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PERIODONTAL EVALUATION
Form #0350

Size:	 8 1/2” x 11”, single-sided

Ply:	 1

Sheets/Pkg:	250

Space to record clinical indicators, complete instructions.

Periodontal Evaluation (per lot)	500	 1000	 2000

0350	 Periodontal Evaluation	 55.00	 95.00	 139.00

Patient Consent
Form #039A (English)
Form #039B (Spanish)

Size:	 8 1/2” x 14”, double-sided

Ply:	 1

Sheets/Pad:	100

Documents patient’s knowledge of dental diagnoses, prognosis and 

available alternative treatments.

Records patient’s acceptance or rejection of planned treatment.

Available in English and Spanish.

Patient Consent (per lot)	 500	 1000	 2000

	 039A	 English	 55.00	 95.00	 139.00

	 039B	 Spanish	 55.00	 95.00	 139.00

Patient Chart
Form #045A 
Form #045G

Size:	 11” x 11”, double-sided

Ply:	 1

Sheets/Pkg:	250

Documents patient’s personal information, medical and dental history, 

and treatment plans and progress.

Patient Chart (per lot)	 500	 1000	 2000

045A	 Patient Chart	 55.00	 95.00	 159.00

045G	 Patient Chart Contd.	 55.00	 95.00	 159.00

Form 045A (01/06)                                                                                 www.cdsop.comCDS OFFICE PRODUCTS, INC.  • (714) 556-5111

Spanish Messages �   Advertising Code _____________

CREDIT � INS./CREDIT � DENTI-CAL � CASH � PREPAID/CAPITION �

ALSO CHECK (IF APPL.): DELTA � PPO �         _____________ PLAN �    

SEX (SEXO)
OFFICE CHART # OLD CHART # M  �

F   �

PATIENT CHART

OFFICE ____________________  CHART # ____________

NAME ___________________________________________

ADDRESS _____________________________  APT _____

CITY ____________________  STATE _____  ZIP _______

SOCIAL SECURITY # ______________________________

WORK # ________________________    EXT ___________

HOME # ___________________  BIRTH DATE __________

SOCIAL SEC # _________________________   AGE _____

DRIVER’S LIC # _____________________________  SEX ______

PLAN NAME _________________________  PLAN # __________

EXISTING RESTORATIONS  (Black)

T R E A T M E N T  P L A N

PATHOLOGY / DIAGNOSIS (Red)

PATIENT’S CHIEF COMPLAINT   

___________________________________________________   

___________________________________________________

EMERGENCY ONLY  �  ______________________________   

___________________________    B.P. __________________
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To include DATE Of Prior Placement and REASON for Replacement
Dentures / Partials

Date      Reason Date      Reason
MAX:       /      /        ___________________    MAND:       /      /        ___________________

Crowns / Bridges
Tooth # (s) Date      Reason Tooth # (s) Date      Reason
_______      /       /      __________________ _______      /       /      ___________________
_______      /       /      __________________ _______      /       /      ___________________
_______      /       /      __________________ _______      /       /      ___________________

Date of Referral

� Ortho         /        /

� Perio          /       /

� Endo          /       /

� Oral 
Surgery      /       / 

� Pedo          /       /

Specialist’s Name 

______________________

______________________

______________________

______________________

______________________

Phase I: (To include chief complaint)

Phase II:

Phase III:

Phase IV: (Recall)

Include additional Phases if necessary.
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Baseline

PERIODONTAL EVALUATION
CHART # _____________ PATIENT 

NAME ___________________________

CASE TYPE I
GINGIVITIS

Inflammation of the gingiva, charecterized
clinically by gingival hyperplasia, edema,
retractablility, gingival pocket formation,
pocket depth less than 4 mm and no bone
loss.

CASE TYPE II
EARLY PERIODONTITIS

Progression of gingival inflammation into the
alveolar bone crest. Early bone loss with
moderate pocket formation (4 to 5 mm).

CASE TYPE III
MODERATE PERIODONTITIS

A more advanced state of the previous
condition, with increased destruction of
periodontal structure associated with
moderate-to-deep pockets (5 to 8 mm),
moderate-to-severe bone loss and tooth
mobility.

CASE TYPE IV
ADVANCED PERIODONTITIS

Further progression of periodontitis with
severe destruction of the periodontal struc-
tures, with increased pocket depth, usually
greater than 7 to 8 mm with increased tooth
mobility.

Treatment Plan
(Check appropriate quadrants)

Subgingival Curettage

Gingivectomy

Osseous Mucogingival

UR UL LR LL

�� PERIODONTAL REFERRAL
TO ______________________________

�� PATIENT REFUSED TO HAVE ADDITIONAL PERIODONTAL
TREATMENT PERFORMED OR GO TO A SPECIALIST

(INT.) __________

MOBILITY        SLIGHT=I    MODERATE=II   SEVERE=III

Date

Baseline

Date

MOBILITY

Baseline

Date

Baseline

Date

MOBILITY

II = open or improper contact

= Class I furcation,    � = Class II furcation,      � = Class III furcation

Form 350 (Rev. 6/96)
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PATIENT CONSENT TO TREATMENT
(affix patient label here)

In reading and signing this form it is understood that ENGLISH is the language that I
understand and use to communicate. (Initials)________

[ X ] 1. DRUGS, MEDICATIONS, AND ANESTHESIA:
I understand that antibiotics, analgesics, and other medications may cause adverse reactions, some of which are, but are not

limited to, redness and swelling of tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac arrest.
I understand that medications, drugs, and anesthetics may cause drowsiness and lack of coordination, which can be increased

by the use of alcohol or other drugs. I have been advised not to consume alcohol, nor operate any vehicle or hazardous device while
taking medications and/or drugs, or until fully recovered from their effects (this includes a period of at least twenty-four [24] hours
after my release from surgery).

I understand that occasionally, upon injection of a local anesthetic, I may have prolonged, persistent anesthesia, numbness,
and/or irritation to the area of injection.

