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HEADER INFORMATION1. Type of Transaction (Mark all applicable boxes)

Statement of Actual Services
Request for Predetermination/Preauthorization

EPSDT/Title XIX2. Predetermination/Preauthorization NumberINSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, City, State, Zip Code

OTHER COVERAGE4. Other Dental or Medical Coverage?  No (Skip 5-11)      Yes (Complete 5-11)

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

6. Date of Birth (MM/DD/CCYY) 7. Gender 8. Policyholder/Subscriber ID (SSN or ID#)

M  F

9. Plan/Group Number
10. Patient’s Relationship to Person Named in #5

Self     Spouse     Dependent     Other
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TOOTH

CENT

LAT

CUSP

POST

MOULD
UPPER LOWER

SHADE
UPPER LOWER

ORAL FINDINGS

HYGIENE 1 2 3 4

DEPOSITS 1 2 3 4

PERIODONT 1 2 3 4

Date Tooth
No. Treatment Record and Services Rendered

Amount
Charged

Amount
Paid

Balance
Due

ORAL EXAMINATION AND DIAGNOSIS

Shades: Silicate: Plastic: Porcelain:
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HYGIENE/PERIODONTAL TREATMENT RECORD

Patient __________________________________________ Date of Initial Exam __________________________

Perio Disease Type I ___________ II  ___________ III  ___________ IV _______________________________

X-ray Dates BWX  _____________ FMX  __________________________ Panoramic __________________

Treatment Plan: 1. Root Planing  ____________________________

2. Surgical Procedure  ___________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

3. Refer to Periodontist _____________________________________________________________ DDS, DMD
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Periodontal Procedures Fee

Prophylaxis _______

Scaling & root planing

Quadrants

_______

Other procedures

Fee

BASELINE EXAMINATION
Name ________________________________________________

Blood Pressure ____________ Pulse ________________

Date of Exam ______________

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

MOBILITY

NONE = 0

SLIGHT = 1

MODERATE = 2

SEVERE = 3

F G H I J

UPPER LEFTUPPER RIGHT

LOWER LEFTLOWER RIGHT
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SOFT TISSUE

Mucosa _________________

Hard Palate _________________

Soft Palate _________________

Pharynx _________________

Tongue _________________

Floor of Mouth _________________

Attached Gingiva _________________

Lymph Nodes _________________

Lips _________________

TMJ Evaluation: none right left

Joint tenderness

Muscle tenderness

Restriction of movement

Noises

Right Left

PERIODONTAL SCREENING EXAMINATION

Visible Inflammation Yes No

Bleeding on Probing Yes No

Pockets greater than 3 mm Yes No

Periodontal Health

Periodontal Disease

IF PERIODONTAL DISEASE PRESENT,

No measurements exceeding 5 mm standard

PERIO DISEASE TYPE: _____ I Gingivitis  _____ II Early Periodontitis  _____ III Mod. Periodontitis  _____ IV Adv. Periodontitis
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TREATMENT RECORD

MEDICAL/DENTAL HISTORY FORM
Date: __________________________________
Birth Date: _____________________________

Patient's
Name: _______________________________________________________________________ Age: _____ Sex: _____ Marital Status: _____

Last                                  First                              Middle
What is your reason for seeking dental treatment?

Checkup for all necessary dental care
Dental care for a specific problem
Explain _________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________

Name of Physician  ___________________________________ Address  __________________________________ Phone ______________
Name of Previous Dentist  ____________________________ Address  __________________________________ Phone ______________

Were Oral X-Rays taken?  _____ Yes   _____ No   How Long Ago? ____________________

Please Answer All Questions

1. Are you under a physician's care now? Yes No
2. Have you been hospitalized or had a serious illness

within the past 5 years? Yes No
3. Date of last Medical Examination: _________________________________
4. Are you pregnant? ________ Month: ______________________ _________
5. Have you had any complications with

past pregnancies? Yes No
6. Are you taking any medications or drugs at present? Yes No

If so, please list them in space at bottom of page.

Do you now have or have you ever had any of the following?
7. Heart Disease Yes No
8. Shortness of breath with limited activity or

when resting Yes No
9. Chest pain or angina pectoris Yes No

10. Heart Attack Yes No
11. Mitral Valve Prolapse Yes No
12. Rheumatic fever or rheumatic heart disease Yes No
13. Heart murmur Yes No
14. heart defect from birth Yes No
15. High blood pressure Yes No
16. Stroke Yes No
17. Fainting spells, convulsions or epilepsy Yes No
18. Nervous breakdown or emotional problems Yes No
19. Lung disease (T.B., asthma, emphysema or other) Yes No
20. Liver disease (hepatitis, jaundice, cirrhosis or other) Yes No
21. Kidney disease Yes No
22. Diabetes Yes No
23. Prolonged bleeding following injuries or surgery Yes No
24. Blood disorder Yes No
25. Venereal disease (syphilis, gonorrhea); Herpes; A.I.D.S. Yes No
26. Arthritis Yes No
27. X-ray treatments or radiation therapy Yes No
28. Treatment for a tumor or growth Yes No
29. Do you have any limitations regarding activity or diet? Yes No

If so, what?  _____________________________________________________________
30. Have you had joint surgery or a prosthetic joint

replacement? Yes No
31. Headaches, neckaches, backaches? Yes No

Have you become sick from, shown any allergy to, or been told
not to take the following:
32. Penicillin or other antibiotics Yes No
33. Aspirin, codeine or other pain medications Yes No
34. Novocaine, xylocaine, or other anesthetics Yes No
35. Other medications  ______________________________________________________
36. Is there anything of importance in your medical

history that has not been asked? Yes No

Explain  _________________________________________________________________

__________________________________________________________________________
37. Do you have problems with any of the following?

