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PERSONAL INFORMATION Date: ___________________

Name: ___________________________________________ Gender  ! M  ! F    Age:______ DOB: _______________

Address: ____________________________________ City: _________________________ State: _____ Zip: _________

Home Phone: ____________________  Cell Phone: _____________________ Email: ____________________________

Drivers Lic. #: __________________  SS#: ____________________ Status: ! Single  ! Married  ! Divorced  ! Widowed

Patient Employer/School: ______________________________________  Occupation: ___________________________

Address: ____________________________________ City: _________________________ State: _____ Zip: _________

Employer/School Phone: ________________________________

Name of Spouse: _______________________________  SS#: _________________  Cell Phone: ___________________
(responsible party if minor)

Spouse Employer: ___________________________________________ Work Phone: ____________________________

Address: ____________________________________ City: _________________________ State: _____ Zip: _________

EMERGENCY CONTACT INFORMATION 

Name: ________________________________ Relationship: _____________________  Phone: ___________________

Name: ________________________________ Relationship: _____________________  Phone: ___________________

Who is your PHYSICIAN? ________________________________________ Phone #: __________________________

DENTAL INSURANCE AND FINANCIAL INFORMATION 

Responsible Party: ____________________________________________________________  DOB: _______________

Relationship to Patient: __________________ Phone Number: __________________ SS#: ______________________

Insurance Carrier: ___________________________________  Group #: _________________  ID#: ________________
SECONDARY INSURANCE INFORMATION 

Is patient covered by additional insurance?  ! Yes  ! No

Responsible Party: ____________________________________________________________  DOB: _______________

Relationship to Patient: __________________ Phone Number: __________________ SS#: ______________________

Insurance Carrier: ___________________________________  Group #: _________________  ID#: ________________

ASSIGNMENT AND RELEASE OF BENEFITS
We invite you to discuss with us any questions regarding our services.  The best dental health services are based on friendly, mutual 
understanding between provider and patient.  I authorize the staff to perform any necessary services needed during diagnosis and 
treatment.  I certify that I, and/or my dependent(s), have insurance coverage and assign directly to Patrick T. Yoshikane, DDS, all 
insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges 
whether or not paid by insurance.  I authorize the use of my signature on all insurance submissions.  The above-named dentist may 
use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for 
the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.

Signature:________________________________ ! Adult Patient   ! Parent or Guardian   ! Spouse          Date: _____________

Reason for today’s visit:___________________________ Previous dentist:___________________ Last dental visit: ___________
Check any of the following which you have had or have at present:

DENTAL HEALTH HISTORY

See other side>>>>>
How often do you brush your teeth?___________________________ How often do you floss? ______________________________

Patrick T. Yoshikane, DDS
Welcome to Our Office



MEDICAL HEALTH HISTORY

MEDICAL UPDATES

1) Have you been under the care of a medical doctor during the past two years?  ! No  ! Yes, explain:__________________________

2) Have you been a patient in the hospital during the past two years?  ! No  ! Yes, explain: __________________________________

3) Please rate your general health from 1 to 10 (with 10 being the healthiest)_____  WOMEN: Are you pregnant?  ! No  ! Yes

4) Are you allergic (i.e., itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, aspirin, codeine, latex or any drugs or 

medications?  ! No  ! Yes ____________________________________________________________________________________

5) Have you ever taken Phen-fen or Redux?  ! No  ! Yes       Are you currently taking Bisphosphonate/Fosamax?  ! No  ! Yes

6) Please list any medications you are currently taking (including herbal supplements) ______________________________________

_________________________________________________________________________________________________________

7) Check any of the following which you have had or have at present:

8) Do you have any disease or condition not listed?  ! No  ! Yes, explain: _______________________________________________

9) Do you use tobacco?  ! Yes  ! No   How much?______ Are you using recreational drugs?  ! No  ! Yes, explain: _______________

To the best of my knowledge, all the preceding answers are true and correct.  If I ever have any change in my health, or if my  

medicines change, I will inform the doctor, or his staff, at the next appointment without fail.

Signature:_______________________________ Date:_______________ Dentist/Hygienist Signature: _______________________

I have reviewed my Medical Health History and confirm that it accurately states past and present conditions.

Date Patient Signature Changes to Health History Dentist Initials

___________ _______________________ ____________________________________________________ __________

___________ _______________________ ____________________________________________________ __________
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