I understand that if I select to utilize Nitrous Oxide, "Atarax", Chloryl hydrate, "Zanax", or any other sedative, possible
risks include, but are not limited to, loss of consciousness, obstruction of airway, anaphylactic shock, cardiac arrest. I understand that
someone needs to drive me home from the dental office after I have received sedation. I also understand that someone needs to watch
me closely for a period of 8 to 10 hours, following my dental appointment, to observe for possible deleterious side effects, such as
obstruction of airway. (Initials)________

[ ] 2. HYGIENE AND PERIODONTICS (TISSUE AND BONE LOSS):
I understand that the long term success of treatment and status of my oral condition depends on my efforts at proper oral hygiene

(i.e. brushing and flossing) and maintaining regular recall visits. (Initials)________
PERIODONTICS- I understand that I have a serious condition, causing gum and bone inflammation and/or loss, and that it

can lead to loss of my teeth and other complications. The various treatment plans have been explained to me, including gum
surgery, replacements and/or extractions. I also understand that although these treatments have a high degree of success, they
cannot be guaranteed. Occasionally, treated teeth may require extraction. (Initials)________

[ ] 3. REMOVAL OF TEETH:
I understand that the purpose of the procedure/surgery is to treat and possibly correct my diseased oral tissues. The doctor

has advised me that if this condition persists without treatment or surgery, my present oral condition will probably worsen in time.
Potential risks include, but are not limited to, the following:
A. Post-operative discomfort; swelling; prolonged bleeding; tooth sensitivity to hot or cold; gum shrinkage (possibly

exposing crown margins); tooth looseness; delayed healing (dry-socket) and/or infection (requiring prescriptions or
additional treatment, i.e. surgery).

B. Injury to adjacent teeth, caps, or fillings (requiring the recementation of crowns, replacement of fillings, fabrication of
crowns, or extraction), or injury to other tissues not within the described surgical area.

C. Limitation of opening; stiffness of facial and/or neck muscles; change in bite; or temporomandibular joint (jaw joint)
difficulty (possibly requiring physical therapy or surgery).

D. Residual root fragments or bone spicules left when complete removal would require extensive surgery or needless
surgical complications.

E. Possible bone fracture which may require wiring or surgical treatment.
F. Opening of the sinus (a normal cavity situated above the upper teeth) requiring additional surgery.
G. Injury to the nerve underlying the teeth resulting in itching, numbness, or burning of the lip, chin, gums, cheek, teeth,

and/or tongue on the operated side; this may persist for several weeks, months, or, in remote instances, permanently.
(Initials)________

I give my consent for the doctor to perform the treatment/procedure/surgery previously explained to me, or other procedures
deemed necessary or advisable as necessary to complete the planned operation.

If any unforeseen condition should arise in the course of the operation, calling for the doctor's judgment or for procedures in
addition to or different from those now contemplated, I request and authorize the doctor to do whatever (s)he may deem advisable, includ-
ing referral to another dentist or specialist. I also understand that the cost of this referral would be my responsibility.

(Initials)________
[ ] 4. FILLINGS:

I have been advised of the need for fillings, either silver or composite (plastic), to replace tooth structure lost to decay. I under-
stand that with time fillings will need to be replaced due to wearing of material. In cases where very little tooth structure remains, or
existing tooth structure fractures off, I may need to receive more extensive treatment (such as root canal therapy, post and build-up, and
crowns), which would necessitate a separate charge.

I understand that the silver amalgam restoration is an acceptable procedure according to the American Dental Association
guidelines and, as such, is a treatment used by your dentist. The advantages and disadvantages of alternate materials have been explained
to me.

(Initials)________
[ ] 5. ENDODONTIC TREATMENT (ROOT CANAL THERAPY):

The purpose and method of root canal therapy have been explained to me, as well as reasonable alternative treatments, and the
consequences of non-treatment. I understand that following root canal therapy my tooth will be brittle and must be protected against
fracture by placement of a crown (cap) over the tooth.

I understand that treatment risks can include, but are not limited to the following:
A. Post treatment discomfort lasting a few hours to several days for which medication will be prescribed if deemed

necessary by the doctor.
B. Post treatment swelling of the gum area in the vicinity of the treated tooth or facial swelling, either of which may persist

for several days or longer.
C. Infection.
D. Restricted jaw opening.
E. Breakage of root canal instruments during treatment, which may in the judgment of the doctor be left in the treated root

canal or bone as part of the filling material, or it may require surgery for removal.

PATIENT CONSENT TO TREATMENT
(affix patient label here)

In reading and signing this form it is understood that ENGLISH is the language that I
understand and use to communicate. (Initials)________

[ X ] 1. DRUGS, MEDICATIONS, AND ANESTHESIA:
I understand that antibiotics, analgesics, and other medications may cause adverse reactions, some of which are, but are not

limited to, redness and swelling of tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac arrest.
I understand that medications, drugs, and anesthetics may cause drowsiness and lack of coordination, which can be increased

by the use of alcohol or other drugs. I have been advised not to consume alcohol, nor operate any vehicle or hazardous device while
taking medications and/or drugs, or until fully recovered from their effects (this includes a period of at least twenty-four [24] hours
after my release from surgery).

I understand that occasionally, upon injection of a local anesthetic, I may have prolonged, persistent anesthesia, numbness,
and/or irritation to the area of injection.

I understand that if I select to utilize Nitrous Oxide, "Atarax", Chloryl hydrate, "Zanax", or any other sedative, possible
risks include, but are not limited to, loss of consciousness, obstruction of airway, anaphylactic shock, cardiac arrest. I understand that
someone needs to drive me home from the dental office after I have received sedation. I also understand that someone needs to watch
me closely for a period of 8 to 10 hours, following my dental appointment, to observe for possible deleterious side effects, such as
obstruction of airway. (Initials)________

[ ] 2. HYGIENE AND PERIODONTICS (TISSUE AND BONE LOSS):
I understand that the long term success of treatment and status of my oral condition depends on my efforts at proper oral hygiene

(i.e. brushing and flossing) and maintaining regular recall visits. (Initials)________
PERIODONTICS- I understand that I have a serious condition, causing gum and bone inflammation and/or loss, and that it

can lead to loss of my teeth and other complications. The various treatment plans have been explained to me, including gum
surgery, replacements and/or extractions. I also understand that although these treatments have a high degree of success, they
cannot be guaranteed. Occasionally, treated teeth may require extraction. (Initials)________

[ ] 3. REMOVAL OF TEETH:
I understand that the purpose of the procedure/surgery is to treat and possibly correct my diseased oral tissues. The doctor

has advised me that if this condition persists without treatment or surgery, my present oral condition will probably worsen in time.
Potential risks include, but are not limited to, the following:
A. Post-operative discomfort; swelling; prolonged bleeding; tooth sensitivity to hot or cold; gum shrinkage (possibly

exposing crown margins); tooth looseness; delayed healing (dry-socket) and/or infection (requiring prescriptions or
additional treatment, i.e. surgery).