Check those that apply.
Pain in teeth or gums Sensitivity to hot/cold/sweet
Pain in noise in jaw joint Pain in head/neck
Pain in jaws Swelling
Sores on lips/on mouth Loose teeth
Food sticking between
teeth Bad breath
Bleeding gums when
Flossing
Bleeding gums when Dentures/bridges
brushing

38. Have you ever had:
Tooth extraction? ______ Oral Surgery?  ______ ; Any difficulty? ______
Periodontal (gum) surgery? ______ Injury to jaws/teeth? ______

39. Have you ever had problems in connection with the above?
Excessive or prolonged bleeding  ______ Delayed healing ______ 

40. Have you ever had:
Orthodontic treatment? ______ Oral hygiene instruction? ______ 

41. Have you ever had:
Removable dentures/bridges/appliances? ______ 
Spare denture(s) ______ 
Soreness/looseness with your denture(s)? ______ 

42. Have you ever had an unusual reaction to any dental
treatment? Yes No

Explain  _________________________________________________________________

__________________________________________________________________________

____________________________________________________________________________________________________________________________
Patient or Parent/Guardian Signature                                       Date

Medications Currently Being Used (Include prescription and non-prescription drugs): ______________

____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________

Medical History Updates: _________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________

Blood Pressure and Pulse: ________________________________________________________________________________________________
____________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________

FORM # 28-9054 ' 1987 BIBBERO SYSTEMS, INC., PETALUMA, CA

1. ¿Está usted al cuidado de un médico actualmente? Sí No
2. ¿Ha sido hospitalizado(a) o ha tenido una grave enfermedad

en los últimos 5 años? Sí No
3. Fecha del último examen médico:
4. ¿Esta usted embarazada? ¿Cuántas semanas?
5. ¿Ha tenido complicaciones con embarazos anteriores? Sí No
6. ¿Esta tomando medicaciones o fármacos actualmente? Sí No

Sí es así, por favor enumérelos en el espacio al final de la página.

¿Tiene o ha tenido alguna de las siguientes dolencias?
7. Cardiopatía Sí No
8. Dificultad para respirar con actividad limitada o en reposo Sí No
9. Angina de pecho Sí No

10. Ataque cardiaco Sí No
11. Prolapso de válvula mitral Sí No
12. Fiebre reumática o cardiopatía reumática Sí No
13. Soplo al corazón Sí No
14. Defecto cardiaco congénito Sí No
15. Hipertensión arterial Sí No
16. Accidente cerebrovascular Sí No
17. Desmayos, convulsiones o epilepsia Sí No
18. Crisis nerviosa o problemas emocionales Sí No
19. Enfermedad pulmonar (TBC, asma enfisema u otras) Sí No
20. Hepatopatía (ictericia, cirrosis u otra) Sí No
21. Hepatitis (A, B, C) Sí No
22. Renopatía Sí No
23. Diabetes Sí No
24. Sangrado prolongado luego de heridas o cirugía Sí No
25. Trastomos sanguíneos Sí No
26. Enfermedades venéreas (sífilis, gonorrea); herpes Sí No
27. SIDA/VIH Sí No
28. Artritis Sí No
29. Tratamiento con rayos X o tratamiento con radación Sí No
30. Tratamiento de un tumor o bulto Sí No
31. ¿Tiene limitaciones para realizar actividades o dieta? Sí No

Sí la respuesta es “sí” ¿cuáles son? 
32. ¿Ha tenido una cirugia articular o artroplastía? Sí No
33. ¿Dolores de cabeza, cuello o espalda? Sí No

Se ha enfermado a causa de, mostrado alergia a o le han dicho que no ingiera lo
siguiente:

34. Penicilina u otros antibióticos Sí No
35. Aspirina, codeína u otros analgésicos Sí No
36. Novocaína, xilocaína u otros anestésicos Sí No
37. Otras medicaciones
38. ¿Existe algo importante en su historial médico que no le hayamos

preguntado? Sí No
Explique

39. ¿Tiene problemas con lo siguiente?
Marque todas las opciones pertinentes.

Dolor de dientes o encías Sensibilidad a calor/frío/sudor
Dolor o crepitación de articulación maxilar
Dolor de cabeza/cuello
Dolor de los maxilares Hinchazón
Llagas en los labios/boca Dientes flojos
Alimentos pegados entre los dientes Mal aliento
Sangrado de encías cuando se limpia con hilo dental
Sangrado de encías cuando se cepilla
Dientes postizos/puentes

40. ¿Alguna vez ha tenido:
Extracción de dientes? Cirugía Oral? Otra dificultad?
Cirugía periodontal (encías)? Lesión de maxilares/dientes?

