
Discovery Bay Dental  
2489 Discovery Bay. #400  Discovery Bay, CA 94505  
 Office: 925-634-6111  

 Fax: 925-679-7110  

 Email: Discoverybaydental@gmail.com   

PATIENT INFORMATION  

 
(Please write Y for YES and leave the column blank for NO. You can also write N for NO)   

 

Patient Name: (Last)  ___________________________________ 

(First)______________________________________(MI)__________ Address: (Street/Apt.) 

__________________________________(City)_____________________(St)_________(Zip)______________ SS#: 

_______________________ Birth Date: _______________Sex: ______ Marital Status: Minor(    ) Single(     ) 

Married(      ) Phone No: (H)________________ (W)____________________ Separated(        ) Divorced(      

) Widowed(     ) Additional Phone/Cell No.: ____________________________________ Student? 

____________ Full-time(      ) Part-time(       ) Spouse/Parents Name: 

___________________________________________ Email: _________________________________________ Are any of 

your family members our patients? (Yes/No):__________ If yes, 

who?________________________________ How did you hear about us? 

________________________________________________________________________________________ Previous 

Dentist Name and Phone No: 

_____________________________________________________________________________ Last Dental Visit: 

_____________________________________________________________________________________________________ 

 Primary Dental Insurance  

Name of insurance Co.: _______________________________________________________ Phone No.: 

_________________________ Subscriber’s Name: _________________________________ Date of Birth: 

_____________ Relation: ________________________ Employer’s Name: 

______________________________________________ SS No./ID No.: ____________________________________ 

Employer’s Address: _________________________________________________________ Group No.: 

__________________________  

Secondary Dental Insurance  

Name of insurance Co.: _______________________________________________________ Phone No.: 

_________________________ Subscriber’s Name: _________________________________ Date of Birth: 

_____________ Relation: ________________________ Employer’s Name: 

______________________________________________ SS No./ID No.: ____________________________________ 



Employer’s Address: _________________________________________________________ Group No.: 

__________________________  

Confidential Health History  

Correct answers to the following questions will allow your dentist to treat you on more individual bases and 

provide the care  appropriate for your particular needs.  

I. CIRCLE APPROPRIATE ANSWER (Please Fill Yes Or No. Leave blank if you 

do not understand the question)  

 
 1. Yes / No Is your general health good?   

If NO, explain: 

_________________________________________________________________________________________________ 

 

2. Yes / No Has there been a change in your health within the last year?   

If YES, explain: 

_________________________________________________________________________________________________  

 

3. Yes / No Have you gone to the hospital or emergency room or had a serious illness in the last 

three years?   

 

If YES, explain: 

_________________________________________________________________________________________________  

4. Yes / No Are you being treated by a physician now?   

If YES, explain: _________________________________________________________________________________________________ 
Date of last medical exam? Reason for exam: 

_______________________________________________________________  

 

5. Yes / No Have you had problems with prior dental treatment?   

 

If YES, 

explain:_________________________________________________________________________________________________ 

Date of last dental exam: Name of last treating dentist:   

 
6. Yes / No Are you in pain now?   
 
If YES, explain: _________________________________________________________________________________________________ 

 II. HAVE YOU EVER EXPERIENCED ANY OF THE FOLLOWING? (Please write Y for YES 

and leave the column blank for NO. You can also write N for NO)   

Chest pain (angina) ________ 

Blood in stools________ 

Frequent vomiting________ 

Fainting spells________ 

Diarrhea or constipation ________ 

Jaundice________ 

Recent significant weight loss________ 



Frequent urination________ 

Dry mouth________ 

Fever________ 

Difficulty urinating________ 

Excessive thirst________ 

Night sweats________ 

Ringing in ears________ 

Difficulty swallowing________ 

Persistent cough________ 

Headaches ________ 

Swollen ankles________ 

Coughing up blood________ 

Dizziness ________ 

Joint pain or stiffness________ 

Bleeding problems________ 

Blurred vision ________ 

Shortness of breath_________ 

Blood in urine _________ 

Bruise easily_________ 

 Sinus problems   _________ 

 Other: _ 

_________________________________________________________________________________________________________________________

___________________________________________ 

III. HAVE YOU EVER HAD OR DO YOU HAVE ANY OF THE FOLLOWING?  

(Please write Y for YES and leave the column blank for NO. You can also write N for NO)   

Heart disease ___________ 

AIDS/HIV ___________ 

Psychiatric care ___________ 

Family history of heart disease___________ 

Surgeries___________ 

Osteoporosis___________ 

Heart attack___________ 

Hospitalization ___________ 

Thyroid disease ___________ 

Artificial joint___________ 

Diabetes ___________ 

Asthma ___________ 



Stomach problems or ulcers___________ 

Family history of diabetes___________ 

Hepatitis  ___________ 

Sexual transmitted disease___________ 

Heart defects___________ 

Tumors or cancer ___________ 

Heart murmurs___________ 

Chemotherapy___________ 

Herpes  ___________ 

Rheumatic fever ___________ 

Radiation ___________ 

Canker or cold sores___________  

Skin disease___________ 

Arthritis, rheumatism___________ 

Anemia ___________ 

Hardening of arteries___________ 

Emphysema or other lung disease___________ 

Liver disease ___________ 

High blood pressure___________ 

Kidney or bladder disease___________ 

Eye disease___________ 

Seizures___________ 

Stroke___________ 

Transplants ___________ 

Cosmetic surgery___________ 

Eating disorders ___________ 

Tuberculosis  Other: 