B. Injury to adjacent teeth, caps, or fillings (requiring the recementation of crowns, replacement of fillings, fabrication of
crowns, or extraction), or injury to other tissues not within the described surgical area.

C. Limitation of opening; stiffness of facial and/or neck muscles; change in bite; or temporomandibular joint (jaw joint)
difficulty (possibly requiring physical therapy or surgery).

D. Residual root fragments or bone spicules left when complete removal would require extensive surgery or needless
surgical complications.

E. Possible bone fracture which may require wiring or surgical treatment.
F. Opening of the sinus (a normal cavity situated above the upper teeth) requiring additional surgery.
G. Injury to the nerve underlying the teeth resulting in itching, numbness, or burning of the lip, chin, gums, cheek, teeth,

and/or tongue on the operated side; this may persist for several weeks, months, or, in remote instances, permanently.
(Initials)________

I give my consent for the doctor to perform the treatment/procedure/surgery previously explained to me, or other procedures
deemed necessary or advisable as necessary to complete the planned operation.

If any unforeseen condition should arise in the course of the operation, calling for the doctor's judgment or for procedures in
addition to or different from those now contemplated, I request and authorize the doctor to do whatever (s)he may deem advisable, includ-
ing referral to another dentist or specialist. I also understand that the cost of this referral would be my responsibility.

(Initials)________
[ ] 4. FILLINGS:

I have been advised of the need for fillings, either silver or composite (plastic), to replace tooth structure lost to decay. I under-
stand that with time fillings will need to be replaced due to wearing of material. In cases where very little tooth structure remains, or
existing tooth structure fractures off, I may need to receive more extensive treatment (such as root canal therapy, post and build-up, and
crowns), which would necessitate a separate charge.

I understand that the silver amalgam restoration is an acceptable procedure according to the American Dental Association
guidelines and, as such, is a treatment used by your dentist. The advantages and disadvantages of alternate materials have been explained
to me.

(Initials)________
[ ] 5. ENDODONTIC TREATMENT (ROOT CANAL THERAPY):

The purpose and method of root canal therapy have been explained to me, as well as reasonable alternative treatments, and the
consequences of non-treatment. I understand that following root canal therapy my tooth will be brittle and must be protected against
fracture by placement of a crown (cap) over the tooth.

I understand that treatment risks can include, but are not limited to the following:
A. Post treatment discomfort lasting a few hours to several days for which medication will be prescribed if deemed

necessary by the doctor.
B. Post treatment swelling of the gum area in the vicinity of the treated tooth or facial swelling, either of which may persist

for several days or longer.
C. Infection.
D. Restricted jaw opening.
E. Breakage of root canal instruments during treatment, which may in the judgment of the doctor be left in the treated root

canal or bone as part of the filling material, or it may require surgery for removal.

Baseline

PERIODONTAL EVALUATION
CHART # _____________ PATIENT 

NAME ___________________________

CASE TYPE I
GINGIVITIS

Inflammation of the gingiva, charecterized
clinically by gingival hyperplasia, edema,
retractablility, gingival pocket formation,
pocket depth less than 4 mm and no bone
loss.

CASE TYPE II
EARLY PERIODONTITIS

Progression of gingival inflammation into the
alveolar bone crest. Early bone loss with
moderate pocket formation (4 to 5 mm).

CASE TYPE III
MODERATE PERIODONTITIS

A more advanced state of the previous
condition, with increased destruction of
periodontal structure associated with
moderate-to-deep pockets (5 to 8 mm),
moderate-to-severe bone loss and tooth
mobility.

CASE TYPE IV
ADVANCED PERIODONTITIS

Further progression of periodontitis with
severe destruction of the periodontal struc-
tures, with increased pocket depth, usually
greater than 7 to 8 mm with increased tooth
mobility.

Treatment Plan
(Check appropriate quadrants)

Subgingival Curettage

Gingivectomy

Osseous Mucogingival

UR UL LR LL

�� PERIODONTAL REFERRAL
TO ______________________________

�� PATIENT REFUSED TO HAVE ADDITIONAL PERIODONTAL
TREATMENT PERFORMED OR GO TO A SPECIALIST

(INT.) __________

MOBILITY        SLIGHT=I    MODERATE=II   SEVERE=III

Date

Baseline

Date

MOBILITY

Baseline

Date

Baseline

Date

MOBILITY

II = open or improper contact

= Class I furcation,    � = Class II furcation,      � = Class III furcation
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3Order toll-free   1-808-303-2489 Or fax your order   1-714-556-2718

Post-Op Instructions
Form #0288

Size:	 8 1/2” x 11”, double-sided

Ply:	 1

Sheets/Pkg:	100

Complete post-operation instructions. English on front, Spanish on back.

Post-op Instructions	500	 1000	 2000

0288	 Post-Op Instructions	 35.00	 55.00	 95.00

labels
Form #D1785
Form #D1788

Size:	 Approx. 2”

Sticker/ Roll:200

Brightly colored; peel-and-stick.

Roll of 200 Stickers (per roll)	 2-4	 6-10	 12-25

D1785	 Allergic Labels	 12.85	 12.25	 11.65

D1785	 Medical Alert Labels	 12.85	 12.25	 11.65

Patient Information
Form #040A 
Form #040B

Size:	 8 1/2” x 11”, single-sided

Ply:	 1

Sheets/Pad:	100

Documents patient’s information, responsible party’s information, 

primary and secondary insurance information, and personal references. 