41. ¿Alguna vez ha tenido problemas relacionados con lo anterior?
Sangrado profuso o prolongado Retraso en curación

42. ¿Alguna vez ha tenido:
Tratamiento ortodóncico? Instrucciones para higiene oral?

43. ¿Alguna vez ha tenido:
Dientes postizos/puentes/aparatos extraíbles?
Dentadura postiza de repuesto?
Dentadura postiza dolorosa o sueíta?

44. Alguna vez ha tenido una reacción inusual a cualquier 
tratamiento dental? Sí No

Explique:
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FORMULARIO DE HISTORIA MÉDICA/DENTAL
No de seguro social: Fecha:

Lic. de conducir #: Fecha de nacimiento:
Nombre del
paciente: Edad: Sexo: Estado civil:

Apellido Primer nombre Segundo nombre

¿Cuál es el motivo por el que busca tratamiento dental?

Verificaión de toda la atención dental necesaria Atención dental para un problema específico

Explique:

Nombre de médico: Dirección: Teléfono:

Nombre de dentista anterior Direccíon: Teléfono:

¿Se tomaron radiografías orales? Sí   No        ¿Hace cuánto tiempo?

Sírvase responder todas las preguntas

Medicaciones actualmente consumidas (incluya los fármacos con o sin recta médica, medicinas, herbales, píldoras dietéticas, medicaciones de potencia, etc.):

Actualizaciones de historia médica (incluye hospitalizaciones recientes): 

Presión arterial: Pulso:

Firma del paciente, padre de familia o tutor Fecha

PATIENT HISTORY & INFORMATION

Date: ___________________________________________

Birth Date: _____________________________________

NAME            ____________________________________________________________________________________________ Age:  _________  Sex: ______  Marital Status: ________________
LAST                                                    FIRST                                                          MIDDLE

ADDRESS (Home): __________________________________________________________________________________________________________ Phone: ________________________________
STREET                                                                                      CITY                                                          STATE/ZIP

ADDRESS (Bus.): ___________________________________________________________________________________________________________ Phone: ________________________________
STREET                                                                                      CITY                                                          STATE/ZIP

Employer: ____________________________________________________ Occupation: __________________________________________    Social Security No.: ____________________________

Nearest Relative in area: ____________________________ Address: _____________________________________________________ Phone: __________________________________________

Who can we thank for referring you to this office: _______________________________________________________________________________________________________________________

PERSON RESPONSIBLE FOR PAYMENT -

Name: ______________________________________________________________________________________ Relationship: ______________________ Phone: ______________________________

Address: _________________________________________________________________________ City/State/Zip: ______________________________________________________________________

Employer: ________________________________________________________________ Occupation: ____________________________  Social Security No.: _______________________________

Bank and Branch: _____________________________________________________________________________________________________________ Checking: __________ Savings: _________

Driver's License No.: __________________________________ State and Expiration Date: _____________________________________________________________________________________

Bill will be paid by:          Self          Insurance          Other - Who: ______________________________________________________________________________________________

Insurance company: ______________________________________________________________________________________________ Policy No.: __________________________________________

In whose name is policy carried: ____________________________________ Insurance eligibility dates: ___________________________ Medicare/Welfare No.: _________________

ACKNOWLEDGEMENT AND AUTHORITY
I consent to treatment as necessary or desirable to the care of the patient first named above., including but not restricted to whatever
drugs, medicine, performance of operations and conduct of laboratory, x-ray, or other studies that may be used by the attending doctor,
or nurse or qualified designate.
I also acknowledge full responsibility for the payment of such services and agree to pay for them, in full, AT THE TIME OF SERVICE ,
unless other arrangements are made with the Financial Department.

Signed ______________________________________________________________________________________________
PATIENT, PARENT OR AGENT (MUST BE 18 YEARS OR OLDER)

MEDICAL/DENTAL HISTORY -

Physician's Name: ____________________________________________________ Address/City/State: ____________________________________________  Phone: ________________________

When did you last consult a physician? __________________________________ Reason: ____________________________________________________________________________________

Have you been a patient in a hospital in the past 5 years:     Yes     No                 Reason: _______________________________________________________________________

Have you had any serious illnesses or operations?     Yes     No

Name of former dentist: ______________________________________________________________________________ Date of last dental examination: __________________________________

Purpose of visit:     complete examination     pain     broken tooth     other

Do you have, or have you had, any of the following (Please check and describe fully under remarks):

YES NO
1. Heart Disease ................................................
2. High Blood Pressure ......................................
3. Blood disorder - anemia .................................
4. Rheumatic Fever ...........................................
5. Heart Murmur ................................................
6. Thyroid disease, hyperthyroidism ...................
7. Diabetes ........................................................
8. Stroke ............................................................
9. Epilepsy.........................................................
10. Fainting .......................................................

YES NO
11. Psychiatric Treatment ..................................
12. Arthritis ........................................................
13. Tumor History ..............................................
14. Venereal Disease ........................................
15. Sinus Trouble ..............................................
16. Ulcers ..........................................................
17. Radiation Treatment ....................................
18. Liver or Kidney Disease ...............................
19. Hepatitis, Jaundice ......................................
20. Aids/HIV + ...................................................

YES NO
21. Allergies

a. Penicillin ...............................................
b. Other Antibiotics ...................................
c. Codeine, Aspirin ...................................
d. Local Anesthetic, Novocaine .................
e. Others ..................................................

22. Asthma ........................................................
23. Tuberculosis, Emphysema ...........................
24. Do you smoke? ............................................
25. Are you pregnant? .......................................

Have you had excessive bleeding requiring treatment? .............................................................................................................................................................................

Are you taking any medicines, drugs or pills? ............................................................................................................................................................................................

Have you experienced any unfavorable reaction to previous dental treatment? .........................................................................................................................................

Do you have any disease, condition or problem not listed above that you think I should know about? ______________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

Remarks: ____________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________
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MR.
MRS.
MISS.:

Medical History
1. Is your child currently under a physician’s care? Yes No

If yes, please explain:

2. Does your child currently have a health problem? Yes No

If yes, please explain:

3. Is your child currently taking any medication(s)? Yes No

If yes, please list:

4. Has your child been hospitalized, had surgery, or had a serious injury within

the past five years? Yes No

If yes, please explain:

5. Has your child ever had a serious illness? Yes No

What? When?

6. Is your child allergic to penicillin, sulfa-based medications, antibiotics, or other

drugs? Yes No

If yes, please list:

7. Is your child allergic to any metals or latex? Yes No

8. Does your child have other allergies? Yes No

If yes, please list:

9. Does your child have A.I.D.S. or has he/she been tested

positive for HIV? Yes No

10. Has your child tested positive for hepatitis? Yes No

11. Is your child subject to nervous disorders? Yes No

If yes, circle all that apply: fainting,     seizures,    dizziness,    

behavioral issues,     learning difficulties

12. Does your child now have or has he/she ever had any of the following 

conditions? Yes No

If yes, circle all that apply: heart murmur,    heart defect from birth,

shortness of breath,    rheumatic fever,    diabetes,    asthma,    epilepsy,

cerebral palsy,    liver or kidney problems,    congenital birth defects, 

cancer,   infections,    blood disorders,      autism,      Down Syndrome, 

eyesight problems,    hearing loss,     speech impairment

Dental History
13. Has your child ever become sick from, shown any allergy to, or been

told not to take:

Aspirin, codeine or other pain medications? Yes No

Novocaine, xylocaine or other anesthetics? Yes No

14. Does your child eat between meals? Yes No

15. Does your child eat sweets - candy, soda, gum? Yes No

16. When does your child brush his/her teeth?

Upon arising   After eating any food  After meals  At bedtime

17. How does your child receive Fluoride?

Community water/Level ppm   Well water/Level ppm

Fluoride drops or tablets  Fluoride rinse or gel

18. Have any cavities been noted in the past? Yes No

19. Does your child suck his/her thumb or fingers? Yes No

20. Has your child had any teeth removed by extraction? Yes No

21. Have there been any injuries to your child’s teeth? Yes No

If yes, please explain:

22. Has your child had any problems with dental treatment

in the past? Yes No

23. Has anyone in the family, including parents, had orthodontic

treatment? Yes No

24. Has your child ever received a local anesthetic? Yes No

25. Has your child ever had occlusal sealants? Yes No

26. Does your child think there is anything wrong with his/her

teeth? Yes No

If yes, please explain:

27. Does your child now have or has he/she had any of the

following conditions? Yes No

If yes, circle all that apply:  

pain in teeth or gums,   sensitivity to hot/cold/sweet,  pain or noise in jaw joint,

pain in head/neck,   pain in jaws,    swelling,     sores on lips/mouth, 

loose teeth not associated with normal loss of baby teeth,    food sticking

between teeth,    bad breath,     bleeding gums when flossing, 

bleeding gums when brushing.
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Chi ld Medical/Dental History
Date:

Patient’s Name: Age: Gender:  M   F   Birth Date:
Last First Middle

What is the reason for seeking dental treatment for your chi ld?

Checkup for all necessary dental care  Dental care for a specific problem. Explain

Name of child’s physician: Address Phone

Child’s first visit to a dentist?  Yes  No  If no, date of last visit:

Previous dentist’s name: Address: Phone:

Were oral X-rays taken?  Yes  No  If yes, how long ago? By previous dentist? Yes No

Please Answer All Questions

Is there anything of importance in your child’s medical/dental history that has not been asked? Yes No

If yes, please explain:

Medical History Updates (include recent hospitalizations not listed above):

Patient or Parent/Guardian Signature Date

Historia médica
1. ¿Su hijo(a) está al cuidado de un médico? Sí No

Si la respuesta es “sí”, por favor explique

2. ¿Su hijo(a) actualmente tiene un problema de salud? Sí No

Si la respuesta es “sí”, por favor explique

3. ¿Su hijo(a) actualmente toma alguna medicacíon? Sí No

Si la respuesta es “sí”, por favor enumere

4. ¿Su hijo(a) ha sido hospitalizado, ha tenido cirugía o ha tenido una lesión

grave en los últimos cinco años? Sí No

Si la respuesta es “sí”, por favor explique

5. ¿Su hijo(a) ha tenido una enfermedad grave? Sí No

¿Cuál? ¿Cuándo?

