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MEDICAL HISTORY 

PATIENT NAME ____________________________________________________________ Birth Date _____________________________________ 

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering  the 

following questions. 

Are you under a physician's care now?  Yes No If yes, please explain: ________________________________________ 

Have you ever been hospitalized or had a major operation?  Yes No If yes, please explain: ________________________________________ 

Have you ever had a serious head or neck injury?  Yes No If yes, please explain: ________________________________________ 

Are you taking any medications, pills, or drugs?  Yes No If yes, please explain: ________________________________________ 

________________________________________________________________________________________________________________________ 

________________________________________________________________________________________________________________________ 

 Do you need to pre-medicate?  Yes No   If yes, please explain: _______________________________________ 

Do you take, or have you taken, Phen-Fen or Redux?  Yes No 

Are you on a special diet?  Yes No 

Do you use tobacco?  Yes No 

Do you use controlled substances?  Yes No 

Women:  Are you Pregnant/Trying to get pregnant?  Yes    No Taking oral contraceptives? Yes No Nursing?  Yes No 

Are you allergic to any of the following? 

Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics 

Other If yes, please explain:_____________________________________________________________________________________________ 

Do you have, or have you had, any of the following? 

AIDS/HIV Positive Yes No Cortisone Medicine Yes No Hemophilia Yes No Renal Dialysis Yes No 

Alzheimer's Disease Yes No Diabetes Yes No Hepatitis A Yes No Rheumatic Fever Yes No 

Anaphylaxis Yes No Drug Addiction Yes No Hepatitis B or C Yes No Rheumatism Yes No 

Anemia Yes No Easily Winded Yes No Herpes Yes No Scarlet Fever Yes No 

Angina Yes No Emphysema Yes No High Blood Pressure Yes No Shingles Yes No 

Arthritis/Gout Yes No Epilepsy or Seizures Yes No Hives or Rash Yes No Sickle Cell Disease Yes No 

Artificial Heart Valve Yes No Excessive Bleeding Yes No Hypoglycemia Yes No Sinus Trouble Yes No 

Artificial Joint Yes No Excessive Thirst Yes No Irregular Heartbeat Yes No Spina Bifida Yes No 

Asthma Yes No Fainting Spells/Dizziness Yes No Kidney Problems Yes No Stomach/Intestinal Disease Yes No 

Blood Disease Yes No Frequent Cough Yes No Leukemia Yes No Stroke Yes No 

Blood Transfusion Yes No Frequent Diarrhea Yes No Liver Disease Yes No Swelling of Limbs Yes No 

Breathing Problem Yes No Frequent Headaches Yes No Low Blood Pressure Yes No Thyroid Disease Yes No 

Bruise Easily Yes No Genital Herpes Yes No Lung Disease Yes No Tonsillitis Yes No 

Cancer Yes No Glaucoma Yes No Mitral Valve Prolapse Yes No Tuberculosis Yes No 

Chemotherapy Yes No Hay Fever Yes No Pain in Jaw Joints Yes No Tumors or Growths Yes No 

Chest Pains Yes No Heart Attack/Failure Yes No Parathyroid Disease Yes No Ulcers Yes No 

Cold Sores/Fever Blisters Yes No Heart Murmur Yes No Psychiatric Care Yes No Venereal Disease Yes No 

Congenital Heart Disorder Yes No Heart Pace Maker Yes No Radiation Treatments Yes No Yellow Jaundice Yes No 

Convulsions Yes No Heart Trouble/Disease Yes No Recent Weight Loss Yes No 

First: Last:
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 Have you ever had any serious illness not listed ? Yes No If yes, please explain: ____________________________________________ 

 ____________________________________________________________________________________________________________________________ 

 ____________________________________________________________________________________________________________________________ 

 Comments: ___________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________ 

 _____________________________________________________________________________________________________________________________ 

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be dangerous 
to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status. 

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________ 



 
Annette Bak Moranda, DDS 

40055 Bob Hope Drive, Suite G, Rancho Mirage, CA 92270 
Office (760) 321-8003      Fax (760) 321-9584 

 
 
X____________________________________________________________________________________________ 
   SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR                                                         DATE 