English on front, Spanish on back versions available.

Patient Information		  500	 1000	 2000

040A	 Patient Info—English	 35.00	 55.00	 95.00	

040B	 Patient Info—Spanish	 35.00	 55.00	 95.00

ORAL SURGERY - POST OPERATIVE INSTRUCTIONS

Office Phone Number: (          )________-____________
Doctor’s

Emergency Phone Number: (          )________-____________     Name: _____________________________________

• Following surgery a gauze pad should be folded and placed over the extraction site for at least 30 minutes and
continued until the bleeding stops.
If bleeding is not controlled with the gauze, take a regular tea bag and place it in boiling water. Let the bag cool, then
squeeze it out and place it over the bleeding area. Bite on it gently. After a few minutes, rinse it out in warm water,
squeeze to remove excess water, then replace it over the bleeding area.

• DO NOT RINSE OR SPIT for the first 24 hours. This allows for proper blood clotting to occur, which is necessary in
the healing process.

• Slight oozing of blood is normal for a day or two after oral surgery. 
If bleeding is heavy, please call our office.
Wipe blood and saliva from the lips with a tissue.

• Use an inexpensive towel to cover pillow at night. Some blood clots may appear which are normal.

• Denture patients should attempt to leave their dentures in place for the first 24 hours following surgery. Only remove
them early if there is active bleeding or extreme discomfort. Due to the expected swelling, you might not be able to
replace them, once removed.

• It is advisable that someone drive the patient home following oral surgery. This will allow the patient to rest. Make
sure seat belt is used.

• Do not leave patient unattended. If the patient is a child please watch over them as they recover. Their lip may be
numb, so be careful that they do not chew it.

• The patient is advised not to smoke for 48 hours following surgery. Smoking can break down the clot and cause
bleeding.

• The patient should not drink through a straw for 48 hours following surgery. Suction action can loosen the clot and
cause bleeding.

• Avoid hot foods and drinks for the first 24 hours following surgery.

• Diabetic patients should maintain their normal diet and take medications as usual.

• If advised by treating dentist, do not blow your nose following an extraction for a period to be designated.

• MEDICATIONS:
- Take medications as directed.
- For adults in mild pain, one or two non-aspirins such as Tylenol, Motrin, Aleve or Advil every four hours. If a skin

rash develops, stop the medication and inform the office. 
- If the doctor has prescribed codeine, take it only if the above medication is not adequate. 
* Do not drive a car or use heavy machinery when taking codeine or any other pain medication.
* Do not drink alcoholic beverages when taking prescribed drugs.

• For Swelling:
- Apply an ice pack to the area of the face where surgery was performed. This should be done in cycles of 20 min-
utes on, followed by 20 minutes off, while awake, during the first 24 hours following surgery. Protect the skin with
vaseline or a thin towel.

• Brushing your teeth is important, and should be done cautiously. It can be done later the day of surgery or you can
wait until the next day.

• Rinsing gently with warm salt water (1/2 teaspoon per glass). Start approximately 24 hours after surgery. If this
causes moderate bleeding, use gauze and wait several hours before rinsing again.

• DO NOT RINSE OR SPIT THE DAY OF THE SURGERY, BUT WE RECOMMEND DRINKING FLUIDS.

� KEEP YOUR FOLLOW-UP APPOINTMENTS. Even if you are feeling good, we need to make sure you are healing properly.
Form 288  (Rev. 12/96)
© Copyright Western Dental Services, Inc.
CDS Office Products, Inc.  (714) 556-5111

ORAL SURGERY - POST OPERATIVE INSTRUCTIONS

Office Phone Number: (          )________-____________
Doctor’s

Emergency Phone Number: (          )________-____________     Name: _____________________________________

• Following surgery a gauze pad should be folded and placed over the extraction site for at least 30 minutes and
continued until the bleeding stops.
If bleeding is not controlled with the gauze, take a regular tea bag and place it in boiling water. Let the bag cool, then
squeeze it out and place it over the bleeding area. Bite on it gently. After a few minutes, rinse it out in warm water,
squeeze to remove excess water, then replace it over the bleeding area.

• DO NOT RINSE OR SPIT for the first 24 hours. This allows for proper blood clotting to occur, which is necessary in
the healing process.

• Slight oozing of blood is normal for a day or two after oral surgery. 
If bleeding is heavy, please call our office.
Wipe blood and saliva from the lips with a tissue.

• Use an inexpensive towel to cover pillow at night. Some blood clots may appear which are normal.

• Denture patients should attempt to leave their dentures in place for the first 24 hours following surgery. Only remove
them early if there is active bleeding or extreme discomfort. Due to the expected swelling, you might not be able to
replace them, once removed.

• It is advisable that someone drive the patient home following oral surgery. This will allow the patient to rest. Make
sure seat belt is used.

• Do not leave patient unattended. If the patient is a child please watch over them as they recover. Their lip may be
numb, so be careful that they do not chew it.

• The patient is advised not to smoke for 48 hours following surgery. Smoking can break down the clot and cause
bleeding.

• The patient should not drink through a straw for 48 hours following surgery. Suction action can loosen the clot and
cause bleeding.

• Avoid hot foods and drinks for the first 24 hours following surgery.

• Diabetic patients should maintain their normal diet and take medications as usual.

• If advised by treating dentist, do not blow your nose following an extraction for a period to be designated.

• MEDICATIONS:
- Take medications as directed.
- For adults in mild pain, one or two non-aspirins such as Tylenol, Motrin, Aleve or Advil every four hours. If a skin

rash develops, stop the medication and inform the office. 
- If the doctor has prescribed codeine, take it only if the above medication is not adequate. 
* Do not drive a car or use heavy machinery when taking codeine or any other pain medication.
* Do not drink alcoholic beverages when taking prescribed drugs.

• For Swelling:
- Apply an ice pack to the area of the face where surgery was performed. This should be done in cycles of 20 min-
utes on, followed by 20 minutes off, while awake, during the first 24 hours following surgery. Protect the skin with
vaseline or a thin towel.

