Pegah Pourrahimi D.D.S. 
Pegah Pourrahimi D.D.S. 

	PATIENT INFORMATION

	Date:

	Name:                                                                   

	Address:

	

	Sex: M ☐ F ☐                                           Single ☐ Married ☐ Divorced ☐

	Birthdate:                                     Age: 

	Home Phone:                                                 Cell:                                       

	Patient SSN#:                                                Driver’s License: 

	Email: 

	Occupation: 

	Employer: 

	Employer Address: 

	Employer Phone:

	Spouse’s Name: 

	Spouse’s Birthdate:                                            SSN#: 

	Spouse’s Occupation:                                        Employer:

	Spouse’s Phone: 

	EMERGENCY CONTACT NAME: 

	Relationship:                                          Phone: 

	How did you hear about our office? 


	INSURANCE 

	Primary Dental Insurance Name: 

	Insurance Phone: 

	Insurance P.O. Box:

	Group #:                                                     

	Subscriber Name: 

	Subscriber Birthdate: 

	SSN/ID/Contract #: 

	Relationship to Patient: Self ☐ Spouse ☐ Parent ☐ Other ☐

	Secondary Dental Insurance Name: 

	Insurance Phone: 

	Insurance P.O. Box:

	Group #:                                                     

	Subscriber Name: 

	Subscriber Birthdate: 

	SSN/ID/Contract #: 

	Relationship to Patient: Self ☐ Spouse ☐ Parent ☐ Other ☐

	Medical Insurance Name: 

	Insurance Phone: 

	Insurance P.O. Box:

	Group #:                                                     

	Subscriber Name: 

	Subscriber Birthdate: 

	SSN/ID/Contract #: 

	Relationship to Patient: Self ☐ Spouse ☐ Parent ☐ Other ☐


MEDICAL HISTORY

(please check the box if you currently have or have had any of the following)

	AIDS ☐ HIV+ ☐
	Emphysema ☐
	Jaw Pain ☐

	Anemia ☐ 
	Epilepsy ☐
	Jaw Surgery ☐

	Asthma ☐ Last Attack _______
	Fainting ☐
	Kidney Disease ☐

	Alzheimer’s disease ☐
	Fibromyalgia ☐
	Liver Disease ☐

	Artificial Joints ☐
	Frequent Diarrhea ☐
	Lung Disease ☐

	Autoimmune Disorders ☐
	GERD ☐
	Leukemia ☐ 

	Arthritis ☐
	Gout ☐
	Mitral Valve Prolapse (MVP) ☐

	Artificial Heart Valve ☐ 
	Glaucoma ☐
	Memory Loss ☐

	Back Problems ☐
	Headaches ☐
	Migraines ☐

	Bleed Easily ☐
	Herpes Type 1 ☐ Type 2 ☐
	Muscle Spasms or Cramps ☐

	Blood Disease ☐
	Hay Fever ☐
	Nervous/Anxiety ☐

	Blood Transfusion ☐
	Heart Attack ☐
	Night Sweats ☐

	Cancer ☐ Type ____________
	Heart Murmur ☐
	Osteoporosis ☐

	Chemotherapy ☐
	Heart Disease ☐
	Psych Care ☐

	Chest Pains ☐
	Heart Arrhythmia ☐
	Radiation Treatment ☐

	Cold Sores/Fever Blisters ☐
	Heart Pacemaker ☐
	Rheumatic Fever ☐

	Congenital Heart Disorder ☐
	Heartburn ☐
	Scarlet Fever ☐

	Convulsions ☐
	Hemophilia ☐
	Shortness of Breath ☐

	Cortisone Treatment ☐
	Hepatitis A ☐ B ☐ C ☐
	Sinus Trouble ☐

	Chronic Fatigue ☐
	High Blood Pressure ☐
	Stroke ☐ 

	Cough (persistent, bloody) ☐
	Low Blood Pressure ☐
	Swelling of Limbs ☐

	Congestive Heart Failure ☐ 
	Hives or Rash ☐
	Thyroid Disease ☐

	Diabetes Type 1 ☐ Type 2 ☐
	Immune System Disorder ☐
	Tuberculosis ☐

	Drug Addiction ☐
	Irregular Heartbeat ☐
	Tumors/Growths ☐

	Dizziness ☐
	Jaundice ☐
	Tonsils Removed ☐

	Trauma/Injury ☐
	Venereal Disease ☐ 
	Ulcers ☐


OTHER MEDICAL (NOT LISTED ABOVE)

