo o d  P re s s u re  [ ]  Y e s    []  N o  

L o w  B lo o d  P re s s u re  [ ]  Y e s    []  N o  

[ ]   O th e r:   

   

  
 

10. Do you wear a cardiac pacemaker, or have you had heart surgery?................................... Yes   No 
11. Do you have any disease, condition or problem not listed that you think  

the Doctor should know about?............................................................................................ Yes   No 
If so, what?  

12. Do you smoke?  If yes, how much per day?  
13. (Women) Are you pregnant?  [] Yes, how many months?_________  [] No 
14. (Women) Do you have any problems associated with your menstrual period?.................... Yes   No 
15. (Women) Do you take birth control pills?………………………………………………………… Yes  No 
16. Have you ever taken phen-phen?………………………………………………………………… Yes  No 
 

 

 

DENTAL HISTORY 
 

Reason for this visit:             
 

Previous Dentist Name:     Date of last dental treatment:     
 

Are you experiencing pain at this time?  [] Yes  []  No  Any prior major dental treatment? If yes, when?   

 

Are you dissatisfied with the appearance of your teeth?  [] Yes, why?        [] No 
Do you have, or do you use any of the following? (check all boxes, even if the answer is ‘No’) 
 

T e e th  s e n s it iv e  to  c o ld , h o t, s w e e ts , p re s s u re .  [ ]  Y e s    []  N o  

B le e d in g  g u m s .  H o w  lo n g ?     

F o o d  im p a c t io n . [ ]  Y e s    []  N o  

C le n c h in g  o r  g r in d in g . [ ]  Y e s    []  N o  

B u rn in g  o f to n g u e . [ ]  Y e s    []  N o  

S w e llin g  o r  lu m p s  in  m o u th . [ ]  Y e s    []  N o  

F re q u e n t b lis te rs  o n  lip s  o r  m o u th . [ ]  Y e s    []  N o  

P a in  in  o r  a ro u n d  e a r. [ ]  Y e s    []  N o  

U n u s u a l s o u n d s  in  e a r w h ile  e a t in g .  [ ]  Y e s    []  N o  

B a d  b re a th . [ ]  Y e s    []  N o  

I  h a v e  re a d  e a c h  o f th e s e  q u e s t io n s .  [ ]  Y e s    []  N o  

U n p le a s a n t ta s te . [ ]  Y e s    []  N o  

U n fa v o ra b le  d e n ta l e x p e r ie n c e .  [ ]  Y e s    []  N o  

C o m p lic a t io n s  fro m  d e n ta l e x tra c t io n s .  [ ]  Y e s    []  N o  

P e r io d o n ta l t re a tm e n t. [ ]  Y e s    []  N o  

O rth o d o n t ic  t re a tm e n t. [ ]  Y e s    []  N o  

O ra l h a b its  ( fin g e rn a il b itin g , lip  b it in g , e tc ) .  [ ]  Y e s    []  N o  

M o u th  b re a th in g . [ ]  Y e s    []  N o  

C ig a re tte ,  P ip e , C ig a r S m o k in g . [ ]  Y e s    []  N o  

T e x tu re  o f  to o th b ru s h :   

F re q u e n c y  o f b ru s h in g :   

U s e  d e n ta l f lo s s . [ ]  Y e s    []  N o  

U s e  in te r d e n ta l s t im u la n ts .  [ ]  Y e s    []  N o  

U s e  a  w a te r je t d e v is e  [ ]  Y e s    []  N o  

U s e  d is c lo s in g  ta b le ts  o r  s o lu t io n  [ ]  Y e s    []  N o  

U s e  flu o r id e  s u p p le m e n ts  [ ]  Y e s    []  N o   
 

Is there anything else about dental treatment that bothers you?        
I am seeking the following:  []  Relief Care   [] Limited Care     [] Cosmetic Care     [] Long Term Preventative Care 
 
 

Consent For Treatment.  I hereby authorize the dentist(s) and the AHDA Staff to perform treatment as  deemed necessary 
for the above referenced patient.  I have been informed of all possible complications for procedures, anesthetics x-rays.   
 

All services rendered are accepted under the terms and conditions printed on this Patient Information Packet. 
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Signature:          Date:     
 

Relationship to the patient:      
 
 

 

TERMS & CONDITIONS 
 
 As a condition of treatment I understand that payment is due at the time services are rendered and any financial arrangements 
must be made in advance.  I understand that dental services furnished to me are charged directly to me and that I am personally responsible for 

payment of all dental services.  If I carry dental insurance, I understand that this office will, as a courtesy to me, prepare my insurance forms to 
assist in making collections from insurance companies and will credit such collections to my account.  I understand that the entire balance is my 
responsibility, even if the insurance company does not pay.  I will assume financial responsibility for any unpaid balance remaining after the 

insurance company has considered my claim. 
 Assignment of Insurance Benefits.  I hereby authorize my insurance company to pay directly to my dentist any benefits accrued 
to me under my policy. 

 Unpaid Balances.  A service charge of 1 ½% per month (18% per annum – in no event shall this rate be more than the maximum 
rate permissible under state law) will be charged on the unpaid principal balance on all accounts no paid within 60 days of the treatment date.   
 Treatment Estimate.  I understand that the treatment plan estimate for my dental treatment can only be extended for a period of 

three months from the date of the patient’s examination.  I further understand that this is an estimate, the actual patient portion may be higher. 
 If my account is forwarded to a collection agency I agree to pay all collection costs.   I further agree that in the event that either this 
office or I institute legal proceedings with respect to amounts owed by me for services rendered, the prevailing party in such proceedings shall 

be entitled to recover all costs incurred including reasonable attorney’s fees. 
 I grant permission to this office, Dentist, assignee, and office staff to telephone me at the numbers listed above to discuss matters 
related to treatment. 

 I have read and understand the conditions and treatment and agree to their content.  
 
Patient or Guardian Signature:       Date:     
 
 

 
To the best of my knowledge, all of the preceding answers are true and correct.  If I ever have any changes in my 
health or if my medications change, I will, without fail, inform this office at my next appointment.   
 
Signature:          Date:     
 

Cancellation Policy:  Anaheim Hills Dental Arts specifically reserves and schedules time to diagnose and treat my 
dental needs.  If I need to cancel, or reschedule, my appointment I will provide this office with at least 24 hours 
notice.  For appointments that are either cancelled or rescheduled with less than 24 hour notice, I understand that I 
will be charged, and I agree to pay, a $50 missed appointment fee. 
 
Signature:          Date:     
 
 

 
To keep our records current we will ask you at each visit during the year to update the information contained in this 
packet.  Once per year, you will be asked to complete a new packet. 
 
1

st
 Visit: 

Changes in Health:             
 

Signature:          Date:     
 

 

2
nd

 Visit: 
Changes in Health:             
 

Signature:          Date:     
 

 

3
rd

  Visit: 
Changes in Health:             
 

Signature:          Date:     
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OFFICE USE ONLY – DO NOT WRITE IN THIS SECTION 

 
MEDICAL HISTORY SUMMARY as of date:__________, reviewed by:__________: 
 

Existing Illnesses:              

 
Current Drugs:              
 

Allergies:               
 

Nutritional Evaluation:             
 

DENTAL HISTORY SUMMARY as of date:__________, reviewed by:__________: 
 

Chief Complaint:              
 

Oral Habits:               
 

Hygiene:               

 
BEHAVIORAL RESUME as of date:__________, reviewed by:__________: 
 

               
 

               

 
ASA STATUS: 
[]  ASA Class 1 

[]  ASA Class 2 
[]  ASA Class 3 
[]  ASA Class 4 


