West Hills Dental welcomes you to our practice!

The first visit with us will be a comprehensive exam that involves taking x-rays along with a
thorough check of the health of your teeth and gum tissues. Dr. Stephanie Ness will also discuss
with you any concerns you may have about your oral health and your future treatment needs.
We will then set up the appropriate appointments, including hygiene. If you have been seen
with a different provider, please contact that office to have any current x-rays sent to us
(westhillsdental@srt.com).

Enclosed you will find the new patient packet. We ask that you fill it out and mail, fax, or drop it
off to our office prior to your appointment. It is very import that you fill in all the information
including all social security numbers and insurance information if applicable. With this
information, we are able to verify your dental coverage and charge accordingly the day of
service.

Payment is required at the time of service. We accept cash, check, and
Visa/MasterCard/American Express. Some insurance companies do cover the first visit, so
please make sure to bring your dental insurance card with you.

Kindly give our office a 24-hour cancellation notice if you are unable to keep your appointment.
We may not be able to reschedule your appointment should you fail. Please contact us at
701.837.1050 if you have any questions or concerns.

We look forward to seeing you for your reserved appointment. We have enclosed an
appointment card. Please arrive 15 minutes early so we may ensure we have all of the
appropriate new patient paperwork entered and the hygienist can start with you in a timely
matter.

Sincerely,

Office Coordinators & Dr. Stephanie Ness

*If you find it necessary to bring young children with you to your appointment, please provide
adult supervision for them in the reception area.*



Adult Patient Registration

ID: Chart ID:
First Name: Last Name: Middle Initial:
Patient Is: D Policy Holder Preferred Name:
[ ] Responsible Party

—Responsible Party (if someone other than the patient)

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

@) Responsible Party is also a Policy Holder for Patient

O Primary Insurance Policy Holder O Secondary Insurance Policy Holder

—Patient Information

Address: Address 2:
City: State / Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Sex: () Male () Female Marital Status: () Married () Single (O Divorced () Separated () Widowed
Birth Date: Age: Soc. Sec: Drivers Lic:
E-mail: [ ] 1'would like to receive correspondences via e-mail.
Section 2 Section 3
Employment Status: () Full Time () PartTime () Retired EMERGENCY CONTACT:
EMERGENCY #:
Student Status: () Full Time () Part Time PHYCISIANS NAME:
Medicaid ID: Pref. Dentist: PHYCISIANS #:
MOMS CELL #:
Employer ID: Pref. Pharmacy: DADS CELL #:
Carrier ID: Pref. Hyg.: GUARDIANS NAME:
—Primary Insurance Information
Name of Insured: Relationship to Insured:() self () Spouse () Child () Other
Insured Soc. Sec: Insured Birth Date:
Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State,Zip: City,State,Zip:
Rem. Benefits: Rem. Deduct:

—Secondary Insurance Information

Name of Insured:

Relationship to Insured{_) Self () Spouse () Child () Other

Insured Soc. Sec:

Insured Birth Date:

Employer: Ins. Company:
Address: Address:
Address 2: Address 2:
City,State,Zip: City,State,Zip:

Rem. Benefits: Rem. Deduct:




West Hills Dental

Patient Mame: Birth Date: Date Created:

Although dental personnel prirmarily treat the area in and around your mouth, your mouth is a part of your entire body. Heatth problems that you may have, or medication

Are you under a physician's care now? QO Yes O No If yes | |
Have you ever been hospitalized or had a major Q Yes QO No If ves | |
operation?

Have you ever had a serious head or neck injury? Q Yes Q No If ves | |
Are you taking any medications, pills, or drugs? O Yes QMo If yes | |
Do you take, or have you taken, Phen-Fen or Redux? O Yes O No If yes | |
Have you ever taken Fosamax, Boniva, Actonel or O Yes Q No If ves | |
any other medications containing bisphosphonates?

Are you on a special diet? O Yes Q Nao

Do you use tobacco? O Yes O No

Women: Are you...
DPregnant,-’Trying to get pregnant? [CInursing? DTaking oral contraceptives?

are you allergic to any of the following?

