Dr. Soraya Bouzida, D.D.S.
Torrey Hills Family Dentistry
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PATIENT QUESTIONNAIRE

Please complete both sides. This Infbrmaﬁon Is impormht for you dental care and will be kept confideritial,
GENERAL INFORMATION Date:. /[ |
Patient Last Name__. First Name: Middle:
Preferred Name:, Date of Birth: I i Age: . Marital Status: O Female [ Male
Home Address Street: City . Zip Code:
Home Phone:( ) Work phone: ( ) Cell: ( ) E-mail:
Occupation: Empioyer: : __Driver's License: Social Security #:
Spouse’s Name: .
Spouse’s Occupation: Spouse’s Employer;
Employer’s Address: Spouse’s Work Phone:
Patient’s Medical Doctor's Name: .
Address:__ - Phone:(___ )
Name of Former Dentist: Location:
When was last dental visit? For what purpose? : N
Purpose of today's visit; Date of last dental X-rays: ] J
Emergency Contact  Name: L Relationship:
. Adgiress: Phone # o )
FINANCIAL INFORMATION
Person Responsible for Payment: Relationship to Patient:
Address:. : City Zip Code: Phone:( ).
Primary Insurance:
Subscriber:_ Social Security #: Date of Birth: / J
Insurance Company: Phone:{( ) : Group #; Employer:
Secondary Insurance: - : / :
Subscriber: ' Social Security #: Date of Birth; / /
Insurance Company: Phone:( ) Group #:___ Employer:

authorization shall be valid as the origival.
. SIGN NAME:

FINANCIAL RESPONSIBILITY  understand that 1 am financially responsibie, whether my insurance company pays or not, for all charges incixrred by me (or my dependents). | further
agree that in the event of non-payment, I will bear the costs of collection and/or court costs and reasonable legal fees should such court action be required. ! agree that a photocopy of this

~ DATE:

Authorization for Signature on file and Consent for release of information to Insurance Company
I hereby authorize Dr. Soraya Bouzida, D.D.S. to bill my insurance company directly to receive payment
from the insurance on my behalf; to furnish any information necessary to complete and/or settle my dental

claim.

Signed, Date

| have received/read a copy of the Dental Materials Fact Sheet.
I have had the opportunity to read it and discuss the information
with my dentist prior to placement of my dental restorative work.

Initial Date

HOW DID YOU HEAR ABOUT OUR OFFICE? __Sign on building

__Dental Plan  __Friend/Relative __Referred by

| have read a copy of the Notice of
Privacy Practices provided by Dr.
Soraya Bouzida, D.D.S.

Initial Date
__OurWebsite __Walk-in
__Other



| hereby authorize the treating dentist to perform necessary dental procedures on the above named patient.
Such treatment may include but not limited to: examinations, radiographs, oral impressions, dental
restorations, oral surgery, administering of anesthetics, analgesics, antibiotics, and sedatives. | further state
that the medical and dental history was fully and accurately completed to the best of my knowledge.

Signed: Date:

Update:Sign Date Update: Date:
Update:Sign Date Update: Date:

| PREMED NEEDED YES NO |
. MEDICAL HISTORY
CONDITION o YES | NO CONDITION YES | NO
AIDS/ HIV , ' Hepalitis/ Liver Disorder/ Jaundice
Allergies: - High Blood Pressure
Anemia Intestinal problems/ Colitis
Arthritis Kidney Disease/ Bladder problems
Artificial joint replacement (e.g.hip) Surgery date: - | Major Surgery
Asthma Mental Disorders
Blood Disease Nervous Disorders
Bleeding/ Clotting Disorder , Pneumonia
Cancer ' Pregnancy Due date:
Chronic Bronchitis L Radiation or Chemotherapy for tumor
Diabetes Respiratory problems
Dizziness/ Fainting spells ' Rheumatic Fever
Emphysema Scarlet Fever
Epilepsy/ Seizures Sinus problems
Glaucoma Stroke/ Braln injury
Gout ' Stomach problems/ Ulcers
Hay fever/ seasonal allergtes Thyroid problems/ Goiter  CJHypo [ Hyper
Heart Attack. Tuberculosis .
Heart Murmur/ Mitral Yalve Prolapse Venereal Disease
Heart Surgery/ Pacemaker Herpes/ Cloral [ genital
Are you currently under the care of a physician? YES____ NO_____ Physician's name;
Phone: Reason:
Are you currently taking any drugs or medications?
-+ Specify:
- Have you-ever smoked? YES____ NO__  Are you currently smoking? YES___ NO___  How much?
Have you been hospitalized within the past two years? YES____ NO_____ Reason?
Is there any other condition (s) or disease that the doctor should be aware of?
DENTAL HISTORY
‘ YES | NO . YES | NO
Is there anything about the appearance of your teeth you Have you ever had orthodontic freatment (braces)?
would fike to change? Specify? When?
: For how long?
Have you ever had any popping or clicking sounds or pain in Do you have a consistent problem of food caught between
joints when eating or yawning? your teath??
Has your jaw ever locked? Do your gums bleed when brushing or flossing?
Do you clench or grind your teeth? Day____ Night Have you ever been treated for qum problems?
Do you have frequent and /or severe headaches? Have you ever had a problem with a dental anesthefic?
Do.you have neck aches, shoulder aches, faclal pain, or jaw Have you ever had an upsetting expenence in the dental
joint pain ? office?
Have you had an injury to your head, face or teeth? Is it important for you to keep your teeth?
What can we do fo make your stay more comfortable? : .
CONSENT