• Brushing your teeth is important, and should be done cautiously. It can be done later the day of surgery or you can
wait until the next day.

• Rinsing gently with warm salt water (1/2 teaspoon per glass). Start approximately 24 hours after surgery. If this
causes moderate bleeding, use gauze and wait several hours before rinsing again.

• DO NOT RINSE OR SPIT THE DAY OF THE SURGERY, BUT WE RECOMMEND DRINKING FLUIDS.

� KEEP YOUR FOLLOW-UP APPOINTMENTS. Even if you are feeling good, we need to make sure you are healing properly.
Form 288  (Rev. 12/96)
© Copyright Western Dental Services, Inc.
CDS Office Products, Inc.  (714) 556-5111

Patient Information Sheet  

Chart # ________ Office Location ______________ Date ___________

PATIENT
Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Phone Number: (          ) ___________________________

Home Address: __________________________________________________________________________________________________ Apt #  ______

City: ________________________________________________ State: ______________________________ Zip: ________________________

Social Security #: ______________________________    DL # _______________________________    Date of Birth: _________________ Sex:  (M)  (F)

How did you hear about us? ______________________________________________________________________________________________________

RESPONSIBLE PARTY
Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Address: __________________________________________________________________________________________________ Apt # ______

City: ___________________________ State: _________      Zip: ________________________ Home Phone Number: (          ) __________________

Social Security #: __________________________________ DL # _______________________________

Employer: ____________________________________________________________________________________________________________________

Position: _____________________________________________ How Long: _______________________

Work Address: ________________________________________________________________________________________________________________

City: ________________________________________________ State: ______________________________ Zip: ________________________

Work Phone Number: (          ) ___________________________  Ext. _________

Insurance Carrier: ______________________________________________________________________________________________

Policy Number: _______________________________________ Plan Number: _________________________________________

CREDIT REFERENCES
Credit Card Name: ___________________________________________________ Account Number: _____________________________________

Bank Name: ________________________________________________________ Account Number: _____________________________________

I am aware that by signing below I certify that all information is complete and correct. This information may be verified from which ever sources are deemed
necessary (including but not limited to credit reports) and may provide others with information regarding your credit history (or the credit report) to the extent
permitted by law. This is your authorization to verify credit history.

__________________________________ ___________________________________
Signature of Patient Signature of Responsible Party

TO BE COMPLETED BY DENTAL OFFICE.

COVERAGE: ________________________  DENTI-CAL: _____________________  INSURANCE: _____________________  CASH: ____________   PREPAID:  ___________

Pre Paid Plan or Plan # or
Insurance Carrier: _____________________________________________________   Policy #:  _________________________________________________________________

Phone #: ( ) ___________________________________________________   Coverage or Liability Verified by _______________________________________________

Employment Verified By: _____________________________________  Approved By: ________________________________________  Date: ___________________________

Form 040A  (Rev. 4/95)
CDS Office Products, Inc. (714) 556-5111

PERSONAL REFERENCES
Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Phone Number: (          ) ___________________________ Home Address: _________________________________________ Apt #  ______

City: ________________________________________________ State: ______________________________ Zip: ________________________

Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Phone Number: (          ) ___________________________ Home Address: _________________________________________ Apt #  ______

City: ________________________________________________ State: ______________________________ Zip: ________________________

Patient Information Sheet  

Chart # ________ Office Location ______________ Date ___________

PATIENT
Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Phone Number: (          ) ___________________________

Home Address: __________________________________________________________________________________________________ Apt #  ______

City: ________________________________________________ State: ______________________________ Zip: ________________________

Social Security #: ______________________________    DL # _______________________________    Date of Birth: _________________ Sex:  (M)  (F)

How did you hear about us? ______________________________________________________________________________________________________

RESPONSIBLE PARTY
Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Address: __________________________________________________________________________________________________ Apt # ______

City: ___________________________ State: _________      Zip: ________________________ Home Phone Number: (          ) __________________

Social Security #: __________________________________ DL # _______________________________

Employer: ____________________________________________________________________________________________________________________

Position: _____________________________________________ How Long: _______________________

Work Address: ________________________________________________________________________________________________________________

City: ________________________________________________ State: ______________________________ Zip: ________________________

Work Phone Number: (          ) ___________________________  Ext. _________

Insurance Carrier: ______________________________________________________________________________________________

Policy Number: _______________________________________ Plan Number: _________________________________________

CREDIT REFERENCES
Credit Card Name: ___________________________________________________ Account Number: _____________________________________

Bank Name: ________________________________________________________ Account Number: _____________________________________

I am aware that by signing below I certify that all information is complete and correct. This information may be verified from which ever sources are deemed
necessary (including but not limited to credit reports) and may provide others with information regarding your credit history (or the credit report) to the extent
permitted by law. This is your authorization to verify credit history.

__________________________________ ___________________________________
Signature of Patient Signature of Responsible Party

TO BE COMPLETED BY DENTAL OFFICE.

COVERAGE: ________________________  DENTI-CAL: _____________________  INSURANCE: _____________________  CASH: ____________   PREPAID:  ___________

Pre Paid Plan or Plan # or
Insurance Carrier: _____________________________________________________   Policy #:  _________________________________________________________________

Phone #: ( ) ___________________________________________________   Coverage or Liability Verified by _______________________________________________

Employment Verified By: _____________________________________  Approved By: ________________________________________  Date: ___________________________

Form 040A  (Rev. 4/95)
CDS Office Products, Inc. (714) 556-5111

PERSONAL REFERENCES
Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Phone Number: (          ) ___________________________ Home Address: _________________________________________ Apt #  ______

City: ________________________________________________ State: ______________________________ Zip: ________________________

Last Name: ___________________________________________ First Name: ____________________________________________ Int. ________

Home Phone Number: (          ) ___________________________ Home Address: _________________________________________ Apt #  ______

City: ________________________________________________ State: ______________________________ Zip: ________________________
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California Prescription Pads
Form #RX3-8 through #RX3-40

Size:	 5 1/2” x 4 1/4”, single-sided

Ply:	 2

Sheets/Pad:	100

Economical; 3 drugs per form; convenient copy for office records. 