6. ¿Su hijo(a) es alérgico(a) a la penicilina, medicaciones con base de sulfato,

antibióticos u otros fármacos? Sí No

Si la respuesta es “sí”, por favor enumere

7. ¿Su hijo(a) es alérgico(a) a los metales o látex? Sí No

8. ¿Su hijo(1) tiene otras alergias? Sí No

Si la respuesta es “sí”, por favor enumere

9. ¿Su hijo(a) tiene SIDA o ha arrojado resultado positivo 

parl el VIH? Sí No

10. ¿Su hijo(a) ha arrojado resultado positivo la hepatitis? Sí No

11. ¿Su hijo(a) sufre trastornos nerviosos? Sí No

Si la respuesta es sí, por favor encierre en circulo lo que sea pertinete:

desmayos,       convulsiones,          mareos,          problemas de conducta, 

dificultades de aprendizaje

12. ¿Su hijo(a) es alérgico(a) a la penicilina, medicaciones con base de

sulfato, antibióticos u otros fármacos? Sí No

Si la respuesta es sí, por favor encierre en circulo lo que sea pertinete:

Soplo cardiaco, defecto cardiaco, congénito, dificultad para respirar, 

fiebre reumática, diabetes, asma, epilepsia, parálisis cerebral, 

problemas hepáticos o renales, defectos congénitos, cáncer, infecciones,

trastormos sanguíneos, autismo, síndrome de Down, problemas visuales,

pérdida de audición, problemas de habla. 

Historia dental
13. ¿En la primera visita de su hijo(a) a un dentista? Sí No

Si no es así, ¿hace cuánto tiempo fue último visita a un dentista?

14. Su hijo(a) se ha enfermado a causa de, mostrado alergia a o le han dicho que

no ingiera lo siguiente:

Aspirina, codeína, u otros analgésicos? Sí No

Novacaína, xilocaína u otros anestéticos? Sí No

15. ¿Su hijo(a) come entre comidas? Sí No

16. ¿Su hijo(a) come dulces: caramelos, bebidas gaseosas, 

goma de mascar? Sí No

17. ¿Cuándo su hijo(a) cepilla sus dientes?

Al levantarse  Después de comer cualquier alimento

Después de las comidas   Al acostarse

18. ¿Cómo recibe su jijo el fluoruro?

Agua comunitaria/nivel ppm   Agua de pozo/nivel ppm

Gotas o comprimidos de fluoruro  Enjuage o gel de fluoruro

19. ¿Ha notado caries en el pasado? Sí No

20. ¿Su hijo(a) se chupa el pulgar u otros dedos? Sí No

21. ¿Le han extraído a su hijo(a) algunos dientes? Sí No

22. ¿Han habido lesiones en los dientes de su hijo(a)? Sí No

Si la respuesta es “sí”, por favor explique

23. ¿Su hijo(a) ha tenido problemas con el tratamiento dental 

anteriormente? Sí No

24. ¿Alguien en la familia, incluyendo los padres de familia,

ha tenido tratamiento ortodóncico? Sí No

25. ¿Su hijo(a) alguna vez ha recibido un antesésico local? Sí No

26. ¿Su hijo(a) ha recibido alguna vez selladores oclusivos? Sí No

27. ¿Su hijo(a) cree que hay algo malo con sus dientes? Sí No

Si la respuesta es “sí”, por favor explique

28. ¿Tiene ahora o ha tenido alguna vez su hijo(a) alguna de 

las siguientes afecciones? Sí No

Si la respuesta es sí, por favor encierre en circulo lo que sea pertinete:

Dolor en los dientes o encías, sensibilidad al calor/frío/sudor, dolor o

crepitación en la articulación maxilar, dolor en la cabeza/cuello, dolor en los

maxilares, hinchazón, llagas en los labios/boca, dientes flojos no relacionados

con pérdida normal de dientes de leche, alimentos adheridos entre los

dientes, mal aliento, sangrado de encías cuando se limpia con hilo dental,

sangrado de encías cuando se cepilla los dientes.
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Historia médica/dental del niño
Fecha:

Nombre del paciente: Edad: Sexo:  M   F   Fec. nac.:
Apellido Primer nombre Segundo nombre

¿Cuál es el motivo por el que busca tratamiento dental para su hijo(a)?
Verificación de toda la atención dental necesaria  Atención dental para un problema. Específico.

Explique:

Nombre del médico del niño(a) Dirección No teléfono

¿Primera visita del niño(a) a un dentista?  Sí  No  Si no es así, fecha de la última visita:

Nombre del dentista anterior: Direción No teléfono

¿Se tomaron radiografías orales?  Sí  No Si la respuesta es sí, ¿hace cuánto tiempo? ¿Por del dentista anterior? Sí No

Sírvase responder todas las preguntas

¿Existe algo de importancia en la historia médica/dental de su hijo(a) que no hayamos preguntado?

