
Dr. Jose Castro,D.D.S.,
911,3FoothillBlvd.

Suite # 210

Rancho Cucamonga, CA 91730
(909)466-1245

November 8, 2006

Weare delighted to welcome you to our practice and are pleased that you chose us to serve your
dental needs. We are very serious about providing superior dental care at reasonable prices, and
proud of our dedication to our patients. Our goal is to help you feel and look your very best
through excellent dental care.

Your appointment will take approximately 1 hour. To facilitate being seenjust as soon as
possible at the time of your appointment, we would appreciate it if you would complete the
enclosed Patient Information Form (front and back) before your arrival. Please remember to
bring it with you at the time of your appointment.

If you are unable to make the appointment you have scheduledwith us, please notify us at least 24
hours in advance. We would be glad to reschedule the appointment at a more convenient time, if
necessary.

We look forward to meeting you and servingyour dental needs, and remember that we are
always accepting new patients soplease refer us toyour family andfriends.

Sincerely,

Julie A. Lesniak, RDA, Office Manager
Jose Mariano Castro DDS



1
(This information is necessary for our files and will be considered CONFIDENTIAL)

Date
Patient's Name

LAST FIRST INITIAL
Age Patient's Birthday o Male 0 Female

If patient is a minor, give name of parent or legal guardian

Residence Address
STREET

I Patient is: 0 Married 0 Single 0 Divorced
CITY ZIP

o Separated 0 Widowed 0 Minor

Relationship

For how long? o Own 0 Rent

Email

Driver's License No. Social Security No.

Account No. How long?

How long?

Res. Phone (

Cell Phone (

Occupation

Bus. Phone (

Bank

Employed by

Business Address

~ Spouse's Name

Employed by

STREET CITY ZIP

Driver's License No. Soc. Sec. No.

How long?

STREET

III Name of nearest relative not living with you

Complete Address

CITY ZIP

Occupation

Bus. Phone (

Relationship

Res. Phone (
d Ihavenophysician

(

(

)

)
TELEPHONE

)
TELEPHONE

Business Address

STREET CITY ZIP

l\,Jame of Physician

Former Dentist
ADDRESS CITY

ADDRESS CITY

Why are you changing dentists?

Purpose of Appointment

Isthisofficevisitfor EmergencyDentalCare? 0 Yes 0 No Ifyes,explain:

Do you wish to speak to the
doctor privately? 0 Yes 0 No

School Children Attend Whom may we thank for referring you?

,j11,;J.,J}'J.:JJ..a~JJ.iivi.l.lJillJ,;J1!

Person responsible for this account

Address

Relationship

STREET CITY ZIP

)
TELEPHONE

)
CELL PHONE

PREFERENCEOFPAYMENT: 0 Cashon dayof treatment

o State Aid No.

I Name of insurance company (primary insurance)

o VisaNo.

o MastercardNo.
EXPIRATION DATE

EXPIRATION DATE

NSURED PERSON'S NAME

NAME OF GROUP DENTAL PLAN

I Name of insurance company (secondary insurance)

P INSURED PERSON'S NAME

GROUP NO.

SOCIAL SECURITY NO.

LOCAL

SOCIAL SECURITY NO.

NAME OF GROUP DENTAL PLAN GROUP NO.

1i:lj.1J?Jsd,,!j!.h].uJIElill
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As a condition of treatment by this office, I understand financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs
incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental service performed without prior financial arrangements, must be paid for in cash at the time services are performed.

I understand that dental services furnished to me are charged directly to me and that I am personally responsible for payment of all dental services. If I carry insurance, I understand

that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental
office cannot render services on the assumption that charges will be paid by an insurance company.

Assignmentof Insurance: I herebyauthorizemyinsurancecompanyto paydirectlyto my dentistbenefitsaccruingto me undermy policy.
A servicechargeof 1'/2%permonth(18%perannum)(butinnoeventmorethanthemaximumratepermissibleunderstatelaw)will bechargedontheunpaidprincipalbalance

on all accountsnot paidwithin60 daysof treatmentdate.
I understandthat thefee estimatelistedfor this dentalcasecanonlybeextendedfor a periodof six monthsfrom the dateof the patient'sexamination.
In considerationof the professionalservicesrenderedto me,or at my request,by the Doctorand/orhisstaff, I agreeto pay,therefore,the reasonablevalueof saidservicesto

saidDoctor,or hisassignee,at thetimesaidservicesarerendered,orwithinfive (5)daysof billingif creditshallbeextended.I furtheragreethatthe reasonablevalueofsaid
servicesshallbe billedunlessobjectedto by me,in writing,withinthe time for paymentthereof.Additionally,I agreethat a waiverfor anybreachof anyterm or condition
hereundershallnotconstitutea waiverof anyfurthertermor condition.I furtheragreethat in the eventthateitherthis officeor I instituteanylegalproceedingswith respect
to amountsowedby mefor servicesrendered,the prevailingpartyin suchproceedingsshallbe entitledto recoverall costsincurredincludingreasonableattorney'sand/or
collectionfees.

I grantmypermissionto you,or yourassigns,to telephoneme at homeor at myworkto discussmattersrelatedto this form.
I havereadtheaboveconditionsof treatmentandagreeto theircontent:

Signed Date
PLEASE COMPLETE BOTH SIDES FORM 100-6 / REV 6/05 / @2oo5 DENRAM

BIRTHDATE RELATIONSHIP

PLAN NO. NAME OF UNION

BIRTHDATE RELATIONSHIP

PLAN NO. NAME OF UNION



These questionsare foryourbenefitand assure that treatmentwill take into considerationyour past and presenthealthstatus.
Some questionsmay seemunrelatedto your dental condition, but they are all associatedwith properoral healthcare.

Pleaseanswereach question. Checkthe appropriatebox and/or circleVes or No whereapplicable. Example: Areyou alive? ~ No
MEDICAL HISTORY

1. Areyou ingood health? Yes No
2. Dateof lastphysicalexamination
3. Areyou now underthe careof a physician? Yes No

If so, what is the conditionbeingtreated?
4. Haveyou everhad anyseriousillnessor operation? Yes No

If so, what illnessor operation?
5. Haveyou everbeen hospitalized? Yes No

If so, what was the problem?
6. Areyou taking any 0 medications, 0 drugsor 0 herbs? Yes No

If so, what? What dosage?
7. Areyou usinganyrecreationaldrugs (marijuana,cocaine,etc.)? 0 Yes 0 No If so, what?
8. Haveyou everbeen premedicatedwith antibioticsfor your dental treatment? Yes No
9. Areyou sensitiveor allergicto anydrugs or materials? 0 Penicillin;0 Tetracycline;0 SulfaDrugs;0 Aspirin;0 Codeine;0 Latex;0 Other Yes No

If Other, what drugs?

10. Do you have or have you had any of the following: (Please circle 'V' for Yes or 'N' for No - answer all conditions):

Y N Anemia YN Implant(s) YN HeadInjuries YN DrugAddiction Y N BloodTransfusion Y N ExcessiveBleeding
Y N Herpes YN Headaches YN HeartFailure Y N KidneyDisease Y N JointReplacementY N MitralValveProlapse
Y N Stroke YN Glaucoma YN ScarletFever YN Chemotherapy Y N NervousDisorders Y N HighBloodPressure
Y N Ulcers YN Tonsillitis Y N SinusTrouble Y N StomachUlcers Y N TumorsorGrowths Y N HIVRelatedComplex
Y N DiabetesYN Hemophilia Y N HeartMurmur Y N AnginaPectoris Y N AllergiesorHives Y N RespiratoryDisease
Y N Arthritis YN ColdSores Y N LiverDisease Y N MentalDisorder Y N PaininJawJoints Y N EpilepsyorSeizures
Y N Asthma YN EmphysemaY N BloodDisease Y N ThyroidDisease Y N ArtificialProsthesisY N PsychiatricTreatment
Y N Cancer YN RheumatismY N HeartAilments Y N FaintingSpells Y N SickleCellDisease Y N HepatitisorJaundice
Y N SeizuresYN ChickenPox Y N HeartAttack Y N RheumaticFever Y N CortisoneMedicine Y N DifficultySwallowing
Y N HayFeverYN BruiseEasily Y N CerebralPaisy Y N Tuberculosis(lB.) Y N AllergiestoMetals Y N CongenitalHeartLesions

11. Do you haveany disease,condition or problem not listed that you think we should know about? Yes No
If so, what?

12. Do you wear a cardiac pacemaker,or haveyou had heart surgery? Yes
13. Do you smoke? Ifyes, how much? 0 Cigarettes 0 Cigars 0 Packs per day Yes
14. Haveyou evertaken the drugs 0 Fen-Phen, 0 Reduxor any 0 diet drugs? Yes
15. (Women)Are you pregnant? If so how manymonths? Yes
16. (Women)Do you have any problems associated with your menstrualperiod? Yes
17. (Women)Do you take any birth control medication or hormones? Yes
DENTAL HISTORY

1. Haveyou ever had a local anesthetic (Novocaine,etc.)? Yes
2. Haveyou ever had any unfavorablereactionfrom a local anesthetic? Yes
3. Haveyou had any serioustrouble associated with any previousdental treatment? Yes

If so, explain?
4. How long sinceyour last full mouth X-Rays? Weeks Months Years
5. How long sinceyour last dental treatment? Weeks Months Years
6. Doesdental treatment makeyou nervous? 0 Slightly 0 Moderately 0 Extremely? Yes No

Would you desireto be pre-sedated? Yes No
"..JI herebyacknowledgeI havereceiveda copyofthispractice'sNOTICEOFPRIVACYPRACTICES.I furtherunderstandthatthepracticewilloffermeupdatestothisNOTICEOF

PRIVACYPRACTICESshouldit beamended,modified,orchangesinanyway.0 Patientrefused/ wasunabletosignbecause
o I havereceiveda copyof theDentalMaterialsFactSheetasrequiredbylaw.
Tothebestofmyknowledge,allof theprecedinganswersaretrueandcorrect.If Ieverhaveanychangeinmyhealthor ifmymedicationschange,Iwill,withoulfail,informthedoctoratmynextappointment.

Reviewedby Lic.# Date

rl

o Date Signature

~

p~:~~~~ s;n ~i~~~i~~Ucfo~~~{~~~~~~ Yes No
2. Haveyou had a change in your medication? Yes No
3. Haveyou had a change in your medical condition or had surgery? Yes No
Please note changes in health since last visit. If no changes, please write "None"

E/E!/fEWE.EJ ~ '/

o l
DATE_

f!)_~
DATE_

1

Date Signature

I ~~:~~~~ s;n ~i~~~i~~ucfo~~~?~~~~~~.~ Yes No
~ 2. Haveyou had a change in your medication? Yes No

3. Haveyou had a change Inyour medical condition or had surgery? Yes No
Please note changes in health since last visit. If no changes, please write "None"

HEALTH QUESTIONNAIRE MUST BE CONTINUALLY UPDATEDlDate Signature

-- - ---

Y N X-Rayor CobaltTreatment
Y N RadiationTreatmentof anykind
Y N VenerealDisease(Syphilis,Gonorrhea)
Y N AcquiredImmuneDeficiencySyndrome(AIDS)
Y N TMJ(TemporomandibularJoint)Disorder
Y N Other

No

No
No
No
No
No

No
No
No

CONSENT FOR TREATMENT: I herebygrantauthorityto thedentist(s)inchargeofthecareof thepatientwhosenameappearsonthisHealthHistoryform,
to administersuchanesthetics,analgesics,sedatives,nitrousoxidesedationandintravenoussedation;andto performsuchoperationsasmaybedeemednecessary
or advisablein thediagnosisandtreatmentof this patient.I havebeeninformedof all possiblecomplicationsof the procedures,anestheticsand/ordrugs.

All services are rendered and accepted under the terms and conditions printed on the reverse hereof:
Authorizationmust be signed by the patient, or by the nearest relative in the case of a minor or when the patient is physicallyor mentally incompetent.

Signed: Date:
FORM100-6 / REV 6/05 / @2005 DENRAM GRAPHICS & PRINTING Allrights reserved.
DENRAM / 236 West Maple Avenue. Monrovia. CA 91016-3392 / FAX 626.357.6516 / 'If 626.359.8376 HEALTH HISTORY

Relationship to Patient
No part of this form may be reproduced in any way. 1105

l.; denram@denram.com / www.denram.com
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