PATIENT INFORMATION
Welcome to Mobile Dentistry of California! To assist us in serving you, please complete the following
confidential form. The information provided is important to your dental health.
Patient's name ____________________________________________ Preferred name __________________ Birth date___________
Home phone ______________ Work phone ______________
Mailing address _________________________________________ City ____________________State ________ Zip ___________
Employer ____________________________________ Occupation ___________________________________________________
POA’s name and relationship ________________________________ POA’s Number and email _____________________________
Whom may we thank for referring you to our office? ____________________________________________________

BILLING, CREDIT, AND INSURANCE INFORMATION:

Internet

Not covered by dental insurance

Your Social Security number: _____________________ Dental Insurance Co._________________ Group number____________
Covered by spouse’s insurance?

yes

no

Spouse's dental insurance company _______________________ Group number __________________
Spouse's birthday ______________________ Social Security number ___________________________

MEDICAL HEALTH HISTORY
Do you have or have you had any of the following?
Are you allergic to, or have you reacted adversely to any of the
following?
(Please check any that apply)
Cancer or tumor
Latex materials
Heart ailment or angina
Penicillin or other antibiotics
Heart murmur, mitral valve prolapse, heart defect
Local anesthetics ("Novocain")
Rheumatic fever or rheumatic heart disease
Codeine or other narcotics
Artificial joint or valve
Sulfa drugs
High or low blood pressure
Barbiturates, sedatives, or sleeping pills
Pacemaker
Aspirin
Tuberculosis or other lung problems
Other:______________________________________
Kidney disease
Hepatitis or other liver disease
Are you taking any of the following?
Alcoholism
Aspirin
Blood transfusion
Anticoagulants (blood thinners)
Diabetes
Antibiotics or sulfa drugs
Neurologic condition
High blood pressure medicine
Epilepsy, seizures, or fainting spells
Antidepressants or tranquilizers
Emotional condition
Insulin, Orinase, or other diabetes drug
Arthritis
Nitroglycerin
Herpes or cold sores
Cortisone or other steroids
AIDS or HIV positive
Osteoporosis (bone density) medicine
Migraine headaches or frequent headaches
LIST ALL
Anemia or blood disorders
MEDICATIONS:____________________________
Abnormal bleeding after extractions, surgery, or trauma
______________________________________
Hayfever or sinus trouble
Women:
Allergies or hives
May be pregnant
Asthma
Taking hormones or contraceptives
Do you smoke or use chewing tobacco?
yes
no
Name of your physician and phone number: ______________________________________________________________________
Do you have any disease, condition, or problem not listed above?_______________________________________________________
____________________________________________________________________________________________________
Please add anything else you would like us to know about:____________________________________________________________

Signature of patient (or POA) _______________________________________

Date ________________

Dental History
Mobile Dentistry of California
Patients Name: _________________________________________________________

What is the reason for your visit today?______________________________________

Name of previous Dentist:_________________________ Phone #:________________

Date of your last visit?_______________________ Last x-rays?________________
How often do you brush?______________ Floss?______________
Do you have any dental problems now?________ If yes, please describe:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
_______________________________________________________________
Do you wear Dentures? If so how old are they and are you having any problems with
them?
________________________________________________________________________
________________________________________________________________________
_______________________
Are your teeth sensitive to: Hot or Cold?_____ Sweets?_____ Biting/Chewing? _____

Do your gums hurt or bleed? _______________________________________________

MOBILE DENTISTRY OF CALIFORNIA
(949) 529-1095

I, _________________________, consent to be a patient at the above named office and
agree to a radiographic and clinical examination. I also understand and consent to the
following:
1. During the course of treatment, I may undergo procedures in all phases of
dentistry including periodontics (gum treatment and surgery), oral surgery,
endodontics (root canals), fixed and removable prosthodontics (crowns, bridges,
and dentures), implant dentistry, restorative dentistry, temporomandibular
disorder treatment, sleep apnea treatment, oral pathology, pediatric dentistry, and
radiography.
2. I will provide a thorough and complete medical history, supply a full list of my
medications with dosages, and consent to my dentist communicating with my
other medical practitioners to inquire about any aspect of my health history.
3. No guarantees can be made about treatment outcomes, restoration longevity, or
prognoses. I understand that any branch of medicine, including dentistry, can
involve unanticipated results.
4. I will pay in full any cost of treatment or insurance copayments according to the
office’s financial policy. I understand that even if an insurance preestimate is
given or a procedure has been preapproved, I am responsible for any costs that my
insurance does not cover.
5. My treatment plan may change at any time and I will do my best to approach my
dental care with optimism and open communication with my dentist, hygienist,
and dental office staff.
6. I am welcome to ask questions about any aspects of my dental care and will
request information if I am confused or need more information. I am responsible
for clarifying any aspects of my treatment that I am unsure about.

__________________________________
Patient or POA Name

__________________________________
Witness

____________
Date

____________
Date

Notice of Privacy Practices
This notice describes how health information about you may be used and
disclosed, and how you can get access to this information.
Please review it carefully.
The privacy of your health information is important to us.
OUR LEGAL DUTY
We are required by applicable federal and state law to maintain the privacy of your health
information. We are also required to give you this Notice about our privacy practices, our legal
duties, and your rights concerning your health information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice takes effect 1/1/03,
and will remain in effect until we replace it.
We reserve the right to change our privacy practices and the terms of this Notice at any time,
provided such changes are permitted by applicable law. We reserve the right to make the
changes in our privacy practices and the new terms of our Notice effective for all health
information that we maintain, including health information we created or received before we
made the changes. Before we make a significant change in our privacy practices, we will change
this Notice and make the new Notice available upon request.
You may request a copy of our Notice at any time. For more information about our privacy
practices, or for additional copies of this Notice, please contact us using the information listed at
the end of this notice.
USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare
operations. For example:
Treatment: We may use or disclose your health information to a dentist, physician, or other
healthcare provider providing treatment to you.
Payment: We may use and disclose your health information to obtain payment for services we
provide to you.
Healthcare Operations: We may use and disclose your health information in connection with
our healthcare operations. Healthcare operations include quality assessment and improvement
activities, reviewing the competence or qualifications of healthcare professionals, evaluating
practitioner and provider performance, conducting training programs, accreditation, certification,
licensing, or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment,
or healthcare operations, you may give us written authorization to use your health information or
to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in
writing at any time. Your revocation will not affect any use or disclosures permitted by your
authorization while it was in effect. Unless you give us a written authorization, we cannot use or
disclose your health information for any reason except those described in this Notice. By state
law, your authorization is valid for 90 days.
To Your Family and Friends: We must disclose your health information to you, as described
in the Patient Rights section of this Notice. We may disclose your health information to a family
member, friend, or other person to the extent necessary to help you with your healthcare or with
payment for your healthcare, but only if you agree that we may do so.
Persons Involved In Care: We may use or disclose health information to notify, or assist in the
notification of (including identifying or locating) a family member, your personal representative
or another person responsible for your care, of your location, your general condition, or death. If
you are present, then prior to use or disclosure of your health information, we will provide you
with an opportunity to object to such uses or disclosures. In the event of your incapacity or
emergency circumstances, we will disclose health information based on a determination using
our professional judgment, disclosing only health information that is directly relevant to the
person’s involvement in your healthcare. We will also use our professional judgment and our
experience with common practice to make reasonable inferences of your best interest in allowing
a person to pick up filled prescriptions, medical supplies, x-rays, or other similar forms of health
information.
Marketing Health-Related Services: We will not use your health information for marketing
communications without your written authorization.
Required By Law: We may disclose your health information when we are required to do so by
law.
Abuse or Neglect: We may disclose your health information to appropriate authorities if we
reasonably believe that you are a possible victim of abuse, neglect, or domestic violence or the
possible victim of other crimes. We may disclose your health information to the extent
necessary to avert a serious threat to your health or safety or the health or safety of others.
National Security: We may disclose to military authorities the health information of Armed
Forces personnel under certain circumstances. We may disclose to authorized federal officials
health information required for lawful intelligence, counterintelligence, and other national
security activities. We may disclose to correctional institution or law enforcement official
having lawful custody of protected health information of inmate or patient under certain
circumstances.
Appointment Reminders: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS
Access: You have the right to look at or get copies of your health information, with limited
exceptions. You may request that we provide copies in a format other than photocopies. We
will use the format you request unless we cannot practicably do so. You must make a request in
writing to obtain access to your health information. You may obtain a form to request access by
using the contact information listed at the end of this Notice. We will charge you a reasonable
cost-based fee for expenses such as copies and staff time. You may also request access by
sending us a letter to the address at the end of this Notice. If you request copies, we may charge
you $0.83 for each page up to thirty (30) and $0.63 for each page after thirty, a $19
administrative fee to locate and copy your health information, and postage if you want the copies
mailed to you. Radiographs (x-rays) will be duplicated at a reasonable fee. If you request an
alternative format, we will charge a cost-based fee for providing your health information in that
format. If you prefer, we will prepare a summary or an explanation of your health information
for a fee. Contact us using the information listed at the end of this Notice for a full explanation
of our fee structure.
Disclosure Accounting: You have the right to receive a list of instances in which we or our
business associates disclosed your health information for purposes, other than treatment,
payment, healthcare operations, and certain other activities, for the last 6 years, but not before
April 14, 2003. If you request this accounting more than once in a 12-month period, we may
charge you a reasonable cost-based fee for responding to these additional requests.
Restriction: You have the right to request that we place additional restrictions on our use or
disclosure of your health information. We are not required to agree to these additional
restrictions, but if we do, we will abide by our agreement (except in an emergency).
Alternative Communication: You have the right to request that we communicate with you
about your health information by alternative means or to alternative locations. You must make
your request in writing. Your request must specify the alternative means or location, and provide
satisfactory explanation how payments will be handled under the alternative means or location
you request.
Amendment: You have the right to request that we amend your health information. Your
request must be in writing, and it must explain why the information should be amended. We
may deny your request under certain circumstances.
Electronic Notice: If you receive this Notice on a Web site or by electronic mail (e-mail), you
are entitled to receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please
contact us.
If you are concerned that we may have violated your privacy rights, or you disagree with a
decision we made about access to your health information or in response to a request you made
to amend or restrict the use or disclosure of your health information or to have us communicate
with you by alternative means or at alternative locations, you may complain to us using the
contact information listed at the end of this Notice. You also may submit a written complaint to
the U.S. Department of Health and Human Services. We will provide you with the address to
file your complaint with the U.S. Department of Health and Human Services upon request.
We support your right to the privacy of your health information. We will not retaliate in any
way if you choose to file a complaint with us or with the U.S. Department of Health and Human
Services.
Privacy Officer:

Dr. Vijay Jain

Telephone:
Fax:

(949) 529-1095
(949) 417-0292

Address:

30021 Tomas, Suite 260
Rancho Santa Margarita, CA 92688

Dr. Vijay Jain DMD
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
You may Refuse to Sign This Acknowledgement

I, ___________________________________________, have received a copy of this office’s
Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
as required by law, 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:

