
                    

CENTRAL DENTISTRY 
                                 
                                    Dr. Tae Y.  Lee & Associates         
                                                                  

 

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   

PATIENT INFORMATION 

 

Name 

_________________  _________________    

Last                                            First 

Date of Birth _____________________         

Male               Female          

Address    

____________________________________

____________________________________ 

 

(H) phone   ________________________   

(C) phone  ________________________ 

(W) phone _________________________ 

Please circle the best number for contact. 

Email Address ______________________ 

 

Patients or Parent’s Employer 

___________________________________   

(W) phone _________________________ 

 

If patient is minor, parent or 

guardian’s name   

___________________________________   

 

Person to contact in case of an 

emergency 

____________________________________ 

 

ACKNOWLEDGEMENT OF RECEIPT OF 

PRIVACY PRACTICES NOTICE 

 

I, ______________________________, 

acknowledge that I have read or 

received a Notice of Privacy 

Practice from the above named 

practice. 

 

* Payment of Service is due at the 

   time of treatment. 

* There will be $50.00 broken 

   appointment charge without 24 

   hour notice. 

 

Signature  

 

____________________________________  
Patient or Guardian                          

Date ___________________________ 

 

- Which other family members are 

patient at this office? 

___________________________________ 

___________________________________ 

___________________________________ 

 

How did you hear about our office? 

Friend                      

Insurance                 

TV/Newspaper Ad 

Other        _______________________ 



  PATIENT MEDICAL HISTORY 

  ALTHOUGH DENTAL PERSONNEL PRIMARILY TREAT THE AREA IN AND AROUND YOUR MOUTH, YOUR MOUTH IS A PART OF YOUR ENTIRE BODY. 

HEALTH PROBLEMS THAT YOU MAY HAVE, OR MEDICATION THAT YOU MAY BE TAKING, COULD HAVE AN IMPORTANT INTERREALATIONSHIP WITH 

THE DENTISTRY THAT YOU WILL BE RECEIVING.  THANK YOU FOR ANSWERING THE FOLLOWING QUESTIONS. 

 

Patient’s Name _______________________________________________________________   Date of Birth__________________________________ 

 

                                                                     Y      N 

1. ARE YOU IN GOOD HEALTH ……………………………      

2. PHYSICIAN’S NAME _______________________________________ 

               PHONE NO. __________________________________ 

3. ARE YOU NOW UNDER THE CARE OF A                                   

        PHYSICIAN…………………….……………………………              

4. ARE YOU TAKING ANY MEDICATION(S) 

INCLUDING NON-PRESCRIPTION MEDICATION……………  

IF YES, WHAT MEDICINE(S) ARE YOU TAKING___________________ 

____________________________________________________________ 

 

5. DO YOU OR HAVE YOU USED CONTROLLED 

     SUBSTANCES……………………………………………..…..  

 

ARE YOU ALLERGIC TO OR HAVE YOU 

HAD REACTIONS TO:                          Y      N 

LOCAL ANESTHETICS LIKE NOVOCAINE……………………  

PENICILLIN OR OTHER ANTIBIOTICS…………………………  

SULFA DRUGS……………………………………………………  

BARBITURATES, SEDATIVES OR SLEEPING PILLS…………….  

ASPIRIN………………………………………………………...…  

IODINE……………………………………………………………  

LATEX / RUBBER…………………………………………………  

ANY METALS (EG, NICKEL, MERCURY AND ETC.)………… 

OTHER (PLEASE LIST) ________________________________________  

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

                                                       

 

 

 

     

      

 

 Y      N 

6. HAVE YOU HAD ANY BLEEDING PROBLEM……………  

7. DO YOU BRUISE EASILY………………………….………..  

8. Have you ever taken Osteoporosis medicine……..  

 

       WOMEN ONLY                                

                                                                                  Y       N 

 ARE YOU PREGNANT OR THINK YOU MAY 

 BE  PREGNANT……………………………………..…..…..  

 ARE YOU NURSING…………………………………..……  

 ARE YOU TAKING BIRTH CONTROL PILLS…………...…  

 

DO YOU HAVE OR HAVE YOU EVER HAD                          Y      N 

     THE FOLLOWING:                     

HEART DEFECT OR HEART MURMUR…………….…….…….  

HEART TROUBLE, HEART ATTACK. OR ANGINA……….…...  

CHEST PAIN……………………………………………….……..  

SCARLET FEVER……………………………………….………...  

PACEMAKER…………………………………….………..…….  

HEART SURGERY………………………………………….……   

CONGENITAL HEART PROBLEM…………………….…........  

STROKE…………………………………………………...……...  

SINUS TROUBLE………………………………………………….  

HEPATITIS, OR LIVER DISEASE…………………………...…….  

LUNG OR BREATHING PROBLEMS………………….…..……  

HIVES OR SKIN RASH………………………………..….………  

FAINTING OR DIZZY SPELLS……………………..……………..  

DIABETES………………………………………………………….  

AIDS OR HIV INFECTION……………………………………..…  

TUBERCULOSIS………………………………………….………..  

JOINT REPLACEMENT OR IMPLANT………………………….   

SEXUALLY TRANSMITTED DISEASE………………………........   

EPILEPSY OR SEIZURES……………………………….…...……..  

MENTAL HEALTH CARE……………………………….……....…  

MITRAL VALVE PROLAPSE……………………………….……...  

CORTISON TREATMENT…………………………….……………  

THYROID PROBLEMS…………………….………….…………... 

X________________________________       _________________ 

SIGNATURE OF PATIENT OR PARENT IF MINOR              DATE 



DENTAL INSURANCE INFORMATION 

 

Insurance Company Name:    ________________________________ 

 

Insurance Company Phone Number: _________________________ 

 

                              

Name of Insured: ____________________________________________ 

  

            Birth Date: _____________________________________ 

 

            SS or ID Number: _______________________________ 

 

            Group Number: ________________________________ 

 

            Relationship to Patient: _________________________ 

 

 
Policy Regarding Dental Insurance 

 

Our professional treatment is rendered to you not the insurance company. 

You are responsible to CENTRAL DENTISTRY for the obligation of payment 

of treatment. 

 

To serve and assist you in utilizing your dental insurance, this office accepts 

assignment of your benefits.  However, if you have any questions about the 

amount the plan will pay or the treatments your plan will cover, you should 

refer these questions to your employer.  We are not responsible for 

determining what those benefits are to be. 

 

We will do our best to see that you receive your full benefits within 

the structure of your particular dental plan.  However, ultimate 

responsibility for payment is yours and Patient’s Co-Pay is due at the time 

of treatment. 

 

 

Thank you 

 

___________________________________              _____________________ 
Signature of Patient or Guardian                                                                Date 
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