
lon M. Koeltl, D.D.S.
Richard P. Usinger D.D.S,

The Dioblo Dental Group
156 Diablo Road, Suite 202

Danville, CA 94526

Gregory A. Hong, D.D.S.
Valerie N. Johnston, D.D.S.

Patient lnfomation
First Name: Middle lnit;al: Last Name DOB: Nickname:

[.,1arita]status ! Single E 
^4affied 

I Divorced Dseparated Social security # Drivers License & State

Addressi City; zlp

Main Phone: 2ndlcell Phonenryork

Person Responsible for Account

Fkst Namei Middle lnitial Last Nam-": DOBi

Address: zip

Main Phone: 2ndlCellPhone Email:

Employer: Employer Address:

Relationship to Pat;ent:

Primary lnsurance

Name ofinsured Relai;onshipto Patientr DOB:

55N or lD#:

()
Employer: lnsuranae Co. & Address:

Gro!p #:

Seondaty lnsurunce

Name of insured Relationship to Patient: DOB:

SSN or lD#

()
Employer:

Group #:

lfyou were referred whom maywethankfor referring you?

Name_Relationship

Name-Relationship-

D.D.S. extends delayed payment privileges to me,lauthorize verification of my credit history an d .apacity. I acknowledge that IAM RESPONSBLE FOR ALL MONIES DUETOTHE DIABLO

DENTAL G BOU P NOT PAID BY lvlY lN S URANCE for serv:ces rendeGd as d€scribed in my claim (s). A seryice .harge of I I /2% per month will be chaqed on all ac.ount, after 60 days. There
is a S25 returned .he.k fee-

SIGNATURE OF PATIENT (OB GUARDIAN). OATE

trM trF

Statei

Emaili

FullTime Student? Yes No_ Name ofS(hool_

City: Statei

lnsurance Co, & Address:

How did you hear about our office?
kheckonlyone)

O Ref. byfriend/cowo.ker O1{oo Dentisr nlnsuran(ePlan ! signage/Drive by tr community E online s€arch Engine whichone?

ln the event of an emergen<y please (ontact:



Why have you come tosee ustoday? (e.g.:pain, chc-l(up, etc.)

Previous Dentist / Pt "". #

Medical History

LastVisit Date oflast cleaning 

-

Reasons for changing dentists:

What problems have you had with past dental treatment?

Are you nervous about seeing a dentist? E Yes! E No

Speech problems/therapy?

Grind or clerch teeth
Oral habits (thumb/fi nger habit, lip/nail biting)?
lnJuryto face,jaw teeth or mouth?

Disaomfortfrom teeth or gums?

Pain, tenderness or noise from eitherjaw?
Neck/shoulder pain?

Frequent sore throatsT

Do parents wantchild to have Fluoride?

Brush teeth daily?

Floss teeth daily?

Mouth breathing?

Snore during deep?

Frequent headaches?

Any missing or extra permanent teeth??
Frequentlychew gum?

lfyes, please tell us why:

Yes No

Yes No

Y€s No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

lf dny ol the dbove dertal questions were answered "Yes': pledse erplain

I consider my hea lth to be (please check one) tr Excellent BGood trFair apoor
Do you or have you had any of the following? Please circle y for yes or N for no

Physi<ian Name Date of last physical Patient Health
Address: City State zip

HeartDisease2l.YNLiverDisease
Heart M{rrmur/Mitral Valve Prolapse 22. Y N laundice
Stroke 23. Y N HepatitisType_
Congenital Heart Lesions 24. Y N Diabetes
Rheumatic Fever 25. Y N Excessive Udnation and/orThirst
Abnormal Blood Pressure 26. Y N lnfectious Mononucleosis
Anemia 27. Y N Herpes 35. Y N

Prolonqed Bleedinq Disorder 28. Y N Arthritis 36. Y N

Tuberculosii or Lung Disease 29. Y N Sexua lly transm itted,^/enerea I Disease 37. Y N

Asthma 30. Y N Kidney Disease 38. Y N

Hay Fever 31. Y N Tumor or Mal:gnancy 39. Y N

SinusTrouble 32. Y N Cancer/Chemotherapy ,1o. Y N

Epilepsy/Seizures 33. Y N Radiation Treatment 41. Y N

Ulce.s 34. Y N History ofDrug Addiction 42. Y N

lm plants/Artifi cial Joints DHip DKnee O Other 43. Y N

lsmoke or use tobacco. lf yet how much perdayi 

- 

How manyyears? 

- 

WOMEN
I usually take an antibiotic prior to dental treatment
Haveyou evertaken Fen-Phen, Redux or Fosomax?

thave had majorsu.gery Year- Typeofoperation

44. Y N Areyou taking birth controlmedication?
45. Y N Areyou or could you be pregnant or nursing?

Year 

- 

Type of operation:

t.
2.

3.

4.

5.

6.

7_

9.

10.

11.
't)_

13.

14.
15.

16.
'17.

18.

19.

YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN
YN

AIDS/HIV

lmmune Suppressed Disoader
Hearing Loss

Fainting Spells

Glaucoma
History of Emotional or Nervous Disorders
Thyroid
Pacemaker

High Blood Pressure

20. Y N Do you have any other medicalproblem or medicalhistory NOT listed on thisform?

Are you alletgic to ony ofthe fo owing? Please list oll mediaations you ore currcntly toking:

Medicine

lvledi.ine

lvledicine

Medicine

Condition

Condition

Condition

Condifion

Pledse clrcle Y fot yes ot N fot no
45. Y N Aspirin
46. Y N lbuprofen
47. Y N Sulfa Drugs/sulfites/Sulfides
48. Y N Penicillin
49. Y N Codeine
50. Y N Latex, [4etals, Plastics Physicianl Name
51. Y N Local Anesthetics (Novocaine)

52. Y N otherMedications-whichones?- Address

To the best of my knowledge, all ofthe preceding answers are lrLre and correct. I realize that it is important to inform my dentist or the hygienist of any changes in my
health.
Foryour benefil, a thorough examination (including X-rays) is necessary before an accurate diagnosis can be reached and proper treatment rendered. I authorize Jon
M. Koeltl, D.D.S., his associates, and/or his staff to perform whatever services and use whatever anestheti(s their professional judgment deems necessary for proper
treatment in my dental care.
Date:
Date:

Signature of Patient or Guardian
Reviewed by Docior:

None D

None E

BEVLEWED BY

MEDICAL UPDATES

I have read my MEDICAL HISTORY dated and confirm that it adequately siates past and present conditions

DATE EXCEPTIONS PATIENT SIGNATURI BP


