Patient Information
Michael Hyodo & Johann Yi DDS

TODAY'S DATE ACCT #

PATIENT NAME NICK NAME

HOME PHONE WORK PHONE EMAIL

ADDRESS CITY ZIP
DATE OF BIRTH AGE SEX M F SIS#

CIRCLE ONE SINGLE MARRIED DIVORCED WIDOWED CHILD
IS THERE AN EXISTING FAMILY ACCOUNT IN THIS OFFICE? YES NO

IF YES NAME(S) OF THE FAMILY MEMBER(S)

WHO MAY WE THANK FOR REFERRRING YOU TO US?
CLOSEST RELATIVE/FRIEND NOT LIVING AT YOUR RESIDENCE?(FOR EMERGENCY)

NAME PHONE#

PATIENT EMPLOYER OCCUPATION
SPOUSE’S NAME EMPLOYED BY
OCCUPATION WORK PHONE
SPOUSE’S SS# SPOUSE’S BIRTHDATE

INSURANCE INFORMATION

PRIMARY DENTAL INSURANCE

PHONE#

INSURANCE ADDRESS

SUBSCRIBER NAME(EMPLOYEE)

GROUP#

DATE OF BIRTH

SS#

SENCONDARY DENTAL INSURANCE

PHONE#

INSURANCE ADDRESS

SUBSCRIBER NAME(EMPLOYEE)

GROUP#

DATE OF BIRTH

SS#

As a courtesy, we will process your insurance provided that all the information is accurate and complete.

FOR MINORS

FATHER’S NAME

EMPLOYED BY

EMPLOYER ADDRESS & PHONE

OCCUPATION

SS# DATE OF BIRTH

MOTHER’S NAME

EMPLOYED BY

EMPLOYER ADDRESS & PHONE

OCCUPATION

SS# DATE OF BIRTH




MEDICAL HEALTH HISTORY
Michael Hyodo & Johann Yi DDS

Today’s Date

General Health(Please Circle One) Excellent  Good Fair ~ Poor

Physician’s Name Phone

Last complete physical Are you taking any medications now? Yes No If yes, what kind?

Have you ever been treated for or been associated with(please circle)

Heart Disease Rheumatic Fever Diabetes Implants

Ulcer TB/Lung Disease Hernia Radiation Therapy
Anemia Herpes Hepatitis Jaundice

Cancer Heart Murmur Arthritis Asthma/Hay Fever
Stroke Sinus Trouble Epilepsy Venereal Disease
Glaucoma Pacemaker High/Low Blood Pressure

AIDS/HIV Antibody Subject to Prolonged Bleeding Other:

Are you allergic to (please circle): Penicillin, Codeine, Local Anesthetic, Metal

Any other allergies?

Women: Are you now pregnant? Yes No If yes, how far along?

Do you have any other health conditions that are not listed? Yes No

If yes please explain:

If you could change the appearance of your smile, what would it be?

Name of Previous Dentist Phone

Date of Last Dental Care

Do you have any dental concerns/pain?

Please print patient’s name Patient/Guardian Signature

(office use)

Date Medical Changes and/or Medications since last visit

Initials