 
PATIENT REGISTRATION 

 
Patient Information: 
First Name: ________________________________________________________ Middle Initial:_______ 
Last Name: ___________________________________________________________________________ 
Preferred Name:_______________________________________________________________________ 
Address: _____________________________________________________________________________ 
City, __________________________________________ State, _______________ Zip: ______________ 
Address 2: ____________________________________________________________________________ 
City, __________________________________________ State, _______________ Zip: ______________ 
Home Phone: (___)_____________ Work Phone: (___)______________Cell Phone: (___)____________ 
□ I agree to receive text messages from the dental office 
Sex:  ○ Female  ○ Male    
Marital Status:  ○ Married     ○ Single    ○ Divorced     ○ Separated     ○ Widowed 
Birth date: ______________   Social Security #: __________________ Drivers Lic#: _________________ 
E-mail: _______________________________________________________________________________  
□ I agree to receive email correspondences from the dental office  
 
Patient’s or Parent’s/Guardian Employer: ___________________________________________________ 
Work Phone:(___)____________ 
IF College Student Name of School: ________________________________________________________ 
Student Status:  ○Full Time  ○ Part Time 
 
Name of Person to contact in an emergency or if unable to reach you: 
_____________________________________________________________________________________  
Phone: (___)____________________ 
   
Whom may we thank for referring you? ____________________________________________ 

Responsible Party: ( if someone other than the patient ) 
First Name: _________________________________________________________ Middle Initial: ______ 
Last Name: ___________________________________________________________________________ 
Address: _____________________________________________________________________________  
Address 2: ____________________________________________________________________________ 
Home Phone: (___)____________ Work Phone: (___)______________ Cell Phone:(___)______________ 
Birth date: _____________ Social Security #: ___________________  Drivers Lic#: __________________ 
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X____________________________________________________________________________________________ 
   SIGNATURE OF PATIENT OR PARENT/GUARDIAN IF MINOR                                                         DATE 

○ Responsible Party is Policy Holder for Patient   ○ Primary Policy Holder        ○ Secondary Policy Holder 
 

DENTAL INSURANCE INFORMATION 
 
 
 
Primary Insurance Information: 
Name of Insured: ______________________________________________________________________ 
Relationship to Insured:   ○Self  ○Spouse  ○Child  ○ Other 
Employer ID: _____________________________Carrier ID:____________________________________ 
Insured Social Security #: ______________________Insured Birth date: __________________________ 
Employer: _________________________________Insurance Company:__________________________ 
Address: _____________________________________________________________________________  
City,________________________________________ State,____________ Zip:____________________ 
Address 2: ____________________________________________________________________________ 
City,_____________________________________ State,_________________ Zip: __________________ 
    
 
Secondary Insurance Information:    
Name of Insured: ______________________________________________________________________ 
Relationship to Insured:  ○Self    ○Spouse   ○Child     ○ Other 
Employer ID: __________________________________ Carrier ID:_______________________________ 
Insured Social Security #: _______________________ Insured Birth date: _________________________ 
Employer: ______________________________ Insurance Company: ____________________________ 
Address: _____________________________________________________________________________ 
City,________________________________________ State,____________ Zip: ____________________ 
Address 2: ____________________________________________________________________________ 
City, _______________________________________ State, _____________ Zip:____________________ 
 
 
• Attach a copy of the front and back of your Dental insurance card and ID or Driver’s license 





 
Annette Bak Moranda, DDS 

40055 Bob Hope Drive, Suite G, Rancho Mirage, CA 92270 
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© 2010, 2013 American Dental Association.  All Rights Reserved. 
Reproduction of this material by dentists and their staff is permitted. Any other use, duplication or distribution by 
any other party requires the prior written approval of the American Dental Association. This material is for general 
reference purposes only and does not constitute legal advice. It covers only HIPAA, not other federal or state law. 
Changes in applicable laws or regulations may require revision. Dentists should contact qualified legal counsel for 
legal advice, including advice pertaining to HIPAA compliance, the HITECH Act, and the U.S. Department of Health 
and Human Services rules and regulations. 

 
Patient Acknowledgment of  

Receipt of Dental Materials Fact Sheet and Notice of Privacy Practices 
 

As of January 1, 2002, the Dental Board of California now requires that we distribute to our patients a copy 
of the Dental Material Fact sheet. In addition, the Health Insurance Portability and Accountability Act 
(HIPAA) requires effective April 14, 2003 that patients be given a copy of our Notice of Privacy Practices  

* You May Refuse to Sign This Acknowledgment* 
 
I acknowledge that I have received from this office the following:  
 

1. Notice of Privacy Practices 
2. A copy of the Dental Materials Fact Sheet 

 
 
Print Name: ____________________________________________________________________ 
 
Signature: _____________________________________________________________________ 
 
Date: _________________________________________________________________________ 
 
 
 

For Office Use Only 
_____________________________________________________________________________________ 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 
 Individual refused to sign 
 Communications barriers prohibited obtaining the acknowledgement 
 An emergency situation prevented us from obtaining acknowledgement 
 Other (Please Specify) ____________________________________________________ 
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Place a copy in the patient’s chart. 

 
 

Authorization for the Release of Dental Records 
California 
 
I hereby authorize Annette Bak Moranda, DDS to release the information in the dental record of  
 
_____________________________________________________________________ (patient’s name) to 
 
_____________________________________________________________________________________ 
(name of dentist, physician, clinic, or patient’s representative) 
 
_____________________________________________________________________________________ 
(address) 
 
Any and all information may be released including, but not limited to, mental health records protected by the Lanterman-Petris-
Short Act, drug and/or alcohol abuse records and/or HIV test results, if any, except as specifically provided below. 
 
This authorization is effective now and will remain in effect until __________________________ (date). 
I understand that I may receive a copy of this authorization. 
 
____________________________________________________________ ___________________ 
Signature           Date 
 
 
If not signed by the patient please indicate relationship: 
 

□ parent or guardian of minor patient 
 
□ guardian or conservator of an incompetent patient 
 
□ beneficiary or personal representative of deceased patient 
 

 
NOTE: This authorization is intended to comply with applicable state laws. It is not intended as a “Consent” or “Authorization” for 
the use and disclosure of Protected Health Information (PHI) under the federal Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) or its implementing regulations. The medical provider to whom this authorization is directed should ensure 
that he or she is in compliance with applicable HIPAA requirements before releasing the requested records. 
 
CAUTION: If you intend to use the requested information for any purpose other than providing medical treatment, 45 CFR 
Section 164.502 requires that you make reasonable efforts to limit your request for PHI to the minimum necessary to accomplish 
the intended purpose of the request. 
 
To be valid, an authorization must be clearly separate from other language on a page and executed by a signature 
which serves no purpose other than to execute the authorization. It can either be handwritten by the person who 
signs it or in typeface no smaller than 8 point (this is 8 point). 
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Patient Name: _______________________________ Date of Birth: __________________ 

 

I agree that the dental practice may communicate with me electronically at the email 
address below. 

I am aware that there is some level of risk that third parties might be able to read 
unencrypted emails. 

I am responsible for providing the dental practice any updates to my email address. 

I can withdraw my consent to electronic communications by calling: 760-321-8003 

Email Address (PLEASE PRINT CLEARLY): 

_______________________________________________________________________ 

 

Patient Signature: ____________________________________________  

 

Date: ________________________ 

 



 
 

PLACE A COPY IN THE PATIENT’S CHART. 
    [AS 11/2012] 

 
Annette Bak Moranda, DDS 

40055 Bob Hope Drive, Suite G, Rancho Mirage, CA 92270 
Office 760-321-8003    Fax 760-321-9584 

Image Release 
I hereby give my consent for Dr. Annette Bak Moranda to take photographs, slides and/or videotape of 
_________________________________________________ (patient’s name). I also grant permission to reproduce, 
print and/or publish these images, in print or electronically, for use in articles, lectures, or advertisements. 

I understand that some of these images may be used by laboratories for fabrication of crowns, veneers, bridges, or 
dentures and these images will become part of my dental record. 

I do not expect compensation, financial or otherwise, for the use of these images. 

I expressly authorize and grant a license to Dr. Annette Bak Moranda her business, organization, employees, or 
agents for any use of the above-stated images and expressly release and discharge Dr. Annette Bak Moranda her 
business, organization, employees, or agents from any and all potential claims for the use of the above-stated 
images. 

Please initial one: 

_______          I consent to the use of my photographs, slides, and/or videotape for articles, lectures, marketing, 
advertising, and laboratory use.  

_______          I consent to the use of my photographs, slides, and/or videotape ONLY for laboratory use. 

_______          I DO NOT consent to the use of my photographs, slides, and/or videotape. 

I understand that the information disclosed under this authorization may be subject to disclosure and no longer 
protected by the federal privacy regulations. I understand that I may refuse to sign this authorization and that my 
refusal to sign will not affect my ability to obtain treatment, payment, enrollment, or eligibility for benefits. Finally, I 
understand that I may revoke this authorization in writing at any time by sending a letter to my dental care provider 
stating my revocation and the effective date, except to the extent that action has been taken in reliance on this 
authorization. 

I release and discharge Dr. Annette Bak Moranda her business, organization, employees or agents from any and all 
claims or actions I have or may have relating to such use and publication. 

 

 
______________________________________________________________ ________________ 
Patient’s or Legal Guardian’s/Representative’s Signature    Date 
 
 
______________________________________________________________ ________________ 
Dentist’s Signature        Date 
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