BART M. RIZZUTO, D.D.S   ROBERT W. BERLS, D.D.S.   RAVI SINGH, D.D.S.   SUNG KANG, D.D.S.

DATE: _______________________

PATIENT INFORMATION                                                 SPOUSE/PARTNER OR PARENT INFORMATION

Patient’s Name___________________________________________        Name: ______________________________________               
Birthdate: ______________Email_____________________________        Birthdate: ___________________________________
Address___________________________________________________      Employer____________________________________
City____ _________________________Zip Code________________       Work Phone_________________________________
Home Phone________________ Cell Phone___________________      Cell Phone_________________________________
Dentist Name______________________________________________     Who is responsible for this account?
Employers Name__________________________________________      
Work Phone_______________________________________________      _____________________________________________                                          

PRIMARY DENTAL INSURANCE INFORMATION

Name of Insurance Company___________________________________________________________________
Name of Insured________________________________________________________________________________
Relation to Patient _______________SS# or ID# ______________________________Group#_______________
Insurance Claims Address________________________________________________________________________
   
SECONDARY DENTAL INSURANCE INFORMATION

Name of Insurance Company___________________________________________________________________ 
Name of Insured________________________________________________________________________________
Relation to Patient _______________SS# or ID# ______________________________ Group#______________
Insurance Claims Address________________________________________________________________________

MEDICAL HEALTH HISTORY

Are you taking any Medications? YES___ NO___ PLEASE LIST __________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Do you pre-medicate before dental procedures? YES___ NO___ Name of Medication_________________________
Do you have any artificial joints, heart valves, or a pacemaker? YES___ NO___ If so describe____________________
____________________________________________________________________________________________________________
Are you allergic to any medications?  YES__ NO__ If so, please Name_________________________________________ 

Do you have or have you ever had any of the following? Please check YES or No: 
YES   NO                                                       YES   NO                                                  YES     NO 
____ ____ High cholesterol                         ____ ____ Anemia                                   ____ ____ Allergy to Anesthetics
____ ____ Heart Murmur                             ____ ____ Diabetes                                  ____ ____ Rheumatic Fever
____ ____ High Blood Pressure                   ____ ____ Tuberculosis                             ____ ____ Liver/Hepatitis
____ ____ Low Blood Pressure                    ____ ____ Cancer                                    ____ ____ Bleeding problems
____ ____ Heart Attack/Angina                 ____ ____ Arthritis/Rheumatism             ____ ____ Stroke                                          ____ ____ Asthma                                        ____ ____ Stomach/Intestinal Problem ____ ____ Seizures                            ____ ____ (woman)Are You Pregnant?     ____ ____ Reflux/Gerd                            ____ ____ Kidney Problems             ____ _____Bruxism/Tmj                                 ____ ____ Circulatory Problems             ____ ____ HIV

Is there anything else not mentioned? _________________________________________________________________________________

Your insurance is a method for you to receive reimbursement for fees you have paid to the dentist for services rendered. We will do all we can to assist you in receiving reimbursement, but you are responsible for your bill. 

SIGNATURE ON FILE________________________________________________DATE______________________________