Compliant with State regulations; imprinted with office and dentist’s 

information. 

*RX3 sold in 8 pad increments

RX Pads (Qty.)	 2 Pt. 100

	 RX8	 29.95

	 RX16	 20.95

	 RX24	 16.75

	 RX40	 14.45

Instruction Sheets
Forms #950A through #950G

Size:	 8 1/2” x 11”, single-sided

Ply:	 1

Sheets/Pkg:	100

Informs patient of proper techniques for post-treatment care.

Instruction Sheets		  500	 1000	 2000

950A	 Proper Brushing—Eng.	 65.00	 115.00	 195.00

950B	 Proper Brushing—Spa.	 65.00	 115.00	 195.00

950C	 Peridontal Disease	 65.00	 115.00	 195.00

950D	 Removable Dentures	 65.00	 115.00	 195.00

950E	 Root Canal Trtmnt	 65.00	 115.00	 195.00

950F	 Fixed Bridges	 65.00	 115.00	 195.00

950G	 Crown or Caps	 65.00	 115.00	 195.00

CROWNS OR CAPS
A crown may be recommended for a tooth that has
been weakened by decay, fracture � or failure of a
large, previous restoration. The advantages of a 
crown are derived from its more desirable physical
properties. A crown can provide the strength necessary
to withstand chewing forces. A crown can return the
tooth to its original and more natural size and shape.

The construction of a crown is very precise and generally
requires at least two visits.

During the first visit, the damaged tooth is prepared �
to accept the crown . An impression is taken and a
temporary crown is put in place. At the second visit,
the temporary crown is removed. The permanent
crown is then cemented onto the prepared tooth �.

If cosmetics are of concern white porcelain is baked onto
the crown surface.

C

C

Provided in the interest of your good dental health by 
Western Dental Plan.

Form 950G (7/97)
City Data Supply, Inc. (714) 556-5111

Imprint Here

Health Questionnaire
Form #041

Size:	 8 1/2” x 11”, double-sided

Ply:	 1

Sheets/Pad:	100

Documents patient’s complete health history. Questions are in English 

and Spanish.

Health Questionnaire	 500	 1000	 2000

041	 Health Questionnaire	 35.00	 55.00	 95.00	

 

YES / SI 

1. Are you in poor health . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
2. Has there been any change in your general health

within the past year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
3. My last physical was on ________________________________
4. Are you currently under the care of a physician . . . . . . . . . . . . . . . . . . . . . _________

A. If so, what is the condition being treated __________________
5. The name and address of my physician is

____________________________________________________
____________________________________________________

6. Have you had any serious illness or operation . . . . . . . . . . . . . . . . . . . . . _________
A. If so, what was the illness or operation ___________________
____________________________________________________

7. Have you been hospitalized or had a serious 
illness within the past five years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
A. If so, what was the problem ____________________________
____________________________________________________

8. Do you have or have you had any of the following
diseases or problems:
A. Damaged heart valves or artificial heart valves . . . . . . . . . . . . . . . . . . _________
B. Congenital heart lesions or murmurs . . . . . . . . . . . . . . . . . . . . . . . . . . _________
C. Cardiovascular disease (heart trouble, heart attack,

coronary insufficiency, coronary occlusion, high
blood pressure, arteriosclerosis, stroke) . . . . . . . . . . . . . . . . . . . . . . . . _________
1) Do you have pain in chest upon exertion . . . . . . . . . . . . . . . . . . . . . _________
2) Are you ever short of breath after mild exercise . . . . . . . . . . . . . . . . _________
3) Do your ankles swell . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
4) Do you get short of breath when you lie down, or

do you require extra pillows when you sleep . . . . . . . . . . . . . . . . . . _________
5) Do you have a cardiac pacemaker . . . . . . . . . . . . . . . . . . . . . . . . . . _________

D. Sinus trouble . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
E. Asthma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
F. Allergy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
G. Hives or skin rash . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
H. Fainting spells or seizures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
I. Diabetes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

1) Do you urinate (pass water) more than
6 times a day . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

2) Are you thirsty much of the time . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
3) Does your mouth frequently become dry . . . . . . . . . . . . . . . . . . . . . _________

J. Hepatitis, jaundice or liver disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
K. Arthritis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
L. Inflammatory rheumatism (painful, swollen joints) . . . . . . . . . . . . . . . . _________
M. Stomach ulcers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
N. Kidney trouble . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
O. Tuberculosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
P. Do you have a persistent cough or cough up blood . . . . . . . . . . . . . . . _________
Q. Low blood pressure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
R. Venereal disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
S. Do you have a prosthetic hip ____  joint prosthesis ____  implants ____

bone plates ____ or screws ____ other ________________________ . _________

9. Have you had abnormal bleeding associated with previous
extractions, surgery, or trauma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

A. Do you bruise easily . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

NO

_________ . . . . . . . 1. Está mal de salud
2. Ha cambiado su salud durante el último año

_________ . . . . . . .
3. Mi último examen médico fue en _______________________

_________ . . . . . . . 4. Está ahora bajo atención médica
A. Sí es así, que enfermedad se está curando _____________

5. El nombre y domicilio de mi médico es
__________________________________________________
__________________________________________________

_________ . . . . . . . 6. Ha tenido alguna operación o enfermedad seria
A. Si es así, que operación o enfermedad _________________
__________________________________________________

7. Durante los últimos cinco (5) años ha sido 
_________ . . . . . . . hospitalizado ó ha tenido alguna enfermedad seria

A. Si contesta afirmativamente explique __________________
__________________________________________________

8. Tiene o ha tenido alguna de las siguientes enfermedades
ó problemas:

_________ . . . . . . . A. Válvulas dañadas ó válvulas artificiales del corazón
_________ . . . . . . . B. Lesión cardíaca congénita

C. Enfermedad cardiovascular (enfermedad del corazón, 
insuficiencia cardíaca, oclusión coronaria, 

_________ . . . . . . . presión arterial alta, arteriosclerosis, síncope)
_________ . . . . . . . 1) Tiene dolor en el pecho cuando hace algún esfuerzo
_________ . . . . . . . 2) Después de hacer algún ejercicio siente faltarle el aire
_________ . . . . . . . 3) Se le hinchan los tobillos