Si la respuesta es sí, por favor explique

Actualizaciones de historia médica (incluye hospitalizaciones recientes):

Firma del padre de familia/tutor Fecha

DATE _________________

PATIENT INFORMATION

WELCOME TO OUR OFFICE! WE APPRECIATE YOUR ASSISTANCE IN FULLY COMPLETING THIS
QUESTIONNAIRE.         THANK YOU!

Patient's Name ___________________________________________________________________ Birth Date _______________ Sex __________
LAST                                                         FIRST             MIDDLE

Address _______________________________________________________________________________  Phone _____________________________
STREET                                 CITY                                                     STATE / ZIP

Employer _____________________________________________________________________________  Phone _____________________________

______________________________________________________________________________________________________________________
STREET                                 CITY                                                     STATE / ZIP

Bank and Branch _________________________________________________________________  Driver's License No. ___________________

PERSON TO BE BILLED (IF DIFFERENT FROM ABOVE) :

Name ___________________________________________________________________________  Relationship _____________________________
LAST                                                         FIRST             MIDDLE

Address _______________________________________________________________________________  Phone _____________________________
STREET                                 CITY                                                     STATE / ZIP

Employer _____________________________________________________________________________  Phone _____________________________

______________________________________________________________________________________________________________________
STREET                                 CITY                                                     STATE / ZIP

Bank and Branch _________________________________________________________________  Driver's License No. ___________________

Dental Insurance __________________________________________________________________________________________________________
INSURANCE COMPANY                                STREET                                 CITY                          STATE / ZIP

_____________________________________________________________________________________________________________________________
POLICY                                             SOCIAL SECURITY NO.                                                GROUP NO.                                                 UNION LOCAL

SECOND INSURANCE COVERAGE (IF APPLICABLE): If you are covered by secondary dental insurance, we will need

the following information:

Policy Holder's Name ___________________________________________________________  Relationship ____________________________
LAST                                                         FIRST             MIDDLE

Address _______________________________________________________________________________  Phone _____________________________
STREET                                 CITY                                                     STATE / ZIP

Employer _____________________________________________________________________________  Phone _____________________________

______________________________________________________________________________________________________________________
STREET                                 CITY                                                     STATE / ZIP

Bank and Branch _________________________________________________________________  Driver's License No. ___________________

Dental Insurance ___________________________________________________________________________________________________________
INSURANCE COMPANY                                STREET                                 CITY                          STATE / ZIP

_____________________________________________________________________________________________________________________________
POLICY                                             SOCIAL SECURITY NO.                                                GROUP NO.                                                 UNION LOCAL

IN CASE OF EMERGENCY WHOM MAY WE CONTACT. Either a relative or friend who is not living with you.

Name ____________________________________________________________________________    Home Phone __________________________
LAST                                                         FIRST             MIDDLE

Home Address ____________________________________________________________________   Office Phone _________________________
CITY                                                    STATE / ZIP

Whom may we thank for referring you to our office? _______________________________________________________________________

FOR OFFICE USE:

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________
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1

THOMAS A. SCOTT, D.D.S.
General Dentistry

135 So. Elm St.
Sacramento, CA 94107

Telephone: (916) 344-5550

FOR DATE

ADDRESS

LIC. #DEA # 

REFILL TIMES Thomas A. Scott, M.D.
#25-8293V

THOMAS A. SCOTT, D.D.S. 
General Dentistry
135 So. Elm St.

Sacramento, CA 94107
Telephone: (916) 344-5550

FOR DATE 

ADDRESS

LIC. #DEA # 

REFILL TIMES Thomas A. Scott, M.D.

#25-8293H



6 Mos. Total personal taken hours/days;  hours/day left
(circle one) (circle one)

6 Mos. Total vacation taken hours/days;  hours/day left
(circle one) (circle one)

Summary of Communications: Both formal and informal. Be sure to indicate date and all pertinent
quotations and facts. This form should contain a record of ongoing communications as required by
current law.

ATTENDANCE SYMBOLS:
Ap - Accident, away from work
Aw - Accident, work related

B - Bereavement
Bn - Bonus Day Off

D - Disciplinary Time Off, Employer Initiated
Hn - Holiday, non-paid
Hp - Holiday, paid
Ie - Illness, employee
If - Illness, family

Current personal/sick leave entitlement:
Weeks Days Hours From To

J - Jury Duty
L - Leave of Absence
M - Military Obligation
O - Other
P - Personal Time Off (PTO)
T - Tardy, Late
U - Unexcused Absence
V - Vacation Day
Y - Layoff
(      ) Number of hours late or absent if less than a full day.

EXAMPLE: (1/2) means employee 1/2 hour late.
Current vacation entitlement:
Weeks Days Hours From To

CONFIDENTIAL

Review Date

Anniversary Date

NAME HIRE DATE
Last First M.I.

ADDRESS HOME PHONE (         )
No. Street

HOME E-MAIL
City State Zip

INDIVIDUAL ATTENDANCE RECORD
YEAR 2010
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Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

1 2 3
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July
Sun. Mon. Tue. Wed. Thu. Fri. Sat.
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August
Sun. Mon. Tue. Wed. Thu. Fri. Sat.

1 2 3 4
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September
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October
Sun. Mon. Tue. Wed. Thu. Fri. Sat.

1 2 3 4 5 6

7 8 9 10 11 12 13
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November
Sun. Mon. Tue. Wed. Thu. Fri. Sat.

1 2 3 4

5 6 7 8 9 10 11

12 13 14 15 16 17 18

19 20 21 22 23 24 25

26 27 28 29 30 31

December
Sun. Mon. Tue. Wed. Thu. Fri. Sat.

ATTENDANCE SYMBOLS:
Ap - Accident, away from work
Aw - Accident, work related

B - Bereavement
Bn - Bonus Day Off

D - Disciplinary Time Off, Employer Initiated
Hn - Holiday, non-paid
Hp - Holiday, paid
Ie - Illness, employee
If - Illness, family

Current personal/sick leave entitlement:
Weeks Days Hours From To

J - Jury Duty
L - Leave of Absence
M - Military Obligation
O - Other
P - Personal Time Off (PTO)
T - Tardy, Late
U - Unexcused Absence
V - Vacation Day
Y - Layoff
(      ) Number of hours late or absent if less than a full day.

EXAMPLE: (1/2) means employee 1/2 hour late.
Current vacation entitlement:
Weeks Days Hours From To

Total vacation Total personal
taken Days taken Days

Hours Hours

CONFIDENTIAL

Review Date

Anniversary Date

NAME HIRE DATE
Last First M.I.

ADDRESS HOME PHONE (         )
No. Street

HOME E-MAIL
City State Zip

6 Mos. Total personal taken hours/days;  hours/day left
(circle one) (circle one)

6 Mos. Total vacation taken hours/days;  hours/day left
(circle one) (circle one)

Summary of Communications: Both formal and informal. Be sure to indicate date and all pertinent
quotations and facts. This form should contain a record of ongoing communications as required by
current law.

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours

Total vacation Total personal
taken Days taken Days

Hours Hours
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INDIVIDUAL ATTENDANCE RECORD
YEAR 2010
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RECORD OF SERVICES PROVIDED

25. Area 26.
24. Procedure Date of Oral Tooth 27. Tooth Number(s) 28. Tooth 29. Procedure 30. Description 31.Fee

(MM/DD/CCYY) Cavity System or Letter(s) Surface Code

1

2

3

4

5

6

7

8

9

10

MISSING TEETH INFORMATION

HEADER INFORMATION
1. Type of Transaction (Mark all applicable boxes)

Statement of Actual Services Request for Predetermination/Preauthorization

EPSDT/Title XIX

2. Predetermination/Preauthorization Number

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
3. Company/Plan Name, Address, City, State, Zip Code

OTHER COVERAGE

4. Other Dental or Medical Coverage?  No (Skip 5-11)      Yes (Complete 5-11)

5. Name of Policyholder/Subscriber in #4 (Last, First, Middle Initial, Suffix)

6. Date of Birth (MM/DD/CCYY) 7. Gender 8. Policyholder/Subscriber ID (SSN or ID#)

M  F

9. Plan/Group Number 10. Patient’s Relationship to Person Named in #5

Self     Spouse     Dependent     Other

11. Other Insurance Company/Dental Benefit Plan Name, Address, City, State, Zip Code

POLICYHOLDER/SUBSCRIBER INFORMATION (For Insurance Company Named in #3)
12. Policyholder/Subscriber Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

13. Date of Birth (MM/DD/CCYY) 14. Gender 15. Policyholder/Subscriber ID (SSN or ID#)

M  F

16. Plan/Group Number 17. Employer Name

PATIENT INFORMATION

18. Relationship to Policyholder/Subscriber in #12 Above 19. Student Status

Self     Spouse     Dependent Child     Other FTS    PTS

20. Name (Last, First, Middle Initial, Suffix), Address, City, State, Zip Code

21. Date of Birth (MM/DD/CCYY) 22. Gender 23. Patient ID/Account # (Assigned by Dentist)

M  F

Dental Claim Form

34. (Place an “X” on each missing tooth)

35. Remarks

Permanent Primary 32. Other
Fee(s)

33. Total Fee

A B C D E

T S R O P

9

24

10

23

11

22

12

21

13

20

14

19

15

18

16

17

1

32

2

31

3

30

4

29

5

28

6

27

7

26

8

25

F G H I J
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AUTHORIZATIONS

36. I have been informed of the treatment plan and associated fees. I agree to be responsible for all
charges for dental services and materials not paid by my dental benefit plan, unless prohibited by law, or
the treating dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of
such charges. To the extent permitted by law, I consent to your use and disclosure of my protected health
information to carry out payment activities in connection with this claim.

X
Patient/Guardian signature Date

37. I hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to the below named 
dentist or dental party.

X
Subscriber signature Date

BILLING DENTIST OR DENTAL ENTITY (Leave blank if dentist or dental entity is not submitting
claim on behalf of the patient or insured/subscriber)

48. Name, Address, City, State, Zip Code

49. NPI 50. License Number 51. SSN or TIN

52. Phone 52A. Additional
Number  (             )                 - Provider ID

ANCILLARY CLAIM/TREATMENT INFORMATION
38. Place of Treatment 39. Number of Enclosures (00 to 99)

Radiograph(s) Oral Image(s) Model(s)

Provider’s Office Hospital ECF Other

40. Is Treatment for Orthodontics? 41. Date Appliance Placed (MM/DD/CCYY)

No (Skip 41-42) Yes (Complete 41-42)

42. Months of Treatment 43. Replacement of Prosthesis? 44. Date Prior Placement (MM/DD/CCYY)
Remaining

No Yes (Complete 44)

45. Treatment Resulting from

Occupational illness/injury   Auto Accident Other accident

46. Date of Accident (MM/DD/CCYY) 47. Auto Accident State

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

53. I hereby certify that the procedures as indicated by date are in progress (for procedures that require multiple
visits) or have been completed.

X
Signed (Treating Dentist) Date

54. NPI 55. License Number

56. Address, City, State, Zip Code 56A. Provider
Specialty Code

52. Phone 52A. Additional
Number  (             )                 - Provider ID

© 2006 American Dental Association   J400 (Same as ADA Dental Claim Form – J401, J402, J403, J404) To Reorder call 1-800-947-4746
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1. EXAMINATION-
    CONSULTATION

2. X-RAYS

3. PROPHYLAXIS-
    TOPICAL FLUORIDE

4. PREVENTIVE PROGRAM
    VISIT

5. GOLD RESTORATION

7. SILVER AMALGAM
    RESTORATION

6. PORCELAIN - METAL
    RESTORATION

8. COMPOSITE
    RESTORATION

9. FIXED BRIDGEWORK

10. REMOVABLE DENTURES

11. DENTURE ADJUSTMENT

12. ROOT CANAL THERAPY

14. PERIODONTAL
      THERAPY

13. TEMPORARY
      RESTORATION

15. ORAL SURGERY

16. ORTHODONTIC APPLICANCE
      OR ADJUSTMENT    

17. PULP CAP OR BASE

18. PULPOTOMY

19. STAINLESS STEEL CROWN

21. OTHER (SPECIFY)

20. EMERGENCY THERAPY

GEORGE P. WHITE, D.D.S.
100 MAIN STREET, SUITE 12
ANYTOWN, CALIFORNIA 90000
TELEPHONE: 399-5000

No  000001
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ACCOUNT NUMBER PAGE
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1. MEDICARE
MEDICAID

CHAMPUS
CHAMPVA

GROUP
FECA

OTHER 1a. INSURED'S I.D. NUMBER

(FOR PROGRAM IN ITEM 1)

HEALTH PLAN
BLK LUNG

(Medicare #)
(Medicaid #)

(Sponsor's SSN)
(VA File #)

(SSN or ID)
(SSN)

(ID)

2. PATIENT'S NAME (Last Name, First Name, Middle Inital)

3. PATIENT'S BIRTH DATE

4.  INSURED'S NAME (Last Name, First Name, Middle Initial)

MM DD YY
SEXM

F

5. PATIENT'S ADDRESS

6. PATIENT RELATIONSHIP TO INSURED

7.  INSURED'S ADDRESS (No., Street)

Self
Spouse

Child
Other

CITY

STATE 8. PATIENT STATUS

CITY

STATE

Single
Married

Other

ZIP CODE

TELEPHONE (Include Area Code)

ZIP CODE

TELEPHONE (Include Area Code)

Employed
Full-Time

Part-Time

(       )

Student
Student

(        )

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:
11. INSURED'S POLICY GROUP OR FECA NUMBER

a. OTHER INSURED'S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (CURRENT OR PREVIOUS)
a. INSURED'S DATE OF BIRTHMM DD YY

SEX

YES
NO

M

F

b. OTHER INSURED'S DATE OF BIRTH

b. AUTO ACCIDENT?                                    PLACE (State) b. EMPLOYER'S NAME OR SCHOOL NAME

MM        DD        YY                                                          SEXM
F

YES
NO

c. EMPLOYER'S NAME OR SCHOOL NAME

c. OTHER ACCIDENT?

c. INSURANCE PLAN NAME OR PROGRAM NAME

YES
NO

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?YES
NO                If yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE I authorize

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE I authorize the release of any medical or other information necessary
payment of medical benefits to the undersigned physician or supplier for

to process this claim.  I also request payment of government benefits either to myself or to the pary who accepts assignment
services described below.

below.

SIGNED                                                                                                                                                  DATE

SIGNED

14. DATE OF CURRENT:
ILLNESS (First symptom) OR

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION

MM        DD         YY
INJURY (Accident) OR

GIVE FIRST DATE              MM        DD         YY

MM DD YY

MM DD YY

PREGNEANCY (LMP)

FROM

TO

17. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE

17a. I.D. NUMBER OF REFERRING PHYSICIAN

18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES

MM DD YY

MM DD YY
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TO

19. RESERVED FOR LOCAL USE

20. OUTSIDE LAB?                                        $ CHARGES
YES

NO

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY. (RELATE ITEMS 1,2,3 OR 4 TO ITEM 24E BY LINE)
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4.
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INATION AND DIAGNOSIS

EXAMINATION CHART
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