
JAMES P.  RUSSO D.D.S.
5I4 ESTUOILLO AVE-
SAN LEANORO. CA 94577

About You
Today'sDate: / l-

'Paticot Namc:
Lasl Middlc Mr Mrs Ms Dr

O Male O FemaleI prcfcr to be called:

Birthdate: Age:

Social Sccurity or [D#:

E-mail Addrcss:

Osingle OMarricd ODivorced OWidowed OScparated OOther

Home Addrcss:

Strcct

City

Homc Ph: (

Work: ( )

School:

State

Ce l l :  (  )

zip

Driver's License #:

Units

Where & whcn are besl times to reach vou?

Whom may we lhank for rcferring you?

Employcr:

How long?_ Occupation:

Employcr's Address:

Strc€t City Stare

Spouse Information

zip

His/llcr Nrme:

Employec

Occupation:

Birttdete /. SS or ID f:

\torkPh: ( ) Ext.

Telephone 5 t  0-483-5553
Fax 510-483-5746

Insured's Name:

Insured's Social SecuritY # or lD f :

lnsured's birthdare: -J --J - Relation:

Insurrd's Employer:

Employer's Addrcss:

Strcer/PO Box

Secondary Insurance

Insurancc Co. Name:

City Statc

Dental Coverage: OYcs ONo

zlp

zipCiry

Phone: ( )
Group # (Plan, [,ocal, or Policy #)
Insurance Co. Address:

Strect /PO Box

lnsured's Name:

Stac

lnsured's Social Securiry # or ID #:

lnsured's birthdate: / / Rclation

Insured's Employer:

Employer's Address:

Strcct/PO Box CitY

Dental History

Stale zip

Why have you come to the dentist today?

Are your teeth sensitive to heat, cold, or rnything clse?

Are you currcntly in pain? OYes ONo
Ilo you havc mobility

Who is your Gcneral

in your teeth? OYes ONo

Dcntist?
How long?
Las Visit Date:

Ilo you require antibiotic pre'medicstion before dental

fnsurance Information
Dental Coverage: BYes ONo

treatment?

Your current dental health is

Do you floss daily?
Do you brush daily?
Do your gums bleed?

0Ycs [JNo

OGood DFair OPoor
OYcs ONo
OYcs ONo
0Yes ONo

Primary Insurance

Insurance Co. Name:
Phone ( )
Group # (Plan, t ocal, or Policy #):
lnsurance C-o. Address:

Have you ever had pcriodontal disease? OYes ONo
If yes, was there any previous treatmcn! and when?

Docs your jaw ever get "out ofjoinf-or click? OYcs ONo

Have you ever had braces (orthodontics)? OYes ONo

I

Strcct /PO Box Ciry Statc zip
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Medicol History
Do you have e personal physician? Oyes ONo
Physician's Namc:

Your currcot physicrl herlth is: OCooa OFair Opoor
Are you currently under any medical treatment? Oyes ONo

Please explain:

Do you smoke or use tobacco in any other form? Oyes ONo

Have you ever teken Phen-Fen, Redux, or pondimin? Oyes ONo

Hrve you ever taken bisphosphonates (e.g. Fosamax, Boniv4
Actonef, Didroncl, Skelid, Aredia, and Zometal? Oyes ONo

Are you an lctivc member of Keiser permanente? Oyes ONo
lf ycs, please provide your Kaiser member number:

For women: Arc you raking birlh control pills? Oyes ONo
Arcyoupregnant? OUnsure Oyes ONo
Wcek #: Are you nursing? OYcs ONo

Addrcss

Slrccr

Phone #: (

City Srarc

Date of lasr visit:

zip

Do you or have you erperienced the following?

Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

N Abnormal Bleeding
N Alcohol Abusc
N Ancrnia
N Arthritis
N ArtificialBoncV.loints
N Artificial Valvcs
N Ashma
N Blood Transfusion
N Canccr
N Chcrnothcrapy
N Chickcn Pox
N Colitis
N Congcnital Heart Dcfcct
N Diabacs

Y N Difticulty Breathing
Y N Drug Abusc
Y N Emphyscrna
Y N Epitepsy
Y N Ever Hospiralized
Y N Fainting Spclts
Y N Fever Blisters
Y N Glaucoma
Y N Hay Fcver
Y N Headaches
Y N Hcart Anack
Y N Heart Murmur
Y N Hearr Surgery
Y N Hemophilia

Y N Hcpatiris (A B, C)
Y N Herpes
Y N High Blood Pressure
Y N High Cholcstcrol
Y N HIV+/AIDS
Y N Kidney Problems
Y N Livcr Disease
Y N Low Blood Pressurc
Y N Lupus
Y N Mitral Valve Prolapse
Y N Pacemaker
Y N Parkinson's Diseasc
Y N Persistent Cough
Y N Psychiatric Problems

Y N Radiation Trearmcnr
Y N Rheumatic Fcver
Y N Scarlct Fever
Y N Seizurcs
Y N Shingles
Y N Sicklc Cell Disease
Y N Sinus Problems
Y N Steroid Th"r"py
Y N Skoke
Y N Thyroid Problems
Y N Tonsillitis
Y N Tuberculosis (TB)
Y N Ulcers
Y N Venereal Disease

Please list any scrious medical condition(s) that you havc experienced:

|f you taking any prescription/ovcr thc countcr drugs? Oyes ONo
Ifyes, pleasc list cach one:

4f you taking any over-the-counter vitamins, herbs, or supptcmcnts? oyes oNo
lfycs, pleasc list cach onc:

Y N
Y N
Y N

Y N
Y N
Y N

Aspirin
Dcntal Anesthctics
Scdatives Sulfa Drugs

Plcas€ list anyhing additional that causcs allergic reactions:

^ {re you allergic to any of the following?
Codeine y N Eqrthromycin
Iewelry/I,letals y N Latex

Y N
Y N
Y N

Barbiturates
Penicil l in
OtherY N Tetracycline

our ofiicc is HrPAA compriaol rnd is committed to rncctiog or ercecdieg
thc strndrrds of infcction control mrndated by ostlA, thc cD-c, and thc ADA.

Authorization
I rfftrm dEt 6c informarion I have givan is correct "3" fo of my hrowtJge, urd lhat it is my responsibility to inform this office of any changes inmy mcdical $tu$' I auftorizc-ftc d€ntal staffto 1lcrfoq th" il."l*ry;;;k t roy necd I loi6 rh" Doctor all insurance bcnefits. I understandhal I am responsiblc for payment oiscrvices rendercd, aoy deductiblc, ina *-puy."it thar my insurancc does not cover.

I have rcceivcd a copy of rhis ofticc's Noticc of privry practices-

Sigrturc Doctor Sigrraturc

Medical History Update
and confirmcd tlrat it states past and prcsent medical conditions.

I have read my mcdicat hi*ory dated / /
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