4) Cuando se acuesta, siente que le falta aire para respirar
_________ . . . . . . . ó necesita mas de 1 almohada para dormir
_________ . . . . . . . 5) Tiene marcapasos cardíaco
_________ . . . . . . . D. Problema de senusitis
_________ . . . . . . . E. Asma
_________ . . . . . . . F. Alergia
_________ . . . . . . . G. Ronchas ó salpullido
_________ . . . . . . . H. Desmayos y sudores ó ataques
_________ . . . . . . . I. Diabetes

1) Orina usted más de seis veces al día
_________ . . . . . . .
_________ . . . . . . . 2) Tiene sed la mayoría del tiempo
_________ . . . . . . . 3) Se le reseca la boca frecuentemente
_________ . . . . . . . J. Malestar bilioso, hepatitis o enfermedad del hígado
_________ . . . . . . . K. Artritis
_________ . . . . . . . L. Inflamación reumática (coyunturas inflamables con dolor)
_________ . . . . . . . M. Ulceras estomacales
_________ . . . . . . . N. Enfermedad del riñón
_________ . . . . . . . O. Tuberculosis
_________ . . . . . . . P. Tos persistente ó tose sangre
_________ . . . . . . . Q. Baja presión sanguínea
_________ . . . . . . . R. Enfermedades venéreas

S. Tiene cadera _____ ó coyuntura prostética _____
_________. . . . . . . . implantes _____ placa de hueso _____ ó tornillos ______

Si es así, explique _________________________________
9. Ha sangrado anormalmente, cuando se le realiza 

_________ . . . . . . . una extracción dental, cirujía ó trauma
_________ . . . . . . . A. Se moretea su piel fácilmente 

INSTRUCTIONS:
Answer all questions and fill in the blank spaces when indicated.
Answers to the following questions are for our records only and will
be kept confidential. 

Why are you here today? _________________________________________________

When was your last visit to a dental office?  ________/________/________

When were your last dental x-rays taken?   ________/________/________

Are those x-rays available? �� Yes �� No

If YES please write down PRIOR DENTIST’S NAME and PHONE NUMBER:

_________________________________   ( ______ )_________________

Pórque está aqui ahora? _________________________________________________

Cúando fue su última visita al dentista?  _______/_______/_______

Cúando le tomaron las últimas radiografías dentales?_______/_______/______

Están disponible sus radiografías? �� Si �� No

Sí es así, escriba el nombre del Dentista Anterior y el número de teléfono.

________________________________    ( ______ )_________________

INSTRUCCIONES: Conteste todas las preguntas y llene los espa-
cios en blanco cuando sea necesario. Las respuestas a nuestras
preguntas son únicamente para nuestros archivos, y se consideran
estríctamente confidenciales. 

HEALTH HISTORY / HISTORIA DE SALUD 
DATE / FECHA ____-____-____    Facility _____________  Chart # ___________ (LABEL)

AGE / EDAD __________    SEX / SEXO   M / F         Patient Name ________________________________________________

HEIGHT /ESTATURA___________  WEIGHT/PESO  LBS. _____________

In case of an emergency, contact (person) ______________________________________________________ phone # (        ) ________-______________  

En caso de emergencia, contactar a (persona) ________________________________________ Número de teléfono:   (        ) ________-______________

?

?

?

?

YES / SI 

1. Are you in poor health . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
2. Has there been any change in your general health

within the past year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
3. My last physical was on ________________________________
4. Are you currently under the care of a physician . . . . . . . . . . . . . . . . . . . . . _________

A. If so, what is the condition being treated __________________
5. The name and address of my physician is

_____________________________________________________
_____________________________________________________

6. Have you had any serious illness or operation . . . . . . . . . . . . . . . . . . . . . _________
A. If so, what was the illness or operation ____________________
_____________________________________________________

7. Have you been hospitalized or had a serious 
illness within the past five years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
A. If so, what was the problem ____________________________
_____________________________________________________

8. Do you have or have you had any of the following
diseases or problems:
A. Damaged heart valves or artificial heart valves . . . . . . . . . . . . . . . . . . _________
B. Congenital heart lesions or murmurs . . . . . . . . . . . . . . . . . . . . . . . . . . _________
C. Cardiovascular disease (heart trouble, heart attack,

coronary insufficiency, coronary occlusion, high
blood pressure, arteriosclerosis, stroke) . . . . . . . . . . . . . . . . . . . . . . . . _________
1) Do you have pain in chest upon exertion . . . . . . . . . . . . . . . . . . . . . _________
2) Are you ever short of breath after mild exercise . . . . . . . . . . . . . . . . _________
3) Do your ankles swell . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
4) Do you get short of breath when you lie down, or

do you require extra pillows when you sleep . . . . . . . . . . . . . . . . . . _________
5) Do you have a cardiac pacemaker . . . . . . . . . . . . . . . . . . . . . . . . . . _________

D. Sinus trouble . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
E. Asthma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
F. Allergy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
G. Hives or skin rash . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
H. Fainting spells or seizures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
I. Diabetes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

1) Do you urinate (pass water) more than
6 times a day . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

2) Are you thirsty much of the time . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
3) Does your mouth frequently become dry . . . . . . . . . . . . . . . . . . . . . _________

J. Hepatitis, jaundice or liver disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
K. Arthritis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
L. Inflammatory rheumatism (painful, swollen joints) . . . . . . . . . . . . . . . . _________
M. Stomach ulcers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
N. Kidney trouble . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
O. Tuberculosis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
P. Do you have a persistent cough or cough up blood . . . . . . . . . . . . . . . _________
Q. Low blood pressure . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
R. Venereal disease . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________
S. Do you have a prosthetic hip ____  joint prosthesis ____  implants ____

bone plates ____ or screws ____ other ________________________ . _________

9. Have you had abnormal bleeding associated with previous
extractions, surgery, or trauma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