_______________________________________________________________________________________________________

______________ 



IV. ARE YOU ALLERGIC TO OR HAVE YOU HAD A REACTION TO ANY OF THE FOLLOWING? (Please 

write Y for YES and leave the column blank for NO. You can also write N for NO)   

 

Aspirin ___________ 

Valium or sedatives ___________ 

Codeine or other opioids  ___________ 

Penicillin or other antibiotics ___________ 

Latex___________ 

Food ___________ 

Nitrous oxide ___________ 

Local anesthetic___________  

Metal ___________ 

Other: 

________________________________________________________________________________________________________________

____________ 

 

V. ARE YOU TAKING OR HAVE YOU TAKEN ANY OF THE FOLLOWING IN THE LAST THREE 

MONTHS(Please write Y for YES and leave the column blank for NO. You can also write N for 

NO)   

 

Recreational drugs _______________ 

Tobacco in any form_______________ 

Antibiotics_______________ 

Over-the-counter medicines_______________ 

Alcohol_______________ 

Supplements _______________ 

Weight loss medications_______________ 

Bisphosphonate (Fosamax)_______________ 

Aspirin  _______________ 

Anti-Depressants_______________ 

Herbal supplements  _______________ 

Opioids (e.g., Norco, Vicodin, Percocet, Percodan) If YES, please explain reason: 

__________________________________ __________________________________   

Please list all prescription medications:  
___________________________________________________________________________________________________ 
VI. WOMEN ONLY (Please fill Yes or No for each)   

Yes / No Are you or could you be pregnant? If YES, what month? 

_____________________________________________________________   

Yes / No Are you nursing?   

_____________________________________________________________   

 
Yes / No Are you taking birth control pills?   
_____________________________________________________________   

VII. ALL PATIENTS (Please fill Yes or No for each)   



Yes / No Do you have or have you had any other diseases or medical problems NOT listed on this form?  If 

YES, please explain:  

_________________________________________________________________________________________________________________________   
__________________________________________________________________________________________________________________________ 
 
_____________________________________________________________   Yes / No Have you ever been pre-medicated for 
dental treatment? If YES, why: _____________________________________________________________  Yes / No Have you 
ever taken Fen-Phen? If YES, when: _________________________________________________________________________ Yes / 
No Is there any issue or condition that you would like to discuss with the dentist in private?   

The practice of dentistry involves treating the whole person. If the dentist determines that there may 

be a potentially  medically-compromised situation, medical consultation may be needed prior to 

commencement of dental treatment.   

I authorize the dentist to contact my physician.   
Patient’s Signature: _____________________________________________________________   

Date: ________________________________________________________________________________ 

Physician’s Name: _______________________________________________________________ 

Phone Number: __________________________________________________________________   

 

Who would you like us to contact in case of an emergency?):   

Name: _________________________________ Relationship: _____________________________ 

 Phone Number: ________________________________________________ 

AUTHORIZATION AND RELEASE   

I certify that I have read and understand this form. To the best of my knowledge, I have answered every 
question  completely and accurately. I will inform my dentist of any change in my health and/or medication. 
Further, I will not  hold my dentist, or any other member of his/her staff, responsible for any errors or 
omissions that I may have made  in the completion of this form. I authorize the dentist to release any 
information including the diagnosis and the  records of any treatment or examinations rendered to me or 
my child during the period of such dental care to third  party payers and/or health practitioners. I 
authorize and request my insurance company to pay directly to the dentist  or dental group insurance 
benefits otherwise payable to me. I understand that my insurance carrier may pay less than the actual bill 
of services. I agree to be responsible for payments for all services rendered on my behalf or my  
dependents.  

Signature of Patient (Parent or Guardian)  ________________________________________________ 



Date   _________________  

Signature of Dentist Date   _________________  

  

 

DENTAL OFFICE INFORMED CONSENT  

It is important to us that you, our patient, understand the treatment we are recommending and any invasive 
procedures we  may, with your agreement, perform. We want to involve you in all decisions concerning invasive 
procedures you may need. We  take informed consent very seriously in our office. Therefore, we only want you to 
sign this form when you understand that  there is a risk associated with dental procedures, and all your questions 
have been answered. Dental treatment and  procedures are not to be taken for granted as being routine or without 
risk for complications. As with all medical treatment to  one’s body, including dental treatment, there are no 
guarantees that the results will be as planned and to each individual’s  satisfaction. When dealing with the human 
body there are potentially many variables, some predictable and others are not.  Complication rates in dentistry are 
low but do exist. Even a minor procedure like “filling” can lead to major complications that  cannot be foreseen. For 
example, “Novacaine” injection could lead to allergic reaction, anaphylaxis, facial hemorrhage,  swelling, bruising, 
and even hospitalization or death. Granted these are fairly uncommon occurrences but individuals who are  
contemplating this should be aware of this prior to consenting. Whenever drilling is involved, even a simple cavity 
can lead to  pulpal (nerve) problems, abscess, fractured tooth, and/or post treatment pain to biting and to 
temperature extremes (hot and  cold). These complaints can be transient or may persist requiring further 
treatments. The above examples are only samples of  possible complications with dental treatment and are not 
limited to these. In general, complications include but are not limited  to pain, swelling, bleeding, infection, and 
other nerve problems.   

