Topanga Dental, A Practice of Maria Saguin, DDS. INC.
9800 Topanga Canyon Bivd., Suite J Chatsworth,Ca 91311

Phone: (818) 576-0600 Fax: (818) 576-0811
www.iopangadental.com
Patient informetion Today's Date:
Patient Name: D Minor O Mared () Single/Div/Sep
Home Address of Patient:
Blreet Apw City Sate Zp
Blrthdate: / / Gander:” TMale [ Female 88# - -
Homs Phone: ___ CallPhone: Work Phone
Incase of emergency, person to contact: Phona:

Emall Address * (PatientFesponsible Party):
* We may use this emall eddress 1o send announcemeanis or promotions! materials and requested acoount information.
Waere you referrad by someone to our office, if yes, who?
State dentification Number (Driver’s License):
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Responsible Party for the above Patient (f different from above and or if Patient is a minor)

Patient Name: Ratation to Patient:
Home Address:

Strget Apt¥ City Stais ap
Blrthdate: ! / SS# - - Contact Phone:

State ldentification Number (Driver’s Licenge):

Dental insurance Coverage If you do not have Dental Insurance, please chack this box: ]

Name of Empioyer/School: Phone:
Employer Address:
Street Apt# City State Zip
Dental ins. #1 Group #: Policy #:
Dental Ins. #2 Group #: Policy #:

Elnancial Qhiigation: Payment (c&payma:ﬁ if using insurance) is expected whan services are rendered during your
appointment. it is your responsibility fo discuss with the administrative staff payment options bafore treatment bagins. All
treatment plans and payment options wil} be provided in writing and signad by the patient or legal guardien.

: You as the patient and/or Responsible party if patient is younger than 18, also agree:
1. To pay all reasonable collection cost and attomey fees in the event of any default of balanced owed.
2, To pay a service charge of $25 on all retumed checks.

3. in the event of an appointment cancellation, when 24 hours notice has not been given, $35. charge will be placed on
your accournt,

4. Understand that any astimate given is only guarantead up to 90 days.

! hereby authorize Topanga Dental to perform any and ail forms of traatment, medication, and therapy that may be indicated in|
connection with proper dental care of the above patient. |, the undersigned, shail be responsible for the payment of charges
incurred for the sarvicas rendered and shall be responsible for payment in excess of axisting insurance coverage. Also
parmission is grantad to parform necessary treatment if patient is & minor,

Patlent Signature (Parent if Patient is a miner); : Date;

Doctor’'s Slgnature of Topanga Dental:. Date:
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DENTAL HISTORY

Patient Name Nickname Age

Referred by How would you rate the condition of your mouth? Cexcellent [1Good [IFair Jroor
Previous Dentist How long have you been a patient? Months/Years

Date of most recentdentalexam ____/ /  Dateofmostrecentxrays___/_ [/

Date of most recent treatment (otherthanacleaning) ____ /. [/

| routinely see my dentist every [ 3 mo. [0 4 mo. [0 6 mo. [ 12 mo. [ Not routinely
WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING:
PERSONAL HISTORY
Areyou fearful of dental treatment? How fearful, on a scale of 1 (least) to 10 (most) [ ]
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Have you had an unfavorable dental experience?.

Have you ever had complications from past dental treatment?.

Have you ever had trouble getting numb or had any reactions to local anesthetic?.

Did you ever have braces, orthodontic treatment or had your bite adjusted, and at what age?
Have you had any teeth removed, missing teeth that never developed or lost teeth dueto injury or fadal trauma?.
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GUM AND BONE
Do your gums bleed sometimes or are they ever uncomfortable when brushing or flossing?

Have you ever had or been told you have gum loss, gum disease, or bone loss between your teeth?

Have you ever noticed an unpleasant taste, odor in your mouth, or swollen and puffy gums?

Is there anyone with a history of periodontal disease in your family?

Have you ever experienced gum recession, or can you see more of the roots of your teeth?

Have you ever had any teeth become loose on their own (without an injury), or feel them move when chewing?

BREB¥Y®™

Have you experienced a buming, painful sensation, or metallic taste in your mouth?
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TOOTH STRUCTURE
Have you had any cavities within the past 3 years?.
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. Does the amount of saliva in your mouth seem too little, not enough, or do you have difficulty swallowing or chewing any food?

Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth?

Do you have grooves or notches on your teeth near the gum line?.

. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling?.