__________________________________________________________________________________________________________________________________________________________________________________________________________________

DENTAL HISTORY 

	Reason for visit:

__________________________
	Former Dentist: __________________________
	Date of last dental visit: __________________________

	Bad Breath ☐
	Grinding Teeth ☐
	Periodontal/Gum Surgery ☐

	Bleeding Gums ☐
	Gums Swollen/Tender ☐
	Smoking ☐

	Blisters on Lips/Mouth ☐
	Jaw Pain ☐
	Chewing Tobacco ☐

	Burning Sensation on Tongue ☐
	Lip/Cheek Biting ☐
	Sensitivity to Cold ☐

	Clicking/Popping Jaw ☐
	Loose Teeth/Broken Fillings ☐
	Sensitivity to Hot ☐

	Dry Mouth ☐
	Orthodontic Treatment ☐
	Sensitivity to Sweets ☐

	Fingernail Biting ☐
	Pain when Brushing ☐
	Sensitivity when Biting ☐

	Food Collection in Teeth ☐ 
	Pain around Ear ☐
	Sores/Growths in Mouth ☐

	How often do you brush_______
	How often do you floss_______
	Other _____________________


ALLERGIES 

	Antibiotics ☐
	Latex ☐
	Penicillin ☐

	Aspirin ☐
	Local Anesthesia ☐
	Sulfa ☐

	Codeine ☐
	Metals ☐
	Acrylic ☐

	Iodine ☐
	Sedatives ☐
	☐Other____________________


CURRENT MEDICATIONS

(please list)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

BISPHOSPHONATES (ex. Fosamax, Boniva, Actonel etc) ? Yes ☐ No ☐
Do you snore? Yes ☐ No ☐  Had a sleep study done? Yes ☐ No ☐  C-PAP? Yes ☐ No ☐

(check the boxes and sign below)
FEES/PAYMENTS

Insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some insurance companies pay fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance or any other balance not paid for by your insurance company. You will be responsible for all collection costs, attorney’s fees, and court costs. 

· I certify that I have read and understand the above.

· I authorize the release of information necessary to process my claim. I hereby authorize to this doctor named of the benefits otherwise payable to me. 

· I authorize Pegah Pourrahimi D.D.S. Inc. and staff to contact me on my cellphone to discuss my dental benefits and account/insurance information.

PATIENT ACKNOWLEDGEMENTS / HIPAA

· I acknowledge that I have received and/or been offered a copy of the Dental Materials Fact Sheet as required by law. A copy can be requested at any time. 

· I hereby acknowledge that I have been given the right to review this office’s Notice of Privacy Practices (HIPAA). A copy can be requested at any time. 

· I certify that I have read and understand the above. I affirm that the information contained in this form and any additional information that I may furnish is true and correct to the best of my knowledge. I understand the above information is necessary to provide me with safe and efficient dental care. I will not hold Pegah Pourrahimi D.D.S. or the staff responsible for any errors or omissions that I have made in the completion of this form.

· To the best of my knowledge, all of the preceding answers are correct. If I have any changes in my health status or if my medications change, I will inform the dentist and the staff at the next appointment. 

TREATMENT AUTHORIZATION & OFFICE POLICIES

· I hereby grant authority to the dentist(s) in charge of the care of the patient whose name appears on these registration forms, to administer any treatment; or to administer such anesthetics, analgesics, sedatives, nitrous oxide sedation; and to perform such operations as may be deemed necessary or advisable in the diagnosis and treatment of this patient. 

· We must have a copy of your insurance card (if applicable) and a photo ID (Driver’s license or Passport) on file. 

· I understand that all responsibility for payment for dental services provided in this office for any dependents or myself is mine, due and payable at the time services are rendered. Insurance coverage is only an estimate; the guarantor is responsible for all treatment not covered by insurance. For your convenience we accept cash, checks, Visa, MasterCard, Discover and American Express. 

· If you need to re-schedule an appointment please notify us at least 48 hrs prior to your scheduled appointment time. Failure to do so will result in a charge of $100 per hour of treatment. 

· You will inform the office if you have any changes in your health, address or insurance. 

Printed Name_________________________________________________________________________

Signature_______________________________________________________ Date ________________
TO BE SIGNED BY DOCTOR ONLY:

Medical History Reviewed on: ___________ By: _____________________________
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