707-449-3667

Dr. Bruce Bostor

310 Alamo Dr. Ste A2
Vacaville. CA 95688
www.CaliforniaSmiling.com

Patient Information

Date___  Home Telephone: Work Telephone:
Other Telephone: Email Address:

Personal Information: Spouse/Guardian Information:
Name: Name:
Address: Birthdate: Age:
City: State: Zip: Emplover:
Birthdate: Age: Business Address:

Married Unmarried Other City: State: Zip:
Emplover: Work Telephone:
Business Address:
City: State: Zip:
Position:
Main Telephone:

Whom may we thank for referring you?
General Information

Convenient appointment time:
Person to contact for emergency:

Relationship to patient:

Their telephone:

Person responsible for account:
Relationship to patient:
Driver’s License £

If you have dental insurance that you would like for us to bill on your behalf please fill out the following:

Primary Carrier

Name of Insured:

Social Security

Insurance Company:

Employer:

Member#:

Date Employed:

Secondary Carrier

Name of Insured:
Social Security
Insurance Company:

Employer‘
Member?:
Date Employed.:

I hereby authorize this dental facility to render necessary dental care. If for any reason I do not have coverage under my dental
insurance plan, I understand that I am personally responsible for the value of the services received. I hereby authorize the
release of any information acquired during my examination for purposes of dental insurance reimbursement.

Signature of Contractholder, Parent ( If under 18) or Guardian

Dr. Brace PBostor

Date




Medical History

Please answer EACH question

1. Do you have, or have you ever had any of the following:
Yes No Yes No Yes No

[J CJ Anemia [ [J Rheumatic Fever 1Ol Fainting Spells or Seizures

[0 [JHeart Ailments [] [ Blood Diseases [ [sinus Trouble

D D High Blood Pressure OQd Hepatitis, Jaundice, Liver Disease [J CJORheumatism or Arthritis

-y Respiratory Disease D D Kidney Disease D DHIWA]DS

(] [J Tuberculosis [J [J Tumors or Growths [J [Jstomach Ulcers

(] [JNervous Disorders [] [JRadiation Treatment of Any Kind [] [JVenereal Disease

(] [[]Diabetes [] [ Allergies [ [CJEpilepsy

[] [[J Excessive Bleeding [J [J Asthma or Hay Fever [ CJstroke
2. Are you in good health? Yes[ ] No [] 6. Are you sensitive or allergic to any drugs or materials?
3. Date of last medical exam?. If yes, what?. Yes[] No []
4 Have vou ever been hospitalized? Yes[ ] No [] 7.Do you wear a cardiac pacemaker? Yes H o []
If so, what was the problem? 8. Have you had heart surgery? Yes S im|

9. Are you now under the care of an M.D.? Yes [:I
5. Are you taking any drugs or medication? Yes[[] No [] 10. Have you ever had a serious illness? Yes o [J
If so, what are they? If so, what was it?
11. Blood Pressure, if known
Physician’s name: Address
Telephone #
Remarks

Please use the space provided below to tnform us of addition medical or dental tnformation that you feel we should know before beginning treatment.

For Women Only

Are you pregnant? Yes[ ] No [] If yes, what month?

Physician’s name:

Address Telephone #

Dental History
1. How long has it been since you've been to the dentist? 7. Have vou ever heard a popping or clicking near your ear
2. Reason for visit? when you chew? Yes[ ] No []
3. How often do you floss your teeth? 8. Are you prone to frequent headaches? Yes[ ] No []
4. Have vou ever been treated for periodontal disease? 9. Do vou grind your teeth? Yes[] No []
If ves, when? Yes[ ] No [] 10. Do your gums bleed when you brush? Yes[] No []
5. Have you ever had any complications from an extraction? 11. Do you have sores, blisters or swelling on your gums,
If yes, explain? Yes[] No [] lipsor cheek? Yes[ ] No []
12. Have you ever had orthodontic treatment? Yes[ ] No [] 13. Are you happy with your smile? Yes[ ] No []
Previous Dentist: Address
Telephone #
Consent

Minor: I being the parent (or guardian) of the above-named Adult: I hereby consent to the treatment indicated, based on
minor patient, do hereby authorize the performance of dental the dentists examination including the use of any anesthetics,
services upon this patient and whatever procedures that the sedatives, or x-rays as may be necessary.

dentist deems necessary based on his examination. This

authorization extends to the administration of anesthetics

and/or sedatives and necessary x-rays.

Date: Date:
Parent/Guardian Signature
Realationship to patient Patient Signature