14.
15
16.
17. Areany teeth sensitive to hot, cold, biting, sweets, or do you avoid brushing any part of your mouth?.
18.
19
20.

. Do you frequently get food caugi’:tbetmteenat'yteeﬁ?
BITE AND JAW JOINT
mswmjawdeMMwmhmums(pmpigaaddg),mapammmabddng?

Do you feel fike your lower jaw is being pushed back when you try to bite your back teeth together?.

In the past 5 years, have your teeth changed (become shorter, thinner, or wom) or has your bite changed?.

21

22,

23. Do you avoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry foods?
24,

25. Are your teeth becoming more arooked, crowded, or overlapped?.

26. Areyour teeth developing spaces or becoming more loose?.

27. Do you have more than one bite, or need to squeeze, tap your teeth together; or shift your jaw to make your teeth fit together?

28. Do you place your tongue between your teeth or dose your teeth against your tongue?.

29. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?

30. Do you dench or grind your teeth together in the daytime or make them sore?.

31 Do you have any problemswith sleep (ie. restiessness or teeth grinding), wake up with a headache oran awarenessof yourteeth?________

32. Do you wear or have you ever worn a bite appliance?
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SMILE CHARACTERISTICS

33, Isthereanythingabout the appearance of your mouth (smile, lips, teeth, gums} that you would like to change (shape, color, size,disptay)?__;

34, Haveyouever bleached (whitened) your teeth?

35. Have you feltuncomfortable or self conscious about the appearance of your teeth?.

36. Haveyoubeen disappointed with the appearance of previous dental work?
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Patient’s Signature

Date

Doctor’s Signature

Date

© 2022 Kois Center, LLC

www.koiscenter.com



MEDICAL HISTORY

Patient Name Nickname Age
Name of Physician/and their speciaity
Most recent physical examination Purpose
What is your estimate of your general health? O Excellent (3 Good O Fair (I Poor
DO YOU HAVE or HAVE YOU EVER HAD: YES NO YES NO
1 hospitalization for liiness or Injury O (O 25 osteoporosisfosteopenia or ever taken anthresomptive  C
2. anallergicor bad reaction to any of the following: 00 medications {e.g. bisphosphonates}
Q asplrin, luprofen, acetsminophen, codeine 27. arthritisorgout 0 g
g penidliin 28, autdmmune disease 00
{e.g rheumatold arthritis, lupus, scleroderma)
g :eﬁf:wdine 23, ghucoma 0 8
O local anesthetic 30. confactlenses 0
O fluoride 31. head orneckinjuries 8
g Wine{uw 32, epllepsy, corvulsions (sefzures) g 5
ne 33, neurclogicdisonders (eg Alzhetmer's disease, tementia, prion disease).
gm‘s(mﬂd’% ) 34, virel Infections and cold sores 0
Qo 35, anylumps orsweliingin themouth 8 c
0 frut 36. hives, skin rash, hay fever O
O mik 37, ST/STD/HPY O
O reddye 38, hepatitis(type___) 0
O other 39, HIV/AIDS (3
3. heart problems, or cardiac stent within the lastsixmonths 8 8 40, tumor, abnormal growth )
4.  history of Infective endocarditis 41. radiation therapy 0
5, artifidal heart vave, repalred heart defiect {PFO) Q O 42 chemotherapy, Immunosuppressive medication Q
6. pacemakeror implantable defibrilator 8 43, emotional difficuities 0
7. orthopedic or softtissue implant (e.gjoint replacement, breast implant} 44, psychiatric treatment or antidepressant medication (] .
8. heart murmur, heumatic or scarlet fever 45, concentration problems or ADD/ADHD O
5. high or low blocd pressure 46. alcohol/recreational drug use 00
10. astroke {taking blood thinners)
11, anemlaor other blood disorder |8 )
12, prolonged bleedingduetoaslighteut(orINR>33) AREYOU:
13, pneurnonia, emphysema, shortness of breath, sarcoldosls 47, presentlybeing treated for any other liness Qg
14, chronlcearinfections, tuberculosis, measles, chidkenpox 48. aware ofachange in your health In thelast 24 hours 00
1S, breathing problems e asthma, stuffy nose, situs congestion) _ o {e.8.. fever, chills, new cough, or diarthea)
16. sleep problems (e sleepapnea, snoring, Insorria, restless leep, bedwetting) 8 8 49. taking medlcation for weight managaiment g 0
17. kidney disease 50, teking dietary supplements, vitamins, and/or problotics 8 a
18. fhverdisease or jaundice 8 1, often exhausted or fatigued
19, vertgo fes “theroam s spinning”) 52. experiencing frequent headaches or chronic pain )
20. thyrold, parathyrold disease, or caldum deficency () 53. asmoker smoked previously or other e smikeless tobacoo, O
21, hormone deficiency orimbalance feg poly oyt mamnsyndtme) vaping, e-cigarettes, and cannabls)
2. highcholesterol or taking statin drugs 54. tonsidered atouchy/sensitive person Q0
23, diahetes {HbAlc= ) ) 55. often unhappy or depressed (]
24, stomach or duodenal uloar 8 (O se. wkingbirth control pills
25, digestive of eating disorders e.g. celiac disease, gastric reflu, bullmia, 3 s7. curentlypregnant
anorexa) 58. dlagnosed witha prostate disorder

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your
dental treatment. {i.e. Botox, Collagen Injections)

List all medications, supplements, vitamins, and/or probiotics taken within the (ast two years,
Drug Purpose Orug Purpose

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.
Patient’s Sighature Date

Doctot’s Signature Date

© 2020 Kais Center. LLC



Toranga DENTAL |
Maria M. Saguin, DDS, Inc

Dental Materials Fact Sheet
Patient Confirmation of Receipt

Effective January 1, 2002 dentists are required by the State of Califormia to provide a copy of the Dental
Materials Fact Sheet (o any patient that will be recewing restorative treatment  This confirmation of receaipt form
must be signed by the patent or the patient’s guardian and filed in the patient’s charn acknowledging receipt cf
the fact sheet 1t 15 not an informed consant document. and the State of California doss not endorse the
information nor does it recommend a particular course of treatment this s 3 matter that remains to be discussed
between the patient and his/her dentist  The information contamed on the fact sheet is simply intended to
educate patients on the various types of matenals used by dentists during the course of reslorative dental
treatment, In @ similar manner 1o package iabeling found on most focd.

A partir del 1° de Enere de 2002 se requienra que 10¢os los deaistas del Estado e Caiiora le provean una
coprz de los Factores de Materiales Dentales a todo pacienis gue reoiba ralammentic resfauraivo Ests
confirmacion de recibo debe ser firmada por el/ia pacienie o padrefimadre o luror y archwvada en el expsdienie
de cada paciente afirmadc haber recibido ia copie de ios Factores Este documento ng €5 uh consentimiento
nfarmado y ef Estadc de Califormia no endosa ia informacion ni recomienda un curso particular de tralamisnto:
este es un asunic que debe decidirss enfre elfla pac&ené ¥ su dentisia  El propésiio de ‘a hoja de faciores es
proveer wiformacion para los pecientess con respecia a fos diferenies ipas de materiales que unitizan los
denlistas durante el curso del Iratanmvento restauranve de odontologia. de una manera simiar a la que se utihiza
en las eliguetas de empague de productos ahmenticios

Desaforunadamente ef Estado de Caifornia no ha redactade este documents en Espadiol y no nos ha permiidc
traduicirlo.

Signature of Patient or Guardian of Patient Date

9800 Topanga Canyon Bivd. Suite J
Chatsworth. CAS1311
{818) 576-0500



Topranga DENTAL
Maria M. Saguin, DDS, Inc

Acknowledgment of Receipt of Notice of Privacy Policies

* You may refuse @ sgn s Acknoedsdgmen

I, (patient name, please prnt] , have
received a copy of Topanga Dental's Notice of Privacy Practices.

Signature of Patient or Guardian of Patient Date
OFFICE USE ONLY

Wa zttempted 1o obta:n writien acknowiedgment of recep! of our Motice of Prnivacy Praclices. but
acknowledgment could not be oblsined because.

_indwicual refused to sign

[ Communication bamers prohibited obiaining acknowledgment

[(JAn emergency situation prevented us from obtaining acknowledgment
"] Other {Please spacify)

& 2002 Amernican Dental Association, Al Rights Reserved

Reproduclion and use of this form by dentist and their staff is penmitied. Any other use. duplication of this form Dy any other
party requires the prior writien approval of the American Dental Association

This form is educationa! only, does not constitute legal advice and covess only faderal. not state iaw (August 1420021

©800 Topangs Canyon Bivd Sutts J
Chatsworth. CA 51311
{818) 5T8-080C