I have read, understand and consent to dental treatments.  

INITIALS:______________________ 

DATE:________________  

NOTICE OF PRIVACY PRACTICES PATIENT ACKNOWLEDGEMENT  

I have received this practice’s Notice of Privacy Practices written in plain language. The Notice provides in detail 
the uses and disclosures of my protected health information that may be made by this practice, my individual 
rights, how I may exercise  these rights, and the practice’s legal duties with respect to my information. I understand 
that this practice reserves the right to  change the terms of its Notice of Privacy Practices, and to make changes 
regarding all protected health information resident at,  or controlled by, this practice. I understand I can obtain this 
practice’s current Notice of Privacy Practices on request.  

Signature: ______________________________________________________________Date: ______________________  

Relationship to patient (if signed by a personal representative of patient):___________________________________  

FINANCIAL POLICY 



We appreciate your selection of this office to serve your dental needs. Our goal is to provide the best possible care 
for our patients to extend comprehensive care and avoid misunderstandings. We have provided a list of our 
payment options.  

Preventive, Basic and Major Treatment: Payment is due the day of service.  

We offer a Senior Citizen Discount of 10% for patients age 60 and over. We offer an in house savings plan, PDP 
(Premier Dental Plan), that covers 2 dental cleanings per Year, check up x-rays , Exam and includes 10% off dental 
treatment. Ask our front desk for more information.  

Insurance: We will estimate your dental insurance benefits to the best of our knowledge. As a courtesy, we will bill 
your insurance for you. We allow 60 days for your insurance company to pay your claim. If insurance pays less 
than anticipated and does not cover the estimated cost, the balance becomes the patient’s responsibility. When 
you receive treatment in our office you agree to be financially responsible for the entire fee. Patients with no 
insurance:  

Patients with no insurance are expected to pay in cash, check or credit card the day the service is rendered, unless 
specific arrangements are made in advance. 

The above policies apply equally to parents and guardians of minors being treated, and minors cannot be treated 
without a  parent or guardian authorizing treatment and agreeing to financial responsibility. Thank you for reading 
and understanding  our financial policy. If you have any questions or concerns; please feel free to ask them at any 
time. We wish to be of assistance  in any way we can.  

Sincerely, Dr. ______________  

Signature: ______________________________________________________________Date: ______________________  

APPOINTMENT SCHEDULING POLICY 
To accomplish quality treatment and to have fair time share with your fellow patients, we would appreciate your 
understanding of the following: 
 
1. Missed appointments will be subject to a fee of $75 if notice is not received within 48 hours of your scheduled 
appointment.  
 
2. Patients arriving 15 minutes or more past the scheduled appointment time will need to reschedule their 
appointment. 
 
 3. Our office staff will give you two courtesy reminders, 1 week and 1 day, before your appointment. However, we 
strongly recommend that you keep track of your appointments, in case you do not receive the reminder. 3. Our 
office staff will give you two courtesy reminders, 1 week and 1 day, before your appointment. 
 
However, we strongly recommend that you keep track of your appointments, in case you do not receive the 
reminder. 

I HAVE READ AND UNDERSTAND THE ABOVE DENTAL OFFICE INFORMED CONSENT AND FINANCIAL 
POLICIES.  

Signature: ______________________________________________________________ Date: ___________________________  

 

PHOTOGRAPH AND/OR VIDEO CONSENT AND RELEASE 



Dr. Rimple Sandhu and associates to take photographs and/or videos of me, my face, jaw and teeth, before, during 
and after treatment. Such photographs and/or videos, may include me, and my entire face/mouth. I consent to 
allow the photographs and/or videos to be used for the following purposes (check all that apply): 
 
Dental records, dental research, dental education (including without limitation: lectures, seminars, 
demonstrations, professional publications, educational videos, etc). 
 
Social media (including without limitation: Facebook, Instagram, Twitter, TikTok, Google, Yelp, etc), marketing 
material (including without limitation: websites and printed materials, for the purposes of patient education 
and/or promotional marketing, etc). 
 

Signature: ______________________________________________________________ Date: ___________________________  
 
   

I HAVE READ AND UNDERSTAND THE DENTAL OFFICE INFORMED POLICIES. 

 Signature: ______________________________________________________________ Date: ___________________________  

Print your name: ___________________________ 
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