A. Do you bruise easily . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . _________

NO

_________ . . . . . . . 1. Está mal de salud
2. Ha cambiado su salud durante el último año

_________ . . . . . . .
3. Mi último examen médico fue en _______________________

_________ . . . . . . . 4. Está ahora bajo atención médica
A. Sí es así, que enfermedad se está curando _____________

5. El nombre y domicilio de mi médico es
__________________________________________________
__________________________________________________

_________ . . . . . . . 6. Ha tenido alguna operación o enfermedad seria
A. Si es así, que operación o enfermedad _________________
__________________________________________________

7. Durante los últimos cinco (5) años ha sido 
_________ . . . . . . . hospitalizado ó ha tenido alguna enfermedad seria

A. Si contesta afirmativamente explique __________________
__________________________________________________

8. Tiene o ha tenido alguna de las siguientes enfermedades
ó problemas:

_________ . . . . . . . A. Válvulas dañadas ó válvulas artificiales del corazón
_________ . . . . . . . B. Lesión cardíaca congénita

C. Enfermedad cardiovascular (enfermedad del corazón, 
insuficiencia cardíaca, oclusión coronaria, 

_________ . . . . . . . presión arterial alta, arteriosclerosis, síncope)
_________ . . . . . . . 1) Tiene dolor en el pecho cuando hace algún esfuerzo
_________ . . . . . . . 2) Después de hacer algún ejercicio siente faltarle el aire
_________ . . . . . . . 3) Se le hinchan los tobillos

4) Cuando se acuesta, siente que le falta aire para respirar
_________ . . . . . . . ó necesita mas de 1 almohada para dormir
_________ . . . . . . . 5) Tiene marcapasos cardíaco
_________ . . . . . . . D. Problema de senusitis
_________ . . . . . . . E. Asma
_________ . . . . . . . F. Alergia
_________ . . . . . . . G. Ronchas ó salpullido
_________ . . . . . . . H. Desmayos y sudores ó ataques
_________ . . . . . . . I. Diabetes

1) Orina usted más de seis veces al día
_________ . . . . . . .
_________ . . . . . . . 2) Tiene sed la mayoría del tiempo
_________ . . . . . . . 3) Se le reseca la boca frecuentemente
_________ . . . . . . . J. Malestar bilioso, hepatitis o enfermedad del hígado
_________ . . . . . . . K. Artritis
_________ . . . . . . . L. Inflamación reumática (coyunturas inflamables con dolor)
_________ . . . . . . . M. Ulceras estomacales
_________ . . . . . . . N. Enfermedad del riñón
_________ . . . . . . . O. Tuberculosis
_________ . . . . . . . P. Tos persistente ó tose sangre
_________ . . . . . . . Q. Baja presión sanguínea
_________ . . . . . . . R. Enfermedades venéreas

S. Tiene cadera _____ ó coyuntura prostética _____
_________. . . . . . . . implantes _____ placa de hueso _____ ó tornillos ______

Si es así, explique _________________________________
9. Ha sangrado anormalmente, cuando se le realiza 

_________ . . . . . . . una extracción dental, cirujía ó trauma
_________ . . . . . . . A. Se moretea su piel fácilmente 

INSTRUCTIONS:
Answer all questions and fill in the blank spaces when indicated.
Answers to the following questions are for our records only and will
be kept confidential. 

Why are you here today? _________________________________________________

When was your last visit to a dental office?  ________/________/________

When were your last dental x-rays taken?   ________/________/________

Are those x-rays available? �� Yes �� No

If YES please write down PRIOR DENTIST’S NAME and PHONE NUMBER:

_________________________________   ( ______ )_________________

Pórque está aqui ahora? _________________________________________________

Cúando fue su última visita al dentista?  _______/_______/_______

Cúando le tomaron las últimas radiografías dentales?_______/_______/______

Están disponible sus radiografías? �� Si �� No

Sí es así, escriba el nombre del Dentista Anterior y el número de teléfono.

________________________________    ( ______ )_________________

INSTRUCCIONES: Conteste todas las preguntas y llene los espa-
cios en blanco cuando sea necesario. Las respuestas a nuestras
preguntas son únicamente para nuestros archivos, y se consideran
estríctamente confidenciales. 

HEALTH HISTORY / HISTORIA DE SALUD 
DATE / FECHA ____-____-____    Facility _____________  Chart # ___________ (LABEL)

AGE / EDAD __________    SEX / SEXO   M / F         Patient Name ________________________________________________

HEIGHT /ESTATURA___________  WEIGHT/PESO  LBS. _____________

In case of an emergency, contact (person) ______________________________________________________ phone # (        ) ________-______________  

En caso de emergencia, contactar a (persona) ________________________________________ Número de teléfono:   (        ) ________-______________
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5Order toll-free   1-808-303-2489 Or fax your order   1-714-556-2718

Crayons
Form #CR-101

Crayons/Pkg: 4

Premium grade, non-toxic primary colors.

Crayons (per pack)		  500	 1000	 2500

CR-101	 Crayons (4/pack)	 .33	 .32	 .30	

STICKERS
Form #S-101

Size:	 Approx. 2”

Sticker/ Roll: 200

Brightly colored; peel-and-stick.

Roll of 200 Stickers (per roll)	 2-4	 6-10	 12-25

S-101	 Brushing Stickers	 12.85	 12.25	 11.65

Coloring Books
Forms #CB-701 & CB-702

Size:	 8” x 10.5”

Pages:	 18

Fun and educational. Promotes good dental hygeine and regular 

check-ups.

Coloring Books (per each)	 500	 1000	 2500

CB-701	 Healthy Teeth	 .58	 .48	 .44	

CB-702	 A Visit to the Dentist	 .58	 .48	 .44	

YOUR Imprint Here

A Coloring and Activity Book

EDUCATION     FUN FOR KIDS

A Visit to the Dentist
A Visit to the Dentist

DENTIST

YOUR Imprint Here



Corporate Office

3590-A Cadillac Avenue

Costa Mesa, CA 92626

Toll Free: 800.303.2489 

Phone: 714.556.5111

Fax: 714.556.2718

www.cdsop.com
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