Jim Wang, DDS, MSD
15636 Whittwood Lane, Whittier, CA 90603
P:(562)9431500 F:(562)9431511

Patient Information

Name of Patient: Date:
Last First Middle

Gender: (OMale OFemale Marital Status: [OMarried [OSingle CODivorced [ISeparated CWidowed
Date of Birth: Age: Social Security #:
Home Phone: Mobile Number:
Email:
Address:

Street City State Zip Code
Person Financially Responsible: Relation To You:

How did you hear about us?

(If someone referred you here. Please write down their name so we can thank them)

Emergency Information

In Case of Emergency Please Contact:

Address:
Street City State Zip Code
Home Phone: Mobile Number:
Employment Information
Employer Name: Occupation:
Address:

Street City State Zip Code

Dental Insurance Information

ePrimary Insurance
Name of Insured: Insurance Plan Name:

Last First Middle
Insured's Birth Date: SS#/ID#: Group #:

Patient's Relationship to Insured: O Self O Spouse OO Child O Other

eSecondary Insurance
Name of Insured: Insurance Plan Name:

Last First Middle
Insured's Birth Date: SS#/ID#: Group #:

Patient's Relationship to Insured: O Self O Spouse [0 Child O Other




Health History Information

Date of Last Dental Visit: Reason for This Visit:

Have you ever had any of the following? Please check those that apply:

COAIDS/HIV Positive OExcessive Bleeding OLiver Disease

O Aizheimer's Disease OFainting [OMental Disorders
OAnemia OGlaucoma ONervous Disorders
O Angina OGrowths OPacemaker
OArthritis OHay Fever [OPregnancy

O Artificial Joints OHead Injuries Due Date:

O Asthma OHeart Disease CORadiation Treatment
OBlood Disease OHeart Murmur Respiratory Problems
OCancer OHepatitis ORheumatic Fever
ODiabetes OHigh Blood Pressure ORheumatism
ODizziness OJaundice OSinus Problems
OEpilepsy OKidney Disease OStomach Problems

eHave you ever had any complications following dental treatment? [1Yes [INo
If yes, please explain:

[JStroke
OTonsillitis
OTuberculosis
OTumors

OUlcers
OVenereal Disease
OTHER:

O

a

eHave you been admitted to a hospital or needed emergency care? OYes [INo

If yes, please explain:

e Are you under the care of a physician? OYes [INo

If yes, please explain:

Name of Physician: Phone:

eDo you have any health problems that need further clarification? OYes [INo

If yes, please explain:

e Are you taking any medictions, pills, or drugs? OYes [INo
If yes, please explain:

e Are you allergic to any of the following?

OAspirin OPenicillin OCodeine CLocal Anesthetics CJAcrylic OMetal OLatex OSulfa drugs

OOther If yes, please explain:

eHave you ever had any serious illness not listed above? OYes [INo

Comments:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If I ever

have any change in my health, I will inform the doctors at the next appointment.

Signature of patient, parent or guardian

Date: Relationship to Patient:




