Ramona Rivera DDS

$833 Fair Oaks Blvd. Suite E - Fair Oaks, CA 95628 (B18)967-2217

Welcome to our Practice

Chart#;
FOR OFFICE USE OMLY
Pationt Mame:
Lawi First ] Prefamsd Hame
Tith: Gendar: () Male () Female Family Status: () Mamed () Single () Chid (0 Other
(LT TR
Birth Date: S5 . . Prev. Visit
Emall Address: Bast tima to calk
Phicna:
Hama Mok Werk Em File O
Address:
Address 1 Asdowss 2

Gty Saain Mt}:
Whom may we thard for referming you b ouf practice?
in an emergency who should be notified? Please enter Mame and Phone number below:
Emargency Contect:

Empleymant Information
The following is for: () the patient () the person responsible for payment () both () not applicabile
Employer Hama: Phone:
Employer Addross:

Adras 1 Address
-_-_—
ity Slate Tip Code

Responsible Party Information:

This only needs to be completad if the insurance subscriber s someone other than the patient, or your are the parentiguandian of the
patient.
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The following Is for: () the patients spouse () he persan respansibie for payment i voth () neither.nol applcabie

Mama: =
Lassl First uw Prafemad Mims
Title: Gondar: ) Mae () Femaie Family Status: () Mamed (J) Single (0 chid () Other
WD
Birth Date: 558 e, e N DL
Emall Address: Best time to call:
Phone:
Huirsn BApEainy ek Exi Fax
Address:;
A 1 Aeddrasa &
_:_-.-_.
City Sinty Iip Cade
Primary Dental Insurance:
Hame of Inswured:
Ll Firgt e
Insured’s Birth Data: 10ve: Group #:
Insured s Address:
Agdrass 1 Acfrens 2
EE————
City pET ] Fipi Coda
Insurod's Employer Mame:
Employsr Addross:
Addrass 1 Asdeirana 2
City Stali Zip f;
Patient's relationship to insured: () Seif () Spouse (0 Chid () Cner
Insurances Plan Nama:
Insurance Addrass:
ke 1 Address 7
.
City Srain Zip Cods

Insurance Company Phane Mumbar:

Insurance Authorization:
D By chacking this box,

I authorize my insurance company to pay the dentist all insurance bonefits rendered,
| authorize the use of this electronic signature on all insurance submissions.
I autherize the dentist to rebeass all iInformation necessary to securs the paymant of banefits.

I undorstand that | am financially responsible for all charges whather or nol paid by insurance.

Dental Information
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Al prmrency deskal sBnAces. of any dertal Sandces prammed wiltaul pravsus fnedel Sresgesents, must Be paid for in cash al @ o BT B0 parfonmied unken ofer
AITENEMENE B8 Ta,

Patigdls with drisl miurancs wnderstand thal 8l derial Bandoes &re charges dvesty 15 [ha Sdatenl snd Sal he or sha |5 persosaly responsible 1o paymiest of ol 5601 Garoacei, Ths
office will Beip prepite s patisar's nsurance Torms o sesis! s malkking collechions from iNurance compisieg 55 will cradl any dolschions 1o Ihe palants soosunl. Heswewer, this
denlal Gifice cannol nerder Seraced of i ddiesplon Ml ow chirges will be pad by 57 INBUMENGE COMDETY

& pardion chargs of 1.5% pir moim (VER S8 aftum) on I unged halasos will Be chaeped oo all Booounts aucesding &0 diys, ushess privisusly written fnascil smengemests ane
alisfied

| anderstand hal mey Ted SREME0 o thid Senlal cica San only be axended lor a period of sle menths from B date of (he paten! axamineSon,

I cenmidwration for ihe professianal SenioEs redensd 1o ma by This prectica, | sgrea (o pay ®e charges [or the senscss 51 e lime of Treetmaent, oF willin Trwl (5} darys of Billisg il
credt is aniendad. | harinar Sfes Mal 1h Sanged o7 srnicei dhal be is Bled unbses objecied fo. by me. in wiiling, wihin e ime Sayirinl b dus. § fufther sires thet & e of
rTy bramch of any Brme o condiion hereundsr shall not constitels & waiver of oy farihr D oF Condlien and | funhed spres b iy ol Soils Snd messonabls BHomey teas T sl b
invkiuted Py noer

| grant my parmigsenn 1o you of Yoo FEHDT, [0 MHEpN0NE Ma 10 SR0eEE ik SalEmant o fry Lkl fan),

[] "By checking this box, | understand the abovs information and agres with its contents, and this will sorve as my elecironic skgnature
for the Administration Form.

HIPAA Acknowledgement

| ufsdaritand Bal | may nspec o copy the prolecied healh isformatios desorbed By Siis authardsation

| undarstand Mal ul any G, this sulhorizaton may be revoled, when the ofios fal recstaes [his sulfeizatios reasivs o whillen ivecalion, sShoush that revocation will not ba
etigctivg oe o T disckiaens O reCOIIS whiss ke | hi @ easiily suhoiied. of whece othes sctan hay been |akes in rellance on an suthorization | have signed. | usderstand Bai
my haalih cure and B paymant for my heaiRcsss will nol be aTecied if | refusa 1o sigs Bis farm,

| endersiand thal infoeraiion uied of discioged, puftul) i ths SulhSeration Sould be aubjedt o re-geciomns by the reciseal and. |50, mEy HOT Ba SUbMEL 10 Mdainl of Bl s
[l i EeaRdan ity

| aflgesr [y pravciiod b0 ORECe ATy Frotctivg Heaflh informasion b 1he foliowng ndhvidusis: ([ This informaton could include: Name, Diagnosis, Tes! Resulls, images and &oosun|
Indsrmiicn. )

Mama and Redationahip to Patient:

[] "By chacking this box, | understand the abave information and agres with its contents, and this will serve a8 my olactronlc signature
Tos the HIFLA Disclosure Form,

Response Date:

st == Se s
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Ramona Rivera DDS

9833 Fair Oaks Bivd. Sulte E » Fair Oaks, CA 85528 (916)967-2217
Madical History

Pationt Mama:

Law Firm L] Prafemed hame

incicase which of the fallowing conditions you hawe o hawve had. By chacking the box it will indicale & “YE3" response, keaving blank will indicaba a "Hor
MEEDoNRE.

] “Fre-Med [ Asergy-Acetomincphen [ Adergy-Amaicilin [] Adergy-Codeine
[] Aslergy-Erythramsycin [] Aseigy-Kefex [] Aergy-Latex [ Avergy-tifecipine
[ Asergy-Cirer [ Asergy-Periciin [] Abergy-Sulta [ Anemia

[ Asthiritis [ Artificial Jaints [] Asthma [] Carcer

[ Ceabwtes [] Cizziness [[] Epsepsy [] Excessive Biseding
[] Fainting [ Geucema ] Growtns ] »w

[] Head Injuries Heam Disbase Haart Mummur Hear Probigms
[[] Liver Diseasa [[] Mental Disorders [] Mervous Disarders [ Oreer

[] Pacemaker [] Pregnancy [] Readation Treatrmert [] Respiatory Probiems
[] Rheumatic Fever [0 Rfeumatsm [ Sinus Problems [] swomach Problems
[ Stroke ] Tumers [ Uscers

Pleass explainiclarify any conditions or alerts selected above:
Conditionsidars:

Allergios not listed:

Do you take antibiotic premedication for your dental visits? if yes, please axplain below: * () Yes (O Mo

PFra-Mad:

Mame of your Physiclan and Phong Mumbar:

Proforred Pharmacy and Phone Number:
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Describa any currant madical trestment, impending surgery, or other treatment that may possibly affect your dental troatmant balew:

Are you currently taking any medications (prescription and non-prescriptien) including regular deses of aspirin® If yos, ploass (st all
medications and dosages below: *

Oves Ot

Fleass lisl any medications you are currenily laking. ane medication per line:

D "By ehacking this box, | acknowladgs that | have reviewed ALL quostionsialorts on this questionnaire and responded accordingly.
Thare are no other medical conditions or madications/allergies that have not boen |isted. | am aware that | must notify the practice
of any future changes. This will serve as my electronic slgnature,

*THE FOLLOWING SECTION IS FOR EXISTING PATIENTS ONLY"
Please review and update the following information if needed. Thank you.

Charth:
FOR OFFICE LIGE ONLY
Patient Nama:
La# F it (1] Frefared Nama
Title: Gander: () Make () Female Family Statws: () Mamied () Single () Chid () Other
[T T—
Blirth Dawls: Prrgiw. Wiali: Emall Address:
Phona: Baat tima 1o call:
Hama Kicksin Work Ext
Acldrans:
Akdress | Fr—
e,
Cily Glaln Zip Cods
Responsa Date;
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