Dﬂspirin DPeniciIIin Ocodeine DAcryIic

Ometal [Ciatex [suifa Drugs DanaI Anesthetics

Other? O If ves | |
Do you use controlled substances? O Yes O No If yes | |

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

AIDS/HIV Positive O Yes QO No | Cortisone Medicine © Yes O No | Hemophilia O Yes O No | Radiation Treatments © Yes © No
Alzheimer's Disease O Yes O No | Diabetes O Yes O Mo | Hepatitis A O Yes O Mo |Recent Weight Loss O Yes O Mo
Anaphylaxis O Yes Q No | Drug Addiction ©© Yes O No | Hepatitis B or C ©© Yes O No | Renal Dialysis O Yes O No
Anemia O ¥es Q' No | Easily Winded © ¥es O Mo | Herpes © Yes O Mo | Rheumatic Fever O Yes O No
Angina O Yes Q' No | Emphysema © Yes O Mo |High Blood Pressure  © Yes O Mo [ Rheumatism O Yes O Mo
Arthritis/Gout O Yes Q' No | Epilepsy or Seizures  © Yes O No | High Cholesteral © Yes O No | Scarlet Fever O Yes O No
Artificial Heart Valve ~ O Yes O N0 | Excessive Bleeding O Yes O Mo | Hives or Rash © Yes O No | Shingles 0 Yes O No
Artificial Joint O Yes Q No | Excessive Thirst 0 Yes O No | Hypoglycemia © Yes O No | Sickle Cell Disease 0 Yes O No
Asthma O Yes O No Fainting Spells/Dirziness © Yes O Mo Irregular Heartbeat © Yes O Mo Sinus Trouble 0 Yes O Mo
Blood Disease O Yes O No | Frequent Cough © Yes O No | Kidney Problems © Yes O No | Spina Bifida © Yes O Mo
Blood Transfusion O Yes O'No | Frequent Diarrhea 0 Yes O No | Leukemia © Yes O No | Stomach/Intestinal Disease  © Yes O No
Breathing Problems O Yes O'No | Frequent Headaches © Yes O/ Mo | Liver Disease © Yes O No | stroke 0 Yes O No
Bruise Easily O Yes Q' No | Genital Herpes © Yes O Mo | Low Blood Pressure © Yes O No | Swelling of Limbs O Yes O No
Cancer O Yes O'No  |Glaucoma © Yes O Mo |Lung Disease © Yes O No | Thyroid Disease 0 Yes O Mo
Chemotherapy O Yes Q' No | Hay Fever O Yes O No | Mitral Valve Prolapse © Yes O No | Tonsillitis © Yes O No
Chest Pains O Yes O No | Heart Attack/Failure O Yes O No | Osteoporosis © Yes O No | Tuberculosis O Yes O No
Cold Sores/Fever Blisters O Yes O No | Heart Murmur © Yes O Mo | pain in Jaw Joints © Yes O No | Tumors or Growths 0 Yes O Mo
Congenital Heart Disorder O Yes O' N0 | Heart Pacemaker 0 Yes O No | Parathyroid Disease ~ © Yes O No [ Ulcers 0 Yes O No
Convulsions O Yes O No | Heart Trouble/Disease © Yes O No | Psychiatric Care © Yes O No | venereal Disease 0 Yes © No

Yellow Jaundice 0 Yes O No
Have you ever had any serious illness not listed O Yes O No If ves | |

Comments:

To the best of my knowledge, the guestions 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:

X Date:




Patients Name: Date:

To help us understand you dental needs better, we would like you to complete the following questions to
the best of your knowledge.

What do you expect from your visit with us today?

What is most important to you about your dental health?

On a scale of 1-10 (10=highest), how do you rate your dental health and why?

Have your wisdom teeth been removed? No O Yes O . If yes, when and by whom:

Have you ever had braces? No O Yes O . If yes, when and by whom:

What do you know about periodontal disease?

If you could change anything about your smile, what would that be?

Are there foods you enjoy but cannot eat due to discomfort with your teeth?

Is there anything more you would like us to know about you?

How did you hear about our office?

Thank you for taking time to fill out this